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indicating  prognosis  in  surgery,  277;  efficiency  of 
thromboplastic  agents  in  clotting,  in  vitro  and  their 
stability,  278.  See  also  Erythrocytes;  Leucocytosis; 
Lymphocytes 
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Blood  transfusion,  459;  comparison  of  methods  used  in,  35; 
value  of  repeated  small,  in  infections  of  bloo<l,  35; 
therapeutic  aspect  of,  36;  results  of,  in  treatment  of 
war  shock,  279;  aids  in  technique  of,  by  paraH'in-tubc 
method,  280;  effects  of,  in  diflerent  states  of  cir- 
culatory collapse,  382;  use  of  immunized  donors  in 
treatment  of  pyogenic  infections  by,  461;  in  ob- 
stetrics, 475 

lilood  pressure  and  vessels,  460 

Blood  vessels.  Lesions  of  large,  197;  and  blood  pressure, 
460 

Blood  volume  in  wound  haemorrhage  and  shock,  105 

Bone,  Physics  of,  17;  reparative  surgery  of  war  wounds 
of,  20;  treatment  of  infected  wounds  of,  21;  cysts  of, 
183;  changes  in  marrow  of,  in  yellow-cross  gas  (mus- 
tard-gas) poisoning,  195;  repair  of,  285;  part  played 
by  diaphyseal  parenchyma  in  restoration  of,  286; 
complications  due  to  J^berth  bacillus  following  ty- 
phoid, 357;  secondary  deposits  in,  mistaken  for  pri- 
mary tumors,  358;  multiple  myeloma  of,  359;  septic 
infection  of,  and  osteogenesis  in  sepsis,  361;  myxoma 
of,  and  case  of  myxochondrosarcoma  of  femur,  362; 
treatment  of  cavities  in,  368;  growth  of,  384;  restora- 
tion of  loss  of,  in  fractures  by  graft  of,  447;  influence 
of  muscle  resections  upon  growth  of,  450;  studies  in 
growth  of,  and  experimental  attempt  to  produce 
pseudarthrosis,  461 

Bone  grafts,  Treatment  of  tuberculous  osteo-arthritis  by, 
367;  restoration  of  bone  loss  in  fractures  by,  447 

Bones,  Conservative  treatment  of  sarcoma  of  long,  266; 
intramedullary  beef-bone  splints  in  fractures  of  long, 
267;  correction  of  osseous  deviations  in  fractures  of 
long,  by  direct  action  on  free  extremities  of  fragments, 
268;  tuberculin  in  treatment  of  tubercular,  283;  study 
of  metastatic  malignancy  of,  by  X-rays,  359;  processes 
of  infection  and  repair  in  long,  462 

Brachial  birth  palsy  a  pseudoparalysis  of  shoulder-joint 
origin,  475 

Brain,  Primary  suture  of  wounds  of,  85;  roentgenography 
of,  after  injection  of  air  into  spinal  canal,  85 ;  tumors  of, 
in  children,  252;  pathologic  anatomy  of  traumatic 
fractures  of  cranial  bones  and  concomitant  injuries 
of,  426;  remarks  on  surgery  of  base  of,  427 

Breast,  Frequency  of  recurrence  of  carcinoma  of,  following 
radical  operation,  5;  results  of  operation  for  cancer  of, 
9S;  exenteration  of,  for  cancer,  169;  Paget's  disease 
of,  256;  failure  of  restricted  operations  in  cancer  of, 

349 
Breech  presentation,  Management  of,  125 
Broad  ligament,  Lipoma  of,  214 
Bronchi,  Intratracheal  insufflation  of  ether  in  operations 

which  involve  bleeding  into,  342;  foreign  bodies  in, 

433 
Bronchiectasis,  Bronchoscopic  treatment  of,  434 
Bronchopneumonia,  Myxoma  of  heart  simulating,  171 
Bronchoscopy  in  bronchiectasis  and  pulmonary  abscess, 

434 
Brow,  Inoperable  tumor  of,  cured  by  radium,  319 
Burns,  Treatment  of,  with  tincture  of  iodine,  108;  paraflin- 

wax  treatment  of,  380;  plastic  surgery  of  facial,  427; 

paraffin  treatment  of,  461 

CiECOSTOMY,  Prophylactic  or  temporary,  in  resec» 
tion  of  distal  portion  of  colon  for  non-obstructive 
conditions,  353 
Caesarean  section,  Sterilization  in,  55;  results  and  indica- 
tions of  abdominal,  124;  repeated,  on  same  woman, 
124;  results  and  indications  for  abdominal,  305; 
Kroenig,  473;  vaginal,  in  treatment  of  placenta 
praevia  with  severe  haemorrhage,  474 


Calcaneocavus,  Treatment  of,  362 

Cancer,  Mortality  among  wage  earners  due  to,  32;  localiza- 
tion of  metastases  of,  33;  value  of  blood-cholesterol 
determination  in  research  on,  41;  mode  of  spread  of, 
in  relation  to  treatment  by  radiation,  115;  intentional 
removal  of  skin  and  other  tissues  overlying  deep- 
seated  inoi)erable,  a  necessity  for  effective  treatntent 
with  X-ray  or  radium,  115;  radium  combined  with 
electrocoagulation,  surgery  and  deep  rocntgentherapy 
in  treatment  of,  194;  early  diagnosis  of,  by  electrical 
reaction  of  visceral  reflexes,  275;  treatment  of,  by 
combined  methods,  275;  metabolism  in,  during  radium 
treatment,  376;  relation  of,  to  the  prolongation  of 
human  life.  376;  lymphocytes  in  natural  and  induced 
resistance  to  transplanted,  381 ;  lethal  dose  of  roentgen 
rays  for  cells  of,  386;  Abderhalden  test  applied  to 
urine  as  a  means  of  diagnosing,  455;  effect  of  roentgen 
rays  on  metabolism  in,  463.  See  also  Carcinoma 
and  names  of  specific  organs. 

Carcinoma,  Treatment  of  inoperable,  with  selenium,  102. 
See  also  Cancer  and  names  of  specific  organs. 

Carrel-Dakin  treatment  of  infected  wounds,  339 

Cartilage  graft,  Cellular  changes  in.  113;  histologic  study  of 
cranioplastic,  thirty  months  old,  344 

Cataract,  Medical  treatment  of,  66;  lance  extraction  of 
senile,  67;  action  of  radium  on,  136;  intracapsular  ex- 
traction of,  320 

Catgut,  Rapid  absorption  of,  in  light  of  attack  on  foreign 
protein,  81 

Cerebrospinal  fever.  Epidemic  and  sphenoidal  empyema, 

377 
Cervical  ribs.  Supernumerary,  345 
Cervical  vertebrae.  Incomplete  lu.xation  of,  346 
Chest,  War  wounds  involving,  and  abdomen,  46;  medical 
aspects  of  wounds  of,  in  war,   166;   treatment  of 
penetrating  wounds  of,  in  base  hospital  in  France, 
166;  penetrating  wounds  of,  167;  circling  ankylosis  of, 
169;  gunshot  injuries  of,  and  lung,  169;  maximum 
non- fatal  opening  of  wall  of,  256;  roentgen  diagnosis  of 
viscera  of,   291;  importance  of  examination  of,  in 
cases  referred  for  gastrointestinal  study,  292;  care  of 
penetrating  wounds  of,  at  base  hospital,  431;  Hodg- 
kin's  disease  of,  and  its  roentgen  diagnosis,  433.   See 
also  names  of  specific  chest  conditions  and  operations 
on  chest. 
Chlorazene,  Use  of,  in  puerperal  septicaemia,  56 
Cholecystectomy,  Pathologic  indications  of,  180 
Cholecystitis,  Diagnosis  of  chronic,  complicating  cardiac 
lesions,  265;  acute,  in  children  as  complication  of 
typhoid  fever,  354 
Choledocho-enterostomy,  Postoperative  dilatation  of  bile- 
ducts  following,  180. 
Choledochotomy  for  calculus,  97 
Cholera,  Balance  of  colloid  and  crystalloid  in,  104 
Cholesterol,  Value  of  determinations  of,  in  blood  in  cancer 
research,  41;  content  of,  in  blood  in  various  hepatic 
conditions,  196;  estimation  of,  in  blood  during  preg- 
nancy, 215 
Chordoma,  Case  of,  272 
Chorio-epithelioma,   Malignant,  395 
Choroid,  Subretinal  exudate  simulating  sarcoma  of,  321; 

atypical  coloboma  of  iris  and,  483 
Cicatrices,  Treatment  of  ulcerous,  by  circumferential  in- 
cisions, 249 
Cleft  palate  and  harelip,  345 
Coccidioidal  granuloma,  266 
CoUes  fracture.  Reduction  and  care  of,  268 
Colloidal  gold  reaction.  Clinical  interpretation  of,  459 
Coloboma,  And  microphthalmic  eyes,  319;  atypical,  of  iris 
and  choroid,  483 
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Colon,  Prophylactic  or  temporary  caccostomy  in  resection 
of  distal  portion  of,  for  non-obstructive  conditions, 
353;  morbid  consc(|Ucnces  of  mobile  ascending,  441 

Colostomy,  Method  of  left  iliac,  by  formation  of  bridged 
anus,  178 

Common  duct.  Omission  of  drainage  in  surgery  of,  265 

Compensation  for  medical  services  to  wife  of  defendant. 
Lawsuit  to  obtain,  117 

Conjunctiva,  Rare  form  of  granuloma  of,  of  central  China, 
406;  normal  histology  of,  483 

Connective  tissue,  Macrophages  in  loose,  285;  strain  of, 
seven  years  old,  285 

Contractures,  So-called  reflex  or  physiopathic,  26;  variety 
of  post-traumatic,  of  a  limb  not  due  to  direct  lesion  of 
muscle,  nerve  or  connective  tissue,  361 

Cord,  Persistence  of  life  in  child  in  prolapse  of,  126;  sur- 
vival of  foetus  in  prolapse  of,   without  pulsation, 

312 

Cornea,  New  operation  for  conical,  136;  serpiginous  ulcer 

of,  and  its  treatment,  230 
Cysticercus  of  vitreous,  136 
Cystitis  due  to  utero-adnexal  causes  and  its  treatment, 

395 
Cystocele,  Etiology  and  treatment  of,  52 
Cystolithiasis  among  Filipinos  in  association  with  dietary 

deficiency,  315. 
Cystoradiography,  402 

DACRYOCYSTITIS,  Treatment  of,  by  curettage, 
136;  treatment  of  chronic,  407 

Decompression,  Spinal,  27 

Defendant,  Right  of,  to  examination  of  plaintiff's  injuries 
discretionary  with  trial  court,  466 

Dermatology,  Radium  in,  293 

Dextrocardia,  Complete  and  incomplete,  258 

Diathermy,  322;  possible  uses  of,  in  obstetrics,  217 

Dichlorethylsulphide,  Effects  of  intravenous  injections  of, 
in  rabbits,  378 

Diets,  Effect  of  restricted  (so-called  ulcer),  upon  gastric 
secretion  and  motility,  352 

Disease,  Reflections  on  evolution  of,  373 

Drainage,  Elastic  closure  and  systematic  paraffin  gravity, 
for  clean  and  infected  wounds,  161;  surgical,  from 
biological  point  of  view,  337 

Duodenum,  Results  of  operative  treatment  of  ulcer  of,  9; 
surgical  treatment  of  ulcer  of,  94;  life  expectancy  fol- 
lowing operations  for  ulcer  of,  162;  gastric  hyper- 
motility  in  diseases  of,  258;  inflammation  around,  and 
its  relation  to  Lane's  disease,  353;  occlusion  of,  due 
to  congenital  malformation  of  ascending  mesocolon, 
439 

Dysmenorrhoea,  Roentgen-ray  treatment  of,  48 

CAR,  Prevention  and  treatment  of  suppuration  of,  in 

^  childhood,  68;  complications  in,  following  influenza 
epidemic,  138;  tuberculous  osteitis  of  temporal  region 
and  accessory  cavities  of,  344;  congenital  redundant 
external  meatus  of,  and  repeated  abscess  formation, 
407;  treatment  of  chronic  discharging,  408.  See  also 
Otitis  media 

Echinococcosis,  Primary,  of  lung,  5 

Eclampsia,  Prophylactic  and  symptomatic  treatment  in, 
122;  premonitory  signs  of,  216 

Elbow,  New  appliance  for  flail,  82 

Electrocoagulation,  Endoscopic,  of  vesical  papillomata, 
402 

Elephantiasis  and  Kondoleon  operation,  360 

Embolism,  Septic  gaseous,  457 

Emergency  treatment.  Duty  of  employer  to  provide 
prompt  for  employees,  42 


Emi)ycma,  167;  case  of  double  mctai)neumonic,  4;  treat- 
ment of  chronic,  168;  pathogenesis  and  treatment  of, 
348;  at  Cincinnati  general  hospital  during  influen/a 
epidemic,  349;  sphenoidal,  and  epidemic  cerebrospinal 
fever,  377;  acute,  of  thorax  treated  by  minor  inter- 
costal thoracotomy,  431;  surgical  treatment  of,  by 
closed  method,  433 
Energy  index  of  circulatory  system,  283 
Enuresis  of  adults  due  to  hypertonic  bladder,  132 
Eosinophilia,    Persistent,    with    hyperleucocytosis    and 

splenomegaly,  195 
Epididymis,  Syphilis  of,  223 
Epididymitis,    Surgical    treatment   of   gonorrhfcal,    222; 

epididymotomy  treatment  of  acute  gonorrhcjeal,  223 
Epididymotomy  in  acute  gonorrhceal  epididymitis,  223 
Epilepsy,  Surgical  treatment  of  traumatic,  103;  fat  trans- 
plants in  traumatic,  254 
Episiotomy,  Median,  in  primiparous  labor,  310 
Equinovalgus,  Loop  operation  for  paralytic,  25 
Erb's  palsy,  Report  of  cases,  311 
Erythrocytes,   Instability  of,   preserved  by  method   of 

Rous  and  Turner,  107 
Eusol,  Use  of,  in  puerperal  septicaemia,  56 
Expert  testimony.  Relative  value  of  medical,  in  lawsuit,  43 
Eye,  Operation  relegating  enucleation  of,  to  its  projjer 
position,   64;   extraction  of  foreign   bodies  in,   64; 
colobomatous  and  microphthalmic,  319;  perforating 
wounds    of,    406;    antidiptheritic   serum    in    severe 
infections  of,   with  special   reference   to  hypopyon 
keratitis,  406;  injection  of  cow's  milk  in  affections  of, 
482;  character  and  treatment  of  scrofulous  inflamma- 
tions of,  482;  ossifications  in,  482;  complications  due 
to  foreign  bodies  in,  483.  See  also  names  of  parts  and 
conditions  of  eye 

CACE,  Prosthetic  appliances  in  surgical   treatment  of 

*■  wounds  of,  83;  cutting  sensory  root  of  gasserian 
ganglion  for  relief  of  neuralgia  of,  86;  interchangeable 
interdental  splints  in  surgery  of,  89;  plastic  operations 
on,  254;  plastic  surgery  of  burns  of,  427 

Fallopian  tubes,  Actinomycosis  of  both  ovaries  and, 
299 

Fascia  lata.  Uses  of  free  transplants  of,  in  surgery,  367 

Fat,  In  woman's  milk,  57;  absorption  of  roentgen  rays  by, 
115;  estimation  of,  in  blood  during  pregnancy,  215 

Fat  transplants  in  traumatic  epilepsy,  254 

Femur,  Pathology  and  treatment  of  stiff  knee  in  relation 
to  compound  fracture  of,  16;  fracture  of  acetabulum 
with  intrapelvic  displacement  of  head  of,  19;  repara- 
tive surgery  of  war  wounds  of,  20;  treatment  of 
fractures  of,  20;  fractures  of  lower  third  of,  99; 
application  of  war  lessons  to  civil  practice  in  treatment 
of  fractures  of,  184;  fractures  of  neck  of,  185;  treat- 
ment of  fractures  of,  185;  standard  British  method  of 
treating  fractures  of,  at  close  of  war,  269;  stereoscopic 
radiography  in  treatment  of  fractures  of,  292;  case  of 
myxochondrosarcoma  of,  362;  fractures  of,  from 
orthopedic  point  of  view,  363;  verticotransverse 
fractures  of  condyles  of,  364;  gunshot  fractures  of, 
364;  treatment  of  malunion  in  fractures  of,  365;  treat- 
ment of  central  luxation  of,  366;  treatment  of  com- 
pound fractures  of,  in  gunshot  wounds  in  general 
hospital  in  France,  448;  results  of  fractures  of,  due  to 
gunshot  wounds,  449 

Fibula,  Transference  of,  for  tibial  defect,  187 

Flat-foot,  Barron  ladder  in  treatment  of,  164;  and  other 
static  foot  troubles,  368 

Fluoroscopy,  Renal,  at  operating  table,  314 

Flying  eHftciency,  Role  of  labyrinth  in,  137 

Focal  infection  and  arthritides,  445 
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Foetus,  Morphological  and  biological  characters  of  spirilla 
(vibrio  fa-tus,  n.  sp.)  associated  with  disease  of  mem- 
branes of,  in  cattle,  112;  undergoing  spontaneous 
evolution  removed  by  laparotomy  during  labor,  126; 
death  of,  218;  survival  of,  in  prol[)sae  of  cord  without 
pulsation,  126  312 

Follow-up  system.  Results  of  six  years',  in  a  hospital  sur- 
gical service,  387 

Foot,  Operative  treatment  of  paralytic  deformities  of,  25; 
mesial  triprism  to  support  arches  of,  26;  orthopedic 
and  prosthetic  appliances  in  late  treatment  of  war 
disabilities  of,  83;  Barron  ladder  in  treatment  of  flat, 
164;  painful,  187;  disabilities  of,  446;  end-results  in 
partial  amputation  of,  451;  treatment  of  arthritis  of, 
following  war  wounds,  451.  See  also  names  of  parts 
and  conditions  of  foot 

Forced  movement,  Practice  and  results  of,  in  injuries  of 
joints,  450 

Forceps,  Use  of  obstetrical,  125;  use  and  misuse  of,  in 
labor,  309 

Foreign  bodies,  Removal  of,  from  tissues  by  transillumina- 
tion, 2.  See  0/50  names  of  specific  organs 

Fractures,  Correction  of  deformity  in,  19;  surgical  treat- 
ment to  prevent  and  minimize  permanent  disabilities 
from,  21;  non-union  of,  21;  open  and  closed  treatment 
of,  184;  reduction  and  care  of  Colles,  268;  treatment  of 
open  gunshot,  268;  reduction  and  care  of  Colles,  268; 
cause  of  delayed  union  and  non-union  of,  of  long 
bones,  366;  treatment  of  non-union  of  compound, 
447;  use  of  bone  grafts  for  restoration  of  loss  of  bone 
in,  447.   See  also  names  of  specific  bones 

Fragilitas  ossium  associated  with  otosclerosis  and  blue 
sclerotics,  138 

Frontal  sinus.  Suppuration  of,  and  complications,  141 

GALL-BLADDER,  Diagnosis  and  treatment  of  dis- 
eases of,  14;  radiography  of  stones  in,  116;  gastric 
hypermotility  associated  with  diseases  of,  258; 
incidence  of  malignancy  in  diseases  of,  264;  clinical 
manifestations  of  disease  of,  443.  See  also  names  of 
gall-bladder  conditions  and  operations 

Call-stones,  Radiography  of,  116 

Gas  gangrene,  282;  bacterial  infection  and,  109;  production 
of  immune  serum  against  anaerobes  causing,  194; 
serum  treatment  of,  at  base  hospital,  282 

Gaseous  embolism,  Septic,  457 

Gasserian  ganglion,  Cutting  sensory  root  of,  in  trifacial 
neuralgia,  86;  local  anaesthesia  for  evulsion  of  sensory 
root  of,  426 

Gastrectomy,  Pauchet's  method  of,  436;  for  gastric  ulcer, 
436 

Gauze  packing,  Advantages  and  disadvantages  of,  in 
abdominal  operations,  161 

Genital  tract,  Influence  of  pituitary  extracts  on,  383; 
surgical  treatment  of  prolapse  of,  388 

Genito-urinary  surgery.  Spinal  anaesthesia  in,  82;  instru- 
ment for  illumination  and  suction  in,  426 

Genito-urinary  tract.  New  germicide  (mercurochrome- 
220)  for  use  in,  226 

Glaucoma,  Treatment  of,  135 

Glucose,  Action  of  isotonic  solutions  of,  given  by  hypo- 
dermoclysis,  458 

Goiter,  Blood  picture  in  exophthalmic,  31;  surgical  treat- 
ment of  exophthalmic,  165;  basal  metabolism  in 
exophthalmic,  255;  experimental  research  upon 
thymic  theory  of  exophthalmic,  291;  treatment  of, 
by  radiation.  346;  surgical  treatment  of  exophthal- 
mic, 347;  selection  of  operation  for  exophthalmic, 
347;  diagnosis  and  surgical  treatment  of  intrathoracic, 
430.    See  also  Thyroid  gland 


Grafts,  Cellular  changes  in,  113;  344;  use  of  fat,  in  trau- 
matic epilepsy,  254;  use  of  free,  of  fascia  lata  in  sur- 
gery, 367;  treatment  of  tuberculous osteo-arthritis  by, 
367;  restoration  of  bone  loss  in  fractures  with  bone, 

447 

Granuloma,  Rare  form  of  subconjunctival,  observed  in 
central  China,  406 

Growth,  Of  tissues  in  test  tube  under  experimentally 
varied  conditions,  198;  of  cells  during  wound  healing 
in  rat,  109, 199;  influence  of  resection  of  muscles  upon, 
of  bone,  450;  studies  in,  of  bone  and  experimental 
attempt  to  produce  pseudarthrosis,  461 

Gynecology,  Pituitary  gland  in,  51;  roentgen  therapy  in, 
394;  value  of  different  laparotomy  incisions  in,  425 

Oi^iMATOMA,    Restoration    of    spongy     tissues     in 

*■  ^  neighborhood  of  traumatic,  286 

Ha'matosalpinx  due  to  congenital  malformation.  393 

Hemolytic  streptococcus.  In  nose  and  throat  after  ton- 
sillectomy, 233;  cultural  differentiation  of  beta,  of 
human  and  bovine  origin,  379 

Hajmorrhage,  Blood  volume  in  wound,  105;  serum  to 
prevent,  107;  problems  of,  in  obstetrical  cases,  311; 
acute  dilatation  of  uterus  as  cause  of  postpartum, 
397;  control  of,  in  new-bom,  398 

Haemorrhoids,  Observations  upon  internal,  179 

Haemostasis  obtained  with  rubber  bands,  425 

Hallux  valgus.  Surgical  treatment  of,  26 

Harelip,  Cleft  palate  and,  345 

Head,   Physiological  pathology  of  gunshot   wounds  of, 

343 

Healing,  Quantitative  study  of,  of  wounds  in  rat.  109, 
199 

Heart,  Oxygen  and  carbon  dioxide  content  of  blood  in 
disease  of,  105;  myxoma  of,  simulating  bronchopneu- 
monia, 171;  stab  wound  of,  treated  by  suture  of  right 
ventricle,  258;  on  right  side,  258;  diagnosis  of  chronic 
cholecystitis  compUcating  lesions  of,  265;  effect  of 
hypotonic  and  hypertonic  solutions  on  fibroblasts  of, 
of  embryonic  chick  in  vitro,  284 

Heat  regulation,  Acetylsalicylic  acid  and,  in  normal  in- 
dividuals, 288 

Heel,  Painful,  due  to  focal  infection,  17 

Hemiplegia,  Surgical  and  orthopedic  treatment  of,  100 

Hernia,  Results  of  operations  for,  i;  pathogenic  mech- 
anism of  strangulation  of,  6;  traumatic,  among 
railroad  employees,  42;  recurring  inguinal,  172; 
technique  of  herniotomy  for  inguinal,  with  reference 
to  closure  of  internal  ring,  35 

Hip,  Treatment  of  congenital  dislocation  of,  267;  anatomy 
of  snapping,  361;  ununited  fractures  of,  448 

Hirsprung's  disease,  10 

Histamine,  Presence  of,  in  hypophysis  cerebri,  other 
tissues  and  hydrolytic  products  of  protein,  38;  action 
of,  109 

Hodgkin's  disease,  Roentgen  diagnosis  of  intrathoracic, 

433 
Hodgkin's  granuloma  with  perforation  of  chest  wall,  169 
Hospitals,  Organization  of,  with  reference  to  co-ordination 

of  general  surgery  and  surgical  specialties,  45 
Humerus,  Gunshot  fractures  of,  98.  See  also  Arm 
Hydrocephalus,   Internal,   and   xanthochromia  of  spinal 

fluid,  276 
Hydronephrosis  of  kidney  displaced  in  p)elvis,  130 
Hyperadrenalism,   Influence   of,   in   production   of   con- 
genital pyloric  hypertrophy,  31 
Hyperglycaemia,  Differential  diagnosis  of  hyperthyroidism 

by  basal  metabolism  and  alimentary,  104 
Hypermotility,  Gastric,  associated  with  disease  of  gall- 
bladder, duodenum,  and  appendix,  258 
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Hypernephroma  of  ovary,  120 

Hyperthyroidism,  Differential  diagnosis  of,  by  basal 
metabolism  and  alimentary  hyperglyca'mia,  104; 
prognosis  of,  192;  studies  of,  273;  metastatic  abscesses 
of  thyroid  associated  with,  347;  treatment  of  diseases 
of  thyroid  with  special  reference  to  so  called,  374. 
See  also  Goiter;  Thyroid  gland 

Hypopyon  keratitis,  Antidiphtheritic  serum  in  severe 
ocular  infections  with  special  reference  to,  406 

Hysterectomy,  Indications  and  technique  of  abdominal, 
299;  delivery  of  living  child  by,  without  prior  opening 
of  uterus,  305;  Bazterrica's  procedure  for  total  and 
subtotal  abdominal,  467 

IDENTITY  of  patient,  Release  to  company  no  defense 
in  law  to  surgeon  forgetting,  44 
Illumination,  Instrument  for,  in  suprapubic  operations, 

426 
Immunization,   Influence   of,   on   sugar   in   blood,    107; 
method  of  choice  in,  281;  of  blood  donors  in  treatment 
of  pyogenic  infections  by  transfusion  of  whole  blood, 
461 
Incisions,  Value  of  different,  for  laparotomies,  425 
Infant  mortality.  Legislative  measures  against,  in  United 

States,  313 
Infections,  Use  of  immunized  blood  donors  in  treatment 

of  pyogenic,  by  transfusion  of  whole  blood,  461 
Influenza,  At  base  hospital.  Camp  Dodge,  Iowa,  45;  in 
Tarnier  obstetrical  clinic,  54;  of  pulmonary  type  and 
pregnancy,  55;  aural  complications  of,  138;  perisinus 
and  epidural  mastoid  abscess  subsequent  to,  139;  at 
Cincinnati  general  hospital  during  epidemic  of,  349; 
inflammatory  adnexopelvic  lesions  due  to,  394;  and 
surgery,  458;  surgical  complications  in  1,030  cases  of, 
458;  surgical  complications  of,  in  children,  458 
Injury,  Result  of  original,  as  determined  in  lawsuit,  44 
Insanity,  Physician  not  liable  in  law  for  testifying  to,  43 
Instep,  Treatment  of  arthritis  of,  following  war  wounds, 

451  ,       .  J 

Intestines,  Obstruction  of,  and  factors  m  production  and 
absorption  of  toxins  from,  11;  diffuse  emphysema  of 
wall  of,  95 ;  late  results  of  supposedly  successful 
operations  on,  174;  limitations  of  roentgen-ray  diag- 
nosis of  diseases  of,  175;  primaiy  lymphoblastoma  of, 
177;  anfistomosis  of,  177;  nutrition  and  satisfactory 
method  of  feeding  in  fistulae  of,  262;  fibroma  of  large, 
263;  pl^ysiopathology  of  obstruction  of,  263;  impor- 
tance of  study  of  chest  in  conditions  referred  to 
stomach  and,  292;  unusual  cases  of  obstruction  of, 
439;  refined  technique  in  obstruction  of,  440;  acute 
obstruction  of,  due  to  pregnancy  in  bicornate  uterus, 
471;  o^itruction  of,  in  woman  eight  months'  pregnant, 

471  .  .  ,  .  ^ 

Intratracheal  insufflation  of  ether  in  operations  which 

involve  bleeding  into  air  passages,  342 
Iodine,  Treatment  of  burns  with,  108 
Ionization,  Treatment  of  septic  wounds  by,  38 
Iris,  Atypical  coloboma  of,  and  choroid,  483 

JAWS,  Prosthetic  appliances  in  surgical  treatment  of 
wounds  of,  83;  perverted  "functional"  activity  in 
production  of  deformities  of,  254.  See  also  Mandible, 
Maxilla 
Joints,  War  wounds  of,  98;  treatment  of  war  wounds  of,  99; 
wounds  of  large,  182;  treatment  of  open  gunshot 
wounds  of,  268;  twenty  years'  experience  with  results 
of  resections  of,  270;  use  of  tuberculin  in  treatment 
of  tubercular,  283;  treatment  of  flail,  445;  inflamma- 
tion of,  445;  injuries  of,  in  war  surgery,  464.  See  also 
names  of  specific  joints 


KIDNEY,  Roentgen-ray  diagnosis  of  long-standing 
tuberculosis  of,  59;  diagnosis  of  stone  in,  60;  dilation 
of  pelvis  of,  61;  fixation  of  mobile,  129;  treatment  of 
gunshot  wounds  of,  129;  ascending  tuberculosis  of, 
129;  nephrotomy  for  stone  in,  130;  hydronephrosis  of, 
displaced  in  i)elvis,  130;  pyelotomy  and  nephrectomy 
for  stone  in,  130;  stone  in,  from  standpoint  of  clinical 
surgeon,  131;  course  of  tuberculosis  in,  after  removal 
of  opposite,  220;  combined  tumors  of,  in  adults,  220; 
silent  calculi  in,  221;  traumata  of,  as  occupational 
accidents,  224;  new  germicide  (mercurochrome-220)  for 
use  in,  226;  autotransplantation  of,  314;  fluoroscopy 
of,  at  operating  table,  314;  toxic  effect  of  general 
anaesthetics  in  animals  with  tendency  to  disease  of, 
and  prevention  of  toxic  action,  341;  surgical  tuber- 
culosis of,  400;  recurrent  formation  of  stone  in,  401: 
fused,  with  calculus  in  pelvis,  477 

Knee,  War  injuries  of,  16;  pathology  and  treatment  of 
stiff,  in  relation  to  compound  fracture  of  femur,  16; 
treatment  of  gunshot  injuries  of,  in  base  hospital,  24; 
treatment  of  recent  wounds  of,  24;  mobilization  treat- 
ment of,  82;  surgical  treatment  of  infections  of,  186; 
injuries  of,  267;  experimental  resection  of  dog's,  286 

Kondoleon  operation.  Elephantiasis  and,  360 

Kraurosis  of  vulva,  121 

Kroenig  caesarean  section,  473 

I  ABOR,  Breech  presentation  in,  125;  use  and  misuse  of 
'^    forceps  in,  309;  median  episiotomy  in  primiparous, 
310;   advantages  of  nitrous  oxide-oxygen   in,   311; 
tumors  complicating,  471;  painless,  474 
Labyrinth,  R61e  of,  in  flying  efficiency,  137 
Lactose,  Content  of,  in  woman's  milk,  57 
Lane's  disease,  Periduodenitis  and  its  relation  to,  353 
Laparotomies,  Advantages  and  disadvantages  of  gauze 

packing  in,  161;  value  of  different  incisions  in,  425 
Larynx,   Complete   extirpation  of,   for  carcinoma,    144; 
bouginage   of,    233;    epidiascopic   demonstration   of 
normal  histology  of  vocal   cord  and  ventricle  of, 
considered  in  connection  with  development  of  adeno- 
mata, 234 
Leg,  Preparation  and  fitment  of  amputatione  of,  22 
Lens,  Persistent  posterior  fibro vascular  sheath  of,  231 
Leucocytosis,  Diagnostic  value  of  transitional,  in  chronic 
appendicitis,  106;  persistent  eosinophilia  with,  and 
splenomegaly,  195 
Leukaemia,  Mediastinal  tumor  associated  with  acute,  350; 

metabolism  in,  during  radium  treatment,  376 
Lip,  Scar-tissue  tumors  on  mucous  membrane  of  lower, 

86 
Liver,  Notes  on  abscess  of,  in  stationary  hospital,  Palestine, 
96;  cases  of  abscess  of,  96;  therapeutic  test  simplifying 
differential  diagnosis  in  diseases  of,  174;  cholesterol 
content  of  blood  in  various  conditions  of,  196;  etiology 
and  rational  surgical  treatment  of  ptosis  of,  264; 
extraction  of  projectiles  from,  354;  abscess  of,  among 
British  eastern  troops,  443 
Loop  operation  for  paralytic  equinovalgus,  25 
Lung,  Primary  echinococcosis  of,  5;  suppuration  of,  5;  ex- 
trapleural thoracoplasty  in  tuberculosis  of,  91;  gun- 
shot injuries  of  chest  and,  169;  abscess  of,  170;  acute 
abscess  of,  170;  resection  of,  for  abscess,  171,  earl)' 
recognition  and  progressive  development  of  malig- 
nant disease  of,  as  studied  by  roentgen  rays,  257; 
stab  wound  of,  258;  intratracheal  insufflation  of  ether 
in  operations  which  involve  bleeding  into,  342;  new 
sign  of  neoplasms  of,  350;  pathologic  study  of,  in 
autopsy  cases  of  syphilis,  379;  foreign  bodies  in,  433; 
bronchoscopic  treatment  of  abscess  of,  434;  operative 
treatment  in  advanced  tuberculosis  of,  435 
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Lye,  Strictures  of  oesophagus  in  children  clue  to  burns 
by,  6 

Lymphocyte  in  natural  and  induced  resistance  to  trans- 
planted cancer  in  mice,  381 

Lymphoid  tissue,  Histologic  study  of,  in  mice  with  in- 
duced immunity  to  transi)lanled  cancer,  381 ;  effects  of 
small  doses  of  X-rays  of  low  penetration  on,  of  mice, 
463 

MACROPHAGES  in  loose  connective  tissue,  285 
Malaria,  Relation  of ,  to  pregnancy,  303;  and  surgery, 

377  .  .  .        .  , 

Malj)ractice,  Evidence  and  instruction  to  jury  m  case  of, 

43;  evidence  and  timeliness  in  taction  of,  465 

Mandible,  Bone  transplants  from  tibia  to,  for  loss  of  sub- 
stance, 88;  unimited  fractures  of,  treated  by  bone 
grafts,  88.  See  also  Jaws 

Mastoid,  Perisinus  and  epidural  abscess  of,  subsequent  to 
influenza,  139;  treatment  of  gunshot  wounds  of,  232; 
observations  in  series  of  operations  on,  at  Fort  Riley, 
Kansas,  409 

Mastoidectomy,  Local  anaesthesia  for,  140;  under  local 
anaesthesia,  484 

Mastoiditis,  Acute,  67,  408;  acute  at  base  hospital.  Camp 
Stuart,  Va.,  67;  pathology  of,  139;  operation  for  acute 
and  subacute,  232;  acute  and  subacute,  483;  chance 
of  cure  of,  by  tentative  tonsillo-adenectomy,  484: 
radical  cure  of  cholesteatomatous,  484 

Maternal  mortality,  476;  legislative  measures  against,  in 
United  States,  313 

Maxilla,  Surgery  of,  in  mobile  hospital,  87;  infected  frac- 
tures of,  87;  operation  for  preservation  of  mucoperios- 
teum  in  resection  of  portion  of,  88;  interchangeable 
interdental  splints  with  attachment  for  extrafacial 
tension  in  surgery  of,  89.   See  also  Jaws 

Meckel's  diverticulum.  Malignant  myomata  and,  34 

Mediastinum,  Hodgkin's  granuloma  of,  169;  tumor  of, 
associated  with  acute  leukaemia,  350;  new  sign  of 
neoplasms  of,  350 

Medicine,  Valid  law  meaning  of  word,  42 

Medulla,  Gunshot  wounds  of,  253 

Megacolon,  IJiopelvic,   179 

Meninges,  Haemorrhages  from,  following  non-penetrating 
wounds  and  contusions  of  cranium,  85;  gunshot 
wounds  of,  253 

Meningitis  following  fracture  of  base  of  skull,  138 

Menopause,  Biological  and  clinical  study  of,  204;  treat- 
ment of  hypertension  of,  302 

Menstruation,  Psychoses  of,  52 

Mercurochrome-220,  a  new  germicide  for  use  in  genito- 
urinary tract,  226 

Metabolism,  Differential  diagnosis  of  hyperthyroidism  by 
basal,  104;  basal,  in  exophthalmic  goiter,  255;  value 
of  rate  of  basal,  in  treatment  of  diseases  of  thyroid, 
346;  in  leukaemia  and  cancer  during  radium  treat- 
ment,   376,  effect  of  roentgen  rays  on,  in   cancer, 

463 
Metacarpal  bones,  Surgical  treatment  of  fracture,  of  21 
Metastases,  Localization  of  tumor,  2i3 
Microphthalmos,  319 
Midwives,  Law  in  United  States  regulating  practice  of, 

313;  practice  of,  an  anachronism,  398 
Milk,  Lactose,  fat  and,  protein  content  of  woman's,  57; 

Wassermann  reaction  in  woman's,  204;  injections  of 

cow's,  in  affections  of  eye,  482 
Mitosis  of  cells  in  test  tube  under  experimentally  varied 

conditions,  198 
Molars,  Impacted  lower  third,  323 
Mortality,  Maternal,  476;  in  childbed,   126;  legislative 

measures  against  infant,  in  United  States,  313 


Mouth,  Diagnosis  and  treatment  of  infections  of,  145; 
surgical  treatment  of  cancers  of,  165;  Relation  of  in- 
fection of,  to  systemic  disease,  234;  oi>eration  for 
advance<l  carcinoma  of  floor,  429 
Muscle  pulp,  'I'oxicity  of,  as  cause  of  shock,  373 
Muscles,  Absorption  of  roentgen  rays  by,   115;  plaster 
methods  of  treating  contractures  of,  following  wounds, 
271;  influence  of  reactions  of,  on  growth  of  bone,  450 
Mustard-gas,  Blood  and  bone  marrow  in  poisoning  due  to, 

19s;  paraffm-wax  treatment  of  burns  due  to,  380 
Myoma,  Malignant,  and  Meckel's  diverticulum,  34 
Myositis  ossificans, -Progressive,  15;  traumatic,  from  gun- 
shot wounds,  360 

NECJLIGENCE  of  physician.  Employer  not  liable  for, 
in  treating  employee,  465 

Nephrolithiasis,  477;  recurrent,  401 

Nephrotomy  in  renal  lithiasis,  130 

Nerves,  Operative  findings  in  gunshot  injury  of,  29; 
diagnosis  and  treatment  of  injuries  of,  loi;  treat- 
ment of  injuries  of  peripheral,  101;  voluntary  mus- 
cular movements  in  injuries  of,  189;  technique  of 
suture  and  grafting  of,  190;  experimental  investigation 
of  materials  used  for  suture  of,  191;  results  of  surgical 
operations  on  trunks  of,  371;  surgical  problems  in 
reconstruction  of  injuries  of  peripheral,  372;  local 
anaesthesia  for  operations  on,  426;  diagnosis  and 
treatment  of  injuries  of  peripheral,  454;  results  of 
bridging  gaps  in  trunks  of,  by  autogenous  fascial 
tubulization  and  autogenous  grafts  of,  455;  injuries  of, 
in  war  surgery,  464.  See  also  Radial  nerve 

Neuralgia,  Cutting  sensory  root  of  gasserian  ganglion  for 
relief  of  trifacial,  86 

Neuritis,  Retrobulbar,  from  posterior  sinus  disease  causing 
blindness,  141,  321 

New-born,  Better  methods  in  immediate  attentions  to, 
127;  control  of  haemorrhage  in,  398 

Nipple,  Paget's  disease  of,  256 

Nitrous-oxide-oxygen,  Advantages  of,  in  labor,  311 

Nose,  Repair  of  wounds  of,  2;  repair  of  right  side  of,  2; 
pathogenesis  of  pachymeningitis  due  to  of>erations  on, 
141;  disease  of  sinuses  of,  in  infants  and  young  chil- 
dren, 141;  haemolytic  streptococci  in,  after  ton- 
sillectomy, 233;  plastic  operations  on,  254;  roentgen- 
ray  findings  in  suspected  chronic  disease  of  accessor}' 
sinuses  of,  322;  anaesthesia  for  operations  on,  425 

OBSTETRICAL  paralysis,  Cases  of,  311 
Obstetrics,  Complications  arising  from  examinations 

in,  and  value  of  external  manipulation,  56;  use  of 

forceps  in,   125;  problems  of  haemorrhage  in,  311; 

blood  transfusion  in,  475 
OEsophagus,  Strictures  of,  in  children  due  to  lye  bums,  6; 

foreign  bodies  in,  and  their  removal,  91;  cancer  of, 

349;  foreign  bodies  in,  433 
Orbit,  Inoperable  tumor  of,  and  brow  treated  successfully 

with  radium,  319 
Oriental  sore  or  Baghdad  boil,  102 
Osteoarthritis,  Treatment  of  tuberculous,  by  bone  grafts, 

367 
Osteogenesis,  In  sepsis,  361;  studies  in,  384;  studies  in,  and 

experimental    attempt    to    produce    pseudarthrosis, 

461 
Osteomyelitis,  New  method  of  treating,  22;  early  treat 

ment  of  acute,  186;  treatment  of,  269;  roentgenological 

classification  of,   293;   pathology  and   treatment  of 

chronic,  in  unhealed  war  wounds,  445 
Osteosarcoma,  Roentgen-ray  treatment  of,  15 
Osteosclerosis  associated  with  fragilitas  ossium  and  blue 

sclerotics,  138 
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Otitis  media,  408;  acute,  at  base  hospital.  Camp  Stuart, 
Va.,  67;  following  fracture  of  base  of  skull,  138 

Ovariotomy  for  bilateral  ovarian  cysts  at  end  of  fourth 
month  of  pregnancy,  123 

Ovary,  Hypernephroma  of,  120;  double  ovariotomy  for 
bilateral  cysts  of,  at  end  of  fourth  month  of  pregnancy, 
123;  actinomycosis  of,  299;  cystic.  299;  voluminous 
cystic,  in  newborn,  300;  residue  of,  394 

Ovum,  Early,  in  situ  in  act  of  aborting,  53 

PACHYMENINGITIS,  Pathogenesis  of,  due  to  nasal 
operations,  141 
Paget's  disease  of  nipple,  256 
Palate,  Large  submucous  lipoma  of,  145;  operation  for 

complete  removal  of  soft,  145 
Pancreas,  Intravenous  injections  of  extracts  of,  in  stomach 

cancer,  176 
Pancreatitis,    Frequency,    diagnosis,    and    treatment    of 

chronic,  97 
Papilloedema,  Etiology,  pathology,  and  pathogenesis  of, 

Paralysis,  So-called  reflex  or  physiopathic,  26 

Parotitis,  Acute  necrotic,  3 

Patient,  Release  to  company  no  defense  in  law  to  surgeon 
forgetting  identity  of,  44 

Pauchet's  gastrectomy,  436 

Pedicle,  Tubed,  in  plastic  surgery,  337 

Pelvis,  Fractures  of,  180;  study  of  frozen  section  of,  with 
description  of  operation  for  prolapse  of,  301;  justo- 
minor,  312;  inflammatory  lesions  of  adnexa  and,  due 
to  influenza,  394;  results  and  treatment  of  yielding  of 
suspensory  apparatus  of  organs  of  female,  469 

Periduodenitis,  Relation  of,  to  Lane's  disease,  353 

Peritoneum,  Experimental  research  on  reaction  of,  to 
toxins  of  tuberculosis,  382 

Peritonitis,  Results  of  operations  in  appendicitis  with 
diffuse,  13;  cases  of  acute  diffuse,  92;  treatment  of, 

173 

Phantom  limbs  of  amputes,  452 

Pharynx,  Large  submucous  lipoma  of,  145;  surgical  treat- 
ment of  cancers  of,  165 

Phimosis  and  disturbances  of  micturition  in  children,  63 

Pituitary  gland.  Histamine  in,  38;  use  of,  in  gynecology, 
51;  case  of  malignant  disease  of,  86;  pharmacological 
properties  of  active  principle  of  commercial  extracts 
of,  109;  influence  of  extracts  of,  on  genital  tract,  383; 
operation  by  paranasal  route  in  tumors  of,  427 

Pituitrin,  Action,  use,  and  abuse  of,  309 

Placenta,  Experimental  reproduction  of  premature  separa- 
tion of,  54;  cavities  of,  and  their  relation  to  so-called 
white  infarcts  of,  399;  rapid  expulsion  of,  477 

Placenta  praevia,  Vaginal  caisarean  section  in  treatment  of, 
with  severe  haemorrhage,  474 

Plaintiff,  Right  of  defendant  to  examine  injuries  of,  dis- 
cretionary with  trial  court,  466 

Pleura,  New  Sign  of  neoplasms  of,  350 

Pleurisy,  Treatment  of  serofibrinous,  by  evacuation  of 
fluid  and  pneumothorax,  168 

Pneumoperitoneum,  15;  artificial,  in  radiological  diagno- 
sis, 116;  roentgen  ray  study  of  abdominal  organs  by 
means  of,  266;  radiography  in  artificial,  384 

Pneumothrax,  Treatment  of  serofibrinous  pleurisy  by 
evacuation  of  fluid  and,  168 

Pott's  fracture,  366 

Pregnancy,  After  uterine  suspension,  53;  treatment  of 
extra-uterine,  after  fifth  month,  53;  and  influenza  in 
Tamier  obstetrical  clinic,  54;  influenza  of  pulmonary 
type  and,  55;  prolapse  of  uterus  in,  122;  pyosalpinx 
and  colon-bacillus  pelviperitonitis  during,  122;  double 
ovariotomy  for  bilateral  ovarian  cysts  at  end  of  fourth 


month  of,  123;  unitubular  extra-uterine  twin,  123; 
interstitial,  124;  recent  biological  discoveries  and 
diagnosis  of,  215;  fats,  cholesterol,  and  sugar  in  blood 
during,  215;  possible  relationship  of  dental  abscesses 
and  toxaemias  of,  216;  full-time  extra-uterine,  216; 
full-time,  in  rudimentary  uterine  horn,  217;  inter- 
mittent intestinal  occlusion  in,  303;  relation  of 
malaria  to,  303;  case  of  ectopic,  which  burst  into 
rectum,  305;  tumors  complicating,  471;  intestinal 
obstruction  due  to  eight  months'  471;  acute  intestinal 
obstruction  due  to,  in  bicomate  uterus,  471;  tuber- 
culosis and,  472 

Professional  services.  Recovery  at  law  for,  177,  466 

Prostate,  Results  of  tunneling,  134;  etiology  of  hyf)cr- 
troph^  of,  223;  factors  of  safety  in  surgery  of,  404; 
practical  points  on  surgery  of,  404;  sarcoma  of,  478; 
blastomycosis  involving,  479 

Prostatectomy,  Study  of,  from  standpoint  of  mortality 
and  morbidity,  224;  under  local  anaesthesia,  224;  by 
high-frequency  current,  317;  comparative  value  of 
different  methods  of  performing,  479 

Prostheses,  In  surgical  treatment  of  wounds  of  face  and 
jaw,  83;  use  of,  in  late  treatment  of  war  disabilities. 

Prostitution,  Control  of,  in  extra-cantonment  zones,  301 

Protein,  Histamine  in  hydrolytic  products  of,  38;  in 
woman's  milk,  57 

Pseudarthrosis,  Experimental  attempt  to  produce,  461 

Psychic  block.  Analgesia  by,  342 

Pterygium,  Case  of  malignant,  407 

Pudenda,  Ulcerating  granuloma  of,  468 

Puerperium,  Treatment  of  septicaemia  in,  by  intravenous 
sterilization  with  chlorazene  and  eusol,  56;  care  of 
bowels  during,  312;  tumors  complicating,  471 

Pus,  Experiments  on  detection  of  cloth  soaked  with,  in 
animal  tissues,  291 

Pyelography,  Toxicity  of  media  used  for,  385 

Pyelonephritis,  Unusual  cases  of,  400 

Pyelotomy  in  renal  lithiasis,  130 

Pylorus,  Obstruction  of,  in  infancy,  7;  diagnosis  and  treat- 
ment of  congenital  hypertrophic  stenosis  of,  7 ;  influence 
of  hyperadrenalism  in  production  of  congenital  hyper- 
trophy of,  31;  variation  of  resection  of,  93;  spasm  of, 
177;  congenital  stenosis  of,  177,  259,  438;  a  new,  352; 
effect  of  obstruction  of,  in  relation  to  gastric  tetany, 

383 
Pyosalpinx  during  pregnancy,  122 

/QUADRICEPS  tendon,  Lengthening  of,  22 

RADIAL  nerve.  End-results  of  operations  upon,  273 
Radium,  Treatment  of  uterine  cancer  with,  49,  50,  51; 
mode  of  spread  of  cancer  in  relation  to  treatment  with, 
lis;  removal  of  skin  and  other  tissues  overlying  deep- 
seated  inoperable  cancer  a  necessity  for  effective 
treatment  with,  115;  histologic  changes  in  squamous- 
cell  carcinoma  of  cervix  of  uterus  after  treatment 
with,  119;  action  of,  on  cataracts,  136;  combined  with 
electrocoagulation  and  deep  roentgenotherapy  in 
treatment  of  malignant  disease,  194;  in  dermatology, 
293;  non-operable  tumor  of  orbit  and  brow  treated 
successfully  with,  319;  treatment  of  goiter  with,  346; 
metabolism  in  leukaemia  and  cancer  during  treatment 
with,  376;  pathologic  changes  accompanying  injection 
of  active  deposits  of  emanation  of,  in  rat,  381;  use  of, 
with  surgery,  386;  surgery  versus,  or  X-ray  in  treat- 
ment of  uterine  fibroids,  389;  results  of  treatment  of 
uterine  cancer  with,  393;  technique  of  applying,  in 
various  types  of  cancer  of  uterine  cervix,  468 
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Rectum,  Choice  of  operation  for  carcinoma  of,  13;  opera- 
tion for  restoration  of  septum  between,  and  vagina, 
51;  resection  of,  for  cancer,  353 

Retina,  Macular  hole  in,  231 

Retrobulbar  neuritis,  Loss  of  sight  from,  due  to  i)osterior 
accessory  sinus  disease,  141;  from  posterior  sinus 
disease,  321 

Rhabdomyoma,  Case  of  congenital,  of  vulva,  204 

Rhinoplasty,  254 

Roentgen  diagnosis,  In  long-standing  renal  tuberculosis, 
59;  of  conditions  of  brain  after  injecting  air  into  spinal 
canal,  85;  artificial  pneumoperitoneum  and,  14,  15, 
116,  266,  384;  of  gall-stones,  116;  limitations  of,  in 
gastro-intestinal  diseases,  175;,  early,  of  malignant 
disease  of  lungs,  257;  of  conditions  of  thoracic  vis- 
cera, 291;  of  intrathoracic  Hodgkin's  disease,  433 

Roentgen  ray.  Study  of  visceroptosis  with,  97;  effects  of, 
on  certain  bacteria,  114;  absorption  of,  by  skin,  fat, 
and  muscle,  115;  proper  time  in  lawsuit  for  introduc- 
tion of  evidence  obtained  by,  117;  operability  of 
cancer  of  stomach  as  determined  by,  176;  study  of 
osteomyelitis  by,  293;  study  of  metastatic  malignancy 
of  bones,  by,  359;  lethal  dose  of,  for  cancer  cells,  386; 
study  of  bladder  by,  402;  effect  of,  on  metabolism  in 
cancer,  463;  effects  of  small  doses  of,  of  low  penetration 
on  lymphoid  tissue  of  mice,  463;  studies  of  seminal 
vesicles  and  vasa  deferentia  by,  480 

Roentgen  therapy,  Of  osteosarcoma,  15;  of  carcinoma  of 
spine,  28;  of  uterine  cancer,  51;  of  dysmenorrhoea,  48; 
mode  of  spread  of  cancer  in  relation  to,  1 1 5 ;  intentional 
removal  of  skin  and  other  tissues  overlying  deep- 
seated  inoperable  cancer  a  necessity  for  effective,  115; 
of  uterine  fibroids,  118;  of  thyrotoxicosis,  201;  of 
uterine  fibromyomata,  202;  of  goiter,  346;  surgery 
versus,  in  uterine  fibroids,  389;  use  of,  in  gynecology, 
394;  of  uterine  myomata,  467 

Round  ligaments,  Interstitial  transplant  of,  in  treatment  of 
selected  cases  of  uterine  retroversion,  295;  futility  of 
intraligamentary  shortening  of,  in  operations  for 
other  intrapelvic  conditions,  470 

Rubber  bands,  Haemostasis  obtained  with,  425 

SACRO-ILIAC  joint.  Treatment  of  gunshot  wounds  of, 
351 

Sacrum,  Tumors  of  anterior  surface  of,  272 

Salivary  glands,  Lithiasis  of  excretory  ducts  of,  145 

Salpingitis,  202;  treatment  of,  120 

Salpingo-oophorectomy,  Transverse  lateral  suprapubic 
incision  in  unilateral,  300 

Sarcoma,  Positive  focal  tuberculin  reaction  in  spindle-cell, 
which  had  perforated  sclera,  230 

Scalp,  Gunshot  injuries  of,  and  neurological  signs,  84 

Sclera,  Positive  focal  tuberculin  reaction  in  spindle-cell 
sarcoma  which  had  perforated,  230 

Scrotum,  New  uses  for,  481 

Selenium,  Treatment  of  inoperable  carcinoma  with,  102 

Semilunar  bones.  Dislocation  of,  363 

Seminal  vesicles,  Blastomycosis  involving,  479;  X-ray 
studies  of,  480 

Septicaemia,  Treatment  of  puerperal,  by  intravenous 
sterilization  with  chlorazene  and  eusol,  56 

Shock,  Increase  of  alkalinity  of  blood  in,  30;  balance  of 
colloid  and  crystalloid  in,  104;  relation  of  surgical,  to 
anaesthesia,  105;  blood  volume  in,  105;  new  method 
of  applying  heat  in  surgical,  162;  results  of  blood 
transfusion  in  war,  279;  toxicity  of  muscle  pulp  from 
point  of  view  of  pathogenesis  of,  373;  ligation  of  com- 
mon femoral  vessels  and  toxaemic,  379;  experimental 
research  on  effects  of  transfusion  in,  382;  treatment  of 
traumatic,  456;  experimental  surgical,  456 


Shoulder,  Stiff  and  painful,  100;  anatomical  and  functional 
results  of  primary  resection  of,  450;  brachial  birth 
palsy  a  pseudoparalysis  originating  in,  475 

Skin,  Pathogenesis  of  tumors  of,  114;  absorption  of 
roentgen  rays  by,  115;  epitheliofibrils  in  tumors  of, 

Skull,  Neurological  manifestations  of  fracture  of,  84; 
meningeal  haemorrhages  following  non-penetrating 
wounds  and  contusions  of,  85;  fracture  of  base  of, 
followed  by  otitis  media,  meningitis,  and  death,  138; 
histologic  study  of  cartilaginous  graft  in,  thirty 
months  old,  344;  surgical  treatment  of  gummatous 
osteitis  of,  427;  pathologic  anatomy  of  traumatic 
fractures  of  bones  of,  and  concomitant  brain  injuries, 
426 

Spermatic  cord.  Torsion  of,  63 

Spina  bifida.  Operative  technique  in,  452 

Spinal  cord.  Almost  total  section  of,  by  bullet  followed  by 
survival  for  almost  four  years,  369 

Spinal  fluid.  Internal  hydrocephalus  and  xanthochromia  ot, 
276 

Spine,  Operation  of  decompression  of,  27;  pain  in  lumbo- 
sacral region  of,  deep  roentgen-ray  treatment  of 
metastatic  carcinoma  of,  28;  associated  with  mal- 
formation of  transverse  processes  of  fifth  lumbar 
vertebra,  29;  kidney  and  bladder  function  in  shell 
fractures  of,  188;  ankylosing  operations  on  tuber- 
culous, 272;  surgical  aspects  of  tumors  of,  370;  con- 
genital depressions,  sinuses,  and  cysts  occurring  in 
sacrococcygeal  region  of,  370;  disability  following 
injuries  of,  386 

Spleen,  Importance  of,  in  resistance  to  infection,  287; 
tuberculosis  of,  355 

Splenomegaly,  Persistent  cosinophilia  with  hyperleu- 
cocytosis  and,  195 

Spondylitis,  Infectious,  369 

Staphylectomy,   145 

Stenson's  duct,  Operative  treatment  of  fistulae  of,  89 

Stereoscopic  roentgenography  in  treatment  of  fractures  of 
femur,  292 

Sterility,  Bazterrica's  stomatoplasty  in  treatment  of,  due 
to  congenital  cervical  stenosis,  295;  uterine,  and  its 
treatment,  388 

Sterilization,  In  caesarean  section,  55;  temporary,  of  female, 
396 

Stomach,  Operative  treatment  of  ulcer  of,  9;  results  of 
operative  treatment  of  ulcer  of,  9;  treatment  of  hour- 
glass, 10;  surgical  treatment  of  diseases  of,  93;  sur- 
gical treatment  of  ulcer  of,  94;  carcinoma  following 
ulcer  of,  94;  results  of  operations  for  cancer  of,  95; 
life  expectancy  following  operations  for  ulcer  of,  162; 
late  results  of  supposedly  successful  operations  on,  174; 
therapeutic  test  simplifying  differential  diagnosis  in 
diseases  of,  and  liver,  174;  limitations  in  roentgen-ray 
diagnosis  of  diseases  of,  175;  internal  treatment  of 
ulcer  of,  with  roentgenologically  demonstrated  niche, 
175;  operative  treatment  of  ulcer  of,  by  removal  of 
ulcer  with  gastro-enterostomy  or  by  gastro-enteros- 
tomy  alone,  176;  intravenous  injections  of  pancreatic 
extracts  in  cancer  of,  176;  operability  of  cancer  of,  as 
determined  by  roentgen  ray,  176;  hypermotility  of, 
in  diseases  of  gall-bladder,  duodenum,  and  appendix, 
258;  giant  ulcer  of,  259;  diagnosis  and  treatment  of 
chronic  ulcer  of,  259;  sarcoma  of,  260;  importance  of 
study  of  chest  in  conditions  referred  to  intestines  and, 
292;  uncorrected  factors  perpetuating  symptoms  in, 
after  surgical  work,  338;  effects  of  restricted  (so-called) 
ulcer  diets  upon  secretion  and  motility  of,  352;  effect 
of  pyloric  obstruction  in  relation  to  tetany  of,  383; 
angioma  of,  435;  notes  on  surgery  of,  436;  surgical 


INDEX   OF   SUBJECT   MATTER 


XV 


treatment  of  ulcer  of,  437;  gastrectomy  for  ulcer  of, 

436;  resection  of,  for  ulcer,  438;  drainage  of,  when 

pylorus  is  not  obstructed,  439 
Stomatoplasty,  Bazterrica's,  in  treatment  of  sterility  due 

to  congenital  cervical  stenosis,  295 
Streptococcus,  Biology  of,  40;  ecto-enzymes  of,  193;  cul- 
tural differentiation  of  beta  hx-molytic,  of  human  and 

bovine  origin,  379 
Subarachnoid  space.  Exclusion  of,  344 
Subarachnoid  injections,  Effect  of,  of  antiseptics  upon 

central  nervous  system,  39 
Submucous  resection,  233 

Suction,  Instrument  for,  in  suprapubic  operations,  426 
Sugar,  In  blood  during  pregnancy,  215 
Suprapubic  operations.  Instrument  for  illumination  and 

suction  in,  426 
Sutures,  Rapid  absorption  of  catgut,  in  light  of  attack  on 

foreign  protein,  i 
Suturing,  Late,  of  wounds,  249 
Symblepharon,  Treatment  of,  and  restoration  of  orbital 

socket,  230 
Syphilis,  As  related  to  traumatic  surgery,  103;  pathologic 

study  of  lungs  in  autopsy  cases  of,  379 

TEETH,  Possible  relationship  of  abscesses  of,  and  tox- 
emias  of   pregnancy,    216;   combined   operation   for 

peri-apical  infection  and  infection  around,  234 
Temporosphenoidal  lobe,  Gangrene  of,  on  right  side  of 

otitic  origin  treated  by  operation,  252 
Teratoblastoma,  Congenital,  of  vulva,  204 
Testimony,  Relative  value  in  law  of  medical  expert,  43 
Testis,  Chorio-epithelioma  of,  317 
Tetanus,  Latent  and  atypical,  in  war  wounds,  197;  local, 

of  very  late  development  and  slow  course  following 

use   of  serum,    198;   paths  of   spread   of   toxins  of, 

281  _ 

Thermopenetration,    Possible     uses     of,    in    obstetrics, 

217 
Thoracoplasty,  Extrapleural,  in  pulmonary  tuberculosis, 

gi 
Thoracotomy,  Minor  intercostal,  for  treatment  of  acute 

empyema  of  thorax,  431 
Thorium  nitrate.  Death  following  use  of,  in  pyelography, 

Throat,  Haemolytic  streptococci  in,  after  tonsillectomy, 
233;  anaesthesia  for  operations  on,  425 

Thymus  gland.  Malignant  neoplasms  of,  91;  results  of 
extirpation  of,  in  dog,  289;  research  on  relationship  of, 
to  Basedow's  disease,  291; 

Thyroglossal  tract,  Surgical  treatment  of  cysts  of,  430 

Thyroid  gland,  Among  recruits  at  Camp  Lewis,  Washing- 
ton, 4;  compensatory  hypertrophy  of,  90;  experiences 
in  surgery  of,  255;  value  of  basal  metabolic  rate  in 
treatment  of  diseases  of,  346;  metastatic  abscesses  of, 
associated  with  hyperthyroidism,  347;  treatment  of 
diseases  of,  with  special  reference  to  so-called  hyper- 
thyroidism, 374.   See  also  Goiter,  Hyperthyroidism 

Thyrotoxic  goiter.  Surgical  treatment  of,  165 

Thyrotoxicosis,  Treatment  of,  by  roentgen  ray,  201 

Tibia,  Transference  for  defect  in,  187;  fracture  of  anterior 
tubercle  of,  449 

Tissues,  Growth  of,  in  test  tube  under  experimentally 
varied  conditions  with  special  reference  to  mitotic 
cell  proliferation,  198;  experiments  on  detection  of 
pus-soaked  cloth  in  animal,  291 

Tongue,  Radical  cure  of  cancer  of,  89;  operative  treatment 
of  cancer  of,  164;  operation  for  advanced  carcinoma 
of,  429 

Tonsillectomy,  In  adults  under  local  anaesthesia,  143; 
haemolytic  streptococci  in  nose  and  throat  after,  233; 


delayed  secondary  haemorrhage  complicating,  323; 
chances  of  cure  of  mastoiditis  by  tentative,  and 
adenoidectomy,  484 
Tonsils,  Method  of  enucleating,  which  lessens  bleeding, 
142;  practical  considerations  on  removal  of,  143;  treat- 
ment of  enlarged  or  diseased,  when  surgical  procedures 
are  contra-indicated,  144;  removal  of,  and  adenoids, 

233 
Trachea,  Intratracheal  insufl^ation  of  ether  in  operations 
which  involve  bleeding  into,  342;  foreign  bodies  in, 

433 

Tracheotomy,  Tranquil,  following  injection  of  cocaine,  90; 
for  intrathoracic  goiter,  430 

Trachoma,  Nature  of,  483 

Transfusion,  See  Blood  transfusion 

Transillumination,  Removal  of  foreign  bodies  from  tissue 
by,  2 

Trifacial  neuralgia.  Cutting  sensory  root  of  gasserian 
ganglion  for  relief  of,  86;  surgical  treatment  of, 
.344,  •      .     , 

Trigonitis,  Treatment  of  chronic,  in  female,  402 

Triprism,  a  support  for  arches  of  foot,  26 

Tropics,  Surgical  problems  and  difficulties  in,  273 

Trypanosomiasis,  N-phenylglycineamide-p-arsonic  acid  in, 
III,  287 

Tubed  pedicle  in  plastic  surgery,  337 

Tuberculin  test,  Positive  focal,  reaction  in  spindle  cell  sar- 
coma which  had  perforated  sclera,  230;  use  of,  in 
treatment  of  tubercular  bones  and  joints,  283 

Tuberculosis,  Treatment  of  crippled  children  with,  at 
hospital,  Leasowe,  183;  remarks  on  clinical  types  of, 
356;  experimental  research  upon  peritoneal  reaction  to 
toxins  of,  382;  and  pregnancy,  472.  See  also  names  of 
parts  of  body 

Tumors,  Localization  of  metastases  of,  2>3',  diagnostic  in- 
cision cf,  37;  internal  secretion  as  factor  in  origin  of, 
in  mice,  193;  benign  xanthic  extraperiosteal,  of  ex- 
tremities containing  foreign-body  giant  cells,  275; 
complicating  pregnancy,  labor,  and  puerperium,  471. 
See  also  names  of  parts  of  body  and  kinds  of  tumors 

Twilight  sleep  in  general  practice,  125 

Twins,  Origin  of  uni vitelline,  218 

TjT^hoid  fever,  Acute  cholecystitis  in  children  complicating, 
354;  bone  complications  due  to  Eberth  bacillus  fol- 
lowing, 357 

ULCER  diets.  Effects  of,  upon  gastric  secretion  and 
motility,  352 

Ulcers,  Treatment  of  chronic,  455 

Umbilicus,  Prognosis  and  treatment  of  hernia  of,  in  new- 
born, 128 

Ureter,  Dilatation  of,  61;  differential  diagnosis  in  stricture 
and  calculus  of,  62;  stone  in,  from  standpoint  of 
clinical  surgeon,  131;  so-called  ascending  inflam- 
mations of,  131;  experimental  ligation  of,  associated 
with  nephrotomy,  132;  diagnosis  of  calculi  of,  314; 
results   of  operations   for   removal   of   stones   from, 

477 
Urethra,  Diverticula  of  posterior,  133;    traumata  of,  as 

occupational  accidents,  224;  lesions  of  female,  316; 

palliative    treatment    of    stricture    of,   402;    plastic 

operation  for  cure  of  stricture  of,  403;  treatment  of 

caruncle  of,  478;  resection  of  impassable  strictures  of, 

478 
Urinary  system,  Traumata  of,  as  occupational  accidents, 

224 
Urine,  Abderhalden  test  applied  to,  as  means  of  diagnosing 

cancer,  455 
Uterus,    Sacral   suspension   of,   for   relief  of   pathologic 

mechanical  retroversion  and  descensus,  47;  myomata 
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of,  and  complications,  48;  radium  treatment  of 
cancer  of,  40,  50,  51;  pregnancy  after  suspension  of, 
S3;  hourglass,  56;  backward  displacement  of,  118; 
treatment  of  fibroids  of,  by  X-rays,  118;  diagnostic 
value  of  curettage  in  malignant  disease  of  body  of, 
118;  histologic  changes  in  squamous-cell  carcinoma  of 
cervix  oi,  after  radiation,  no;  plastic  conical  enuclea- 
tion of  cervix  of.  120;  secondary  syphilis  of,  120;  pro- 
lapse of  gravid,  122;  suspension  of,  with  strip  of 
fascia  lata  in  treatment  of  prolapsus.  202;  radio- 
therapy of  fibromyomata  of,  202;  method  of  sus- 
pension of,  295;  interstitial  transi)lant  of  round  liga- 
ments in  treatment  of  selected  cases  of  retroversion  of, 
20s;  Bazterrica's  stomatoplasty  in  treatment  of 
sterility  due  to  congenital  stenosis  of  cervix  of,  295; 
removal  of  large  tumors  of  cervix  occui)ying  vagina, 
2q6;  precancerous,  296;  age  distribution  and  age 
incidence  in  cancer  of,  297;  operative  treatment  of 
cancer  of  cervix  of,  298;  spontaneous  rupture  of, 
associated  with  abruptio  placenta;,  304;  rupture  of, 
occurring  twice  in  same  patient.  304;  treatment  of 
sterility  due  to  conditions  of,  388;  surgical  treatment 
of  displacement  of,  and  genital  prolapse,  388;  surgical 
treatment  of  prolapse  of,  and  Wertheim's  new  method, 
388;  myoma  of,  showing  unusual  degenerative  changes, 
389;  surgery  versus  radium  or  X-ray  in  treatment  of 
fibroids  of.  389;  treatment  of  cancer  of,  390;  cautery 
methods  in  treatment  of  cancer  of,  391;  results  of 
radium  treatment  of  cancer  of,  393;  cystitis  due  to 
conditions  of  adnexa  and,  395;  inversion  of,  397;  acute 
dilatation  of  postpartum,  as  cause  of  postpartum 
hajmorrhage;  analogy  to  acute  dilatation  of  stomach, 
397;  ligament  shortening  in  retroflexion  of,  467; 
operative  treatment  of  prolapsed,  467;  roentgenother- 
apy of  myomata  of.  467;  technique  of  applying  radium 
in  various  types  of  cancer  of  cervix  of,  468;  treatment 
of  yielding  of  suspensory  apparatus  of,  469;  ectopic 
adenomyoma  of  type  found  in,  470;  acute  intestinal 
obstruction  due  to  pregnancy  in  bicornate,  471.  See 
also  Hysterectomy 
Uvula,  Conditions  and  treatment  of,  486 


\/AGINA,  Operation  for  restoration  of  'septum  between, 
'  and  rectum,  51;  trans[)eritoneovesical  route  in  treat- 
ment of  fistula  involving,  and  bladder,  51 

Varicocele,  Modified  operation  for  scrotal.  222:  considera- 
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Cardenal,  L. :  Conclusions  Drawn  from  a  Statistical 
Study  of  More  Than  Two  Thousand  Consec- 
utive Operations  for  Hernia  (Conclusiones  de- 
ducidas  de  una  estadlstica  de  mds  de  2,000  opera- 
ciones  consecutivas  de  hernia).  Med.  Ibera,  1919, 
Ndmero  extraordinario,  i  Cong.  nac.  de  med.  y 
cirug.,  46. 

The  principal  methods  used  in  the  treatment  of 
inguinal  hernia  and  their  percentages  of  recurrence 
were  as  follows:  Lorthioir  method,  0.29  per  cent; 
Kocher  method,  1.3  per  cent;  Lucas-Championiere 
method,  34.6  per  cent;  and  Bassini  method,  8  per 
cent.  Therefore  preference  should  be  given  first  to 
Lorthioir 's  method  (children  up  to  10  years  of  age), 
and  second,  to  the  classical  method  of  Kocher  which 
may  be  used  without  danger  in  over  80  per  cent  of 
cases.  The  Bassini  method,  which  held  third  place 
as  regards  the  number  of  recurrences,  should  be 
reserved  for  cases  in  which  the  sac  cannot  be  in- 
vaginated  and,  with  the  author's  modification,  for 
cases  of  direct  inguinal  hernia.  The  Lucas-Cham- 
pionidre  method  should  be  abandoned  entirely.  The 
mortality  in  the  radical  treatment  of  inguinal  hernia, 
including  every  type  of  accident,  was  0.2  per  cent. 

For  the  correction  of  crural  hernia  preference 
should  be  given  to  the  method  of  Kocher  (invagin- 
ation and  transplantation  of  the  sac  above  Poupart's 
ligament).  This  method  is  practicable  in  the  great 
majority  of  cases  and  is  followed  by  a  recurrence  of 
the  condition  in  only  2 . 6  per  cent.  When  it  is  not 
practicable,  the  author  sutures  and  extirpates  the 
sac  and  closes  the  ring,  suturing  Poupart's  ligament 
and  the  aponeurosis  and  the  pectineus  muscle.  When 
the  ring  is  very  large  he  uses  grafts  and  transplants. 
In  the  216  cases  of  crural  hernia  included  in  the 
statistics  there  was  not  one  death. 

In  the  treatment  of  umbilical  hernia  Cardenal  has 
reduced  the  percentage  of  recurrences  to  2.8  per 
cent  with  the  use  of  his  own  modification  of  the  Mayo 
method.  The  mortality  of  operations  for  umbilical 
hernia  is  comparatively  high,  being  1.3  per  cent. 


The  number  of  epigastric,  lumbar,  and  other 
types  of  hernia  operated  upon  by  the  author  is 
too  small  to  justify  conclusions  regarding  them. 

M.  M.  Matthies. 

Yount,  C.  C. :  The  R61e  of  the  Provisional  Appli- 
ance in  the  Treatment  of  Amputations  of  the 
Lower  Extremities.  N.  York  State  J.  M.,  1919, 
xix,  339. 

Commercial  provisional  legs  are  comparatively 
little  used  because  it  is  unsatisfactory  to  provide  at 
a  low  cost  for  the  adjustment  of  an  appliance  so 
that  it  will  continue  to  fit  a  rapidly  changing  stump 
that  is  tender  and  boggy.  To  use  a  "shrinker"  or 
cuff  of  leather,  constructed  to  fit  the  stump  and 
provided  with  a  lacer  for  compression,  is  an  apparent 
fallacy. 

Atrophy,  however,  must  be  avoided  and  hyper- 
development  obtained  by  exercise  of  muscle  groups 
proximal  to  the  weight-bearing  part  of  the  stump. 
Since  in  amputations  below  the  knee  the  weight- 
bearing  is  distributed  among  cone  bearing,  bony 
prominence  bearing,  thigh  surface  bearing,  and 
end  bearing,  the  ideal  provisional  appliance  should 
develop  these  bearing  points  and  surfaces  by  various 
excavations  and  additions,  and  should  be  changed 
in  shape  and  position  frequently.  Adjustments  in 
alignment  must  be  made  on  account  of  changes  in 
the  position  of  the  stump  with  relation  to  the  axis 
of  weight  bearing.  The  provisional  appliance  must 
also  possess  an  ankle-joint  in  order  to  save  unneces- 
sary trauma  to  the  stump. 

The  stock  appliance  can  be  used  in  85  per  cent 
of  thigh  amputations,  but  only  in  50  per  cent  of 
leg  amputations.  For  the  remaining  cases  a  special 
prosthesis  is  made,  the  value  of  which  depends  on 
the  construction  of  the  socket.  A  sock  made  of 
eiderdown  is  dipped  into  heated  paraffin,  slightly 
cooled,  and  then  drawn  onto  the  stump  to  which  it 
is  carefully  fitted,  especially  under  the  head  of  the 
fibula,  the  tuberosity  of  the  tibia,  and  over  the 
head  of  the  tibia.   After  cooling,  plaster  of  Paris  or 
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Keen's  surgical  cement  is  applied  and  strips  of  thin 
sheet  iron  are  used  as  rivets. 

For  thigh  stumps  the  socket  is  formed  in  a 
similar  manner,  a  careful  mold  being  made  for 
the  ischial  tuberosity.  At  the  Walter  Reed  Hos- 
pital it  h^s  been  found  that  the  best  way  to  fit  the 
changing  socket  is  to  supply  a  new  socket,  usually 
at  the  end  of  the  second,  fourth,  and  sixth  weeks 
when  latterly  the  patient  is  recommended  for  dis- 
charge. He  is  then  instructed  to  wear  the  pro- 
visional appliance  for  at  least  four  months  longer 
before  applying  for  the  permanent  artificial  limb. 

R.  G.  Packard. 

Bettman,  A.  G.:  The  Removal  of  Foreign  Bodies 
from  the  Tissues  by  the  Use  of  Transillumi- 
nation.   /.  Am.  M.  Ass.,  Ixxiii,  766. 

The  difficulty  often  encountered  in  attempting 
to  remove  foreign  bodies  from  the  tissues  is  well 
known.  Even  when  roentgenograms  are  at  hand  or 
when  fluoroscopy  has  been  done,  there  is  frequently 
great  difficulty  in  removing  the  foreign  body. 

By  the  use  of  transillumination,  any  foreign  body 
that  will  cast  a  shadow  may  be  located  in  a  sur- 
prisingly short  time. 

Having  cut  down  to  the  supposed  location  of  the 
foreign  body  and  having  arranged  the  light,  the  opera- 
tor looks  through  a  tube  at  the  tissues,  which  may  be 


Method  of  locating  and  removing  foreign  bodies  from 
the  tissues  by  the  use  of  transillumination. 

held  up  or  otherwise  suitably  manipulated.  A  dark 
room  is  unnecessary.  When  once  the  foreign  body  is 
located,  it  is  a  simple  matter  to  remove  it.  Refer- 
ence to  the  illustration  will  make  the  method  clear. 

The  tube  may  be  of  any  suitable  material,  brass 
or  other  metal  or  a  darkened  test  tube;  in  an  emer- 
gency, a  roll  of  paper  may  be  employed. 

The  angle  at  which  the  tube  is  used  may  be 
varied  to  meet  conditions.  Frequently  even  deeply 
embedded  material  may  be  located  without  the  neces- 
sity of  putting  the  end  of  the  tube  into  the  wound . 
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HEAD 

Hastings,  S. :  A  Case  Showing  a  Method  of  Repair 
of  tlie  Right  Side  of  the  Nose.  Proc.  Roy.  Soc. 
Med.,  Lond.,  1919,  xii.  Sect.  Laryngol.,  no. 

Hastings  repaired  a  defect  of  the  right  side  of 
the  nose  due  to  injury  by  turning  forward  a  flap 
formed  of  cartilage  and  bone  from  the  septum  and 
mucous  membrane  of  the  right  side  only,  leaving  the 
left  side  intact  as  in  the  operation  of  submucous  re- 
section, and  at  once  covering  the  exposed  cartilage 
and  bone  with  a  pedicled  flap  from  the  forehead. 
At  a  subsequent  operation  the  base  of  the  pedicle 
was  divided  and  the  patency  of  the  nose  restored  by 
dividing  the  septal  mucous  membrane  of  the  right 
side  in  the  line  of  its  reflection.  O.  M.  Rott. 

Hett,  G.  S. :  Methods  of  Repair  of  Wounds  of  the 
Nose  and  Nasal  Accessory  Sinuses.  Proc.  Roy. 
Soc.  Med.,  Lond.,  1919,  xii.  Sect.  Laryngol.,  117, 136. 

There  are  many  methods  of  restoring  a  lost  ala 
nasi.  A  flap  may  be  brought  down  from  the  side  of 
the  nose  or  turned  in  horizontally  from  the  cheek. 
This  flap  may  contain  a  previously  embedded  piece 
of  cartilage  or  may  be  attached  over  an  inferior 
turbinal  which  has  been  swung  across  the  gap.  Skin 
may  be  turned  down  from  the  nose  to  form  the 
lining  of  the  new  vestibule.  However,  as  the  outer 
portion  of  the  ala  often  tends  to  contract  upward  and 


in  this  way  ruin  the  contour,  Hett  recommends  the 
use  of  a  flap  from  the  cheek  made  with  its  base 
above.  This  is  rotated  inward,  attached  to  the  nose 
over  turned-down  skin  or  turbinal,  and  may  contain 
embedded  cartilage. 

When  it  is  necessary  to  form  alae,  tip,  and  colum- 
nella,  an  extension  of  the  last  flap  may  be  employed. 
The  flap  is  cut  in  a  Y-shaped  form,  the  upper  Hmb 
of  the  Y  making  the  columneUa  and  support  for  the 
tip.  The  lower  limb  forms  the  ala  of  the  opposite 
side.  The  portion  between  the  short  limbs  of  the  Y 
is  made  to  include  some  fatty  tissue  and  forms  the  tip. 
The  pedicle  of  the  flap  forms  the  ala  of  the  same  side. 

When  there  is  still  greater  loss  of  the  alae,  tip,  and 
columneUa,  as  in  the  Indian  mutilation  type,  a  fore- 
head flap  is  indicated.  Hett  employs  a  modification 
of  the  Keegan-Smith  operation.  The  mucous  mem- 
brane is  divided  over  the  septum  and  raised  as  in 
a  submucous  resection.  The  septal  cartilage  is  then 
divided  submucously,  except  at  its  anterior  inferior 
angle,  and  swung  forward.  A  bisected  triangle  of 
skin  from  the  bridge  of  the  nose  is  then  turned  down 
and  sutured  to  the  septal  mucous  membrane.  Fin- 
ally, a  forehead  flap  is  brought  down  with  a  very 
wide  columneUa  which  wraps  around  and  covers 
the  projecting  piece  of  septal  cartilage. 

For  extensive  loss  of  the  nose  with  an  opening 
between  the  antrum  and  the  cheek  the  following 
operation  may  be  done:   An  L-shaped  piece  of  sep- 
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turn  covered  with  mucous  membrane  is  cut  free, 
except  above  where  it  is  left  attached.  It  is  swung 
forward,  and  the  end  of  the  short  limb  of  the  L 
attached  to  a  groove  cut  in  the  region  of  the  nasal 
spine.  A  full  thickness  flap  is  cut  out  of  the  nasal 
cavity  so  that  it  swings  forward  like  a  door,  the 
hinge  corresponding  to  the  anterior  edge.  Its  free 
edge  is  attached  to  the  septal  swing  and  fills  up  the 
right  half  of  the  gap  in  the  nose.  The  lining  of  the 
right  half  of  the  external  nose  is  thus  formed  by 
antral  mucous  membrane.  The  left  side  is  covered 
in  by  an  in-turned  skin  flap.  At  the  next  operation 
the  remains  of  the  left  ala  are  adjusted  and  used  for 
the  lining  of  the  left  vestibule.  The  lining  of  the 
right  vestibule  is  formed  by  a  turned-up  labial  flap 
which  is  attached  to  the  lateral  wall  swing  and  to  the 
septal  swing.  A  forehead  flap  is  brought  down  over 
the  whole  after  removal  of  the  mucous  membrane 
from  the  superficial  surface  of  the  lateral  nasal  wall 
swing.  Subsequently,  the  proximal  end  of  the  pedi- 
cle is  cut  loose  from  the  forehead  with  a  flap  which 
is  designed  to  cover  the  opening  into  the  antrum 
from  the  cheek.  Lastly,  the  portion  of  pedicle  be- 
tween the  nose  and  cheek  flaps  is  cut  away. 

Hett  has  frequently  employed  this  principle  of  the 
reversed  forehead  pedicle  for  various  purposes,  such 
as  the  formation  of  nose  and  eyelid  or  to  give  an 
additional  prominence  to  the  tip  of  the  nose. 

In  cases  of  loss  of  a  portion  of  one  side  of  the  nose, 
a  skin  flap  may  be  turned  in  to  cover  the  opening, 
either  from  the  opposite  side  of  the  nose  or  from  the 
same  side  of  the  cheek.  Another  method  is  the 
lateral  septal  swing.  The  next  stage  is  to  remove 
the  mucous  membrane  from  the  outer  surface  of  the 
septal  swing  and  bring  down  a  forehead  skin  flap. 

For  wounds  causing  loss  of  the  bridge  of  the  nose 
and  the  nasal  and  septal  supports  (pug-nose  type) 
the  operation  consists  in  cutting  free  the  alae  and 
tip  and  bringing  them  down  into  the  normal  posi- 
tion. This  leaves  a  gap  in  the  nose  which  has  to  be 
covered  over  by  lining  flaps  made  from  the  skin  of 
the  sides  of  the  upper  part  of  the  nose. 

A  very  useful  method  of  forming  a  new  bridge  and 
holding  the  tip  in  correct  position  consists  of  implant- 
ing a  rod  of  cartilage  which  is  turned  down  on  a 
hinge  of  skin  and  soft  parts  and  attached  to  the  tip. 
The  sides  of  the  opening  are  then  covered  in  with 
skin  flaps  and  a  forehead  flap  is  brought  down. 

Wounds  causing  loss  of  the  bridge  of  the  nose  and 
nasal  supports  without  marked  deformity  of  the  tip 
(bird-beak  type)  require  a  forehead  flap  to  fill  the 
gap.  If  the  nasal  cavities  are  open  a  turned-in  skin 
flap  must  be  used  to  cover  the  gap 

Hett   presents   the   following   cases: 

Case  I.  This  case  illustrated  a  method  of  over- 
coming the  deformity  left  after  a  wound  of  the 
frontal  sinus.  A  forehead  flap  was  brought  down 
over  the  depression  to  restore  the  contour.  In  such 
cases  a  piece  of  costal  cartilage  may  be  inserted 
subcutaneously  to  form  a  new  brow  ridge. 

Case  2  was  a  case  of  total  loss  of  the  nose.  Pieces 
of  cartilage  were  implanted  into  the  sides  of  the  nose 


to  reproduce  the  supports  which  were  lacking,  i.e., 
the  nasal  processes  of  the  superior  maxilla.  Lining 
flaps  of  skin  containing  the  cartilage  were  turned 
inward  with  lateral  prolongations  which,  when 
twisted  into  position,  formed  the  lining  of  the  vesti- 
bule of  the  new  nose.  A  very  large  forehead  flap 
was  then  brought  down  and  subsequently  cartilage 
was  implanted  subcutaneously  in  order  to  reproduce 
the  prominence  which  should  be  formed  by  the  nasal 
bones  and  cartilaginous  bridge. 

Case  3  illustrated  the  use  of  a  reversed  pedicle 
forehead  flap  to  form  a  lower  eyelid  and  to  repair 
a  deficiency  of  the  bridge  of  the  nose. 

Case  4  illustrated  the  employment  of  a  forehead 
flap  containing  the  anterior  division  of  the  super- 
ficial temporal  artery.  This  flap  has  an  excellent 
blood  supply  and  is  useful  in  many  cases,  especially 
scarring  of  the  forehead.  It  renders  the  use  of  the 
ordinary  forehead  flap  containing  the  angular  and 
supra-orbital  arteries  impossible. 

Case  5  illustrated  the  principle  of  chest  flap 
rhinoplasty.  In  this  case  a  portion  of  the  new  nose 
sloughed.  Hett  states  that  it  is  diffidult  to  get  a 
chest  flap  to  live  more  than  3^  inches  beyond  the 
tube  of  the  pedicle.  E.  H.  Pool. 

Cope,  V.  Z.:    Acute  Necrotic  Parotitis.    Brit.  J. 
Surg.,  1919,  vii,  130. 

The  author  reports  seven  cases  of  an  acute  inflam- 
matory condition  of  the  parotid  gland  to  which  he 
has  applied  the  term  "acute  necrotic  parotitis." 
While  the  immediate  exciting  cause  was  bacterial 
infection  with  staphylococci  or  streptococci,  ex- 
cessive heat  or  debilitating  disease  are  emphasized 
as  more  important  elements.  Infection  took  place 
along  Stenson's  duct  or  from  some  septic  focus  in  the 
body.  Pathologically  an  extensive  gangrenous  con- 
dition may  be  found  which  in  some  cases  involves 
both  glands.  If  incision  is  done  early,  little  or  na 
discharge  results.  Later  a  copious  purulent  dis- 
charge with  slough  appears.  Spontaneous  rupture 
of  the  discharge  usually  takes  place  into  the  external 
auditory  meatus. 

Clinically  a  swelling  in  the  region  of  the  parotid 
accompanied  by  fever  of  102  to  104  degrees  and 
general  symptoms  of  malaise  are  common.  If  free 
incision  of  the  gland  is  done,  recovery  usually  follows 
after  the  substance  of  the  gland  has  come  away  by 
sloughing.     No  case  of  facial  palsy  has  been  seen. 

In  the  treatment  the  author  emphasizes  the  im- 
portance of  making  free  incision  into  the  substance 
of  the  gland  at  the  earliest  opportunity.  He  con- 
siders a  small  incision  as  being  futile  and  often  fatal. 
Incisions  found  useful  were  a  large  inverted  T- 
shaped  cut  at  the  angle  of  the  jaw,  a  straight  or  T- 
shaped  incision  in  front  of  the  auricle,  and  a  straight 
incision  behind  the  auricle  over  the  mastoid.  The 
after-treatment  consisted  of  the  application  of 
fomentations  and  frequent  dressings.  In  the  seven 
cases  reported  there  were  three  deaths,  one  of  which 
was  due  to  an  associated  empyema  of  the  gall- 
bladder. W.  J.  Tucker. 
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Kerr,  W.  J.:  A  Preliminary  Survey  of  the  Thyroid 
Gland  Among  Twenty-One  Thousand  One 
Hundred  and  Eighty-Two  Recruits  at  Camp 
Lewis,  Washington.  Arch.  Int.  Med.,  1919, 
xxiv,347. 

Among  21,182  recruits  examined  at  Camp  Lewis, 
Washington,  the  thyroid  gland  was  found  to  be 
enlarged  so  that  it  could  be  felt  distinctly  on  swal- 
lowing in  4,693  (21  per  cent). 

The  recruits  examined  were  from  Washington, 
Oregon,  Montana,  Idaho,  Wyoming,  Minnesota, 
Utah,  North  and  South  Dakota,  Nevada,  and  Cali- 
fornia. In  these  states  the  incidence  of  thyroid 
enlargement  is  highest  in  Washington  and  Oregon, 
i.e.,  30  to  40  per  cent,  and  lowest  in  California 
and  Nevada,  i.e.,  under  10  per  cent.  Goiter  is 
endemic  in  the  Pacific  Northwest,  shading  off 
southward  and  eastward.  In  the  latter  direction, 
however,  Minnesota  with  20  to  30  per  cent  repre- 
sents the  endemic  region  of  the  Great  Lakes. 

Exophthalmic  goiter  was  very  rarely  seen  in 
troops  coming  to  Camp  Lewis  although  many 
recruits  were  rejected  because  of  thyroid  enlarge- 
ment producing  pressure  symptoms  or  interfering 
with  the  wearing  of  the  military  collar.  Cases  of 
exophthalmic  goiter  were  rejected  by  the  local 
boards.     The   enlargement   of   the   thyroid   gland 


involved  the  isthmus  in  52  per  cent,  the  right  lobe 
in  5  per  cent,  and  the  left  lobe  in  4  per  cent.  In 
38  per  cent  it  was  diffuse. 

The  family  history  of  recruits  with  enlarged 
thyroid  glands  showed  that  goiters  had  been  noted 
in  sisters  three  times  more  frequently  than  in 
brothers,  and  in  mothers  ten  times  more  frequently 
than  in  fathers. 

There  was  no  evidence  to  indicate  that  enlarge- 
ment of  the  thyroid  gland  diminishes  in  frequency 
between  the  ages  of  21  and  31  years. 

Such  physical  signs  as  tremor,  tachycardia,  vaso- 
motor instability  of  the  hands,  and  curved  nails 
were  noted  and  found  in  a  larger  percentage  of  men 
with  thyroid  enlargement  than  in  those  without 
demonstrable  changes  in  the  thyroid.  The  dif- 
ferences, however,  were  not  striking,  and  no  definite 
conclusions  can  be  drawn  at  this  time. 

No  definite  conclusions  can  be  drawn  as  to  the 
etiological  factors  in  the  production  of  endemic 
goiter.  The  region  affected  corresponds  roughly  to 
the  glaciated  areas  of  the  United  States.  There  is 
apparently  some  relation  between  the  condition  and 
the  water  supply. 

The  geographic  distribution  has  been  shown  by 
states.  Similar  statistics  by  counties  in  each  state 
have  been  compiled,  but  for  want  of  space  are  not 
included  in  this  report.  K.  L.  Vehe. 
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CHEST  WALL  AND  BREAST 

Norrlin,  L.:    A  New  Case  of  Double  Metapneu- 
monic  Empyema.     Operation   and   Recovery 

(Sur  I'empyeme  double  mfitapneumonique  k  propos 
d'un  cas  nouveau.  Intervention;  gu6rison).  Acta 
chirurg.  Scand.,  1919,11!,  55. 

The  author's  rare  case  of  bilateral  metapneu- 
monic empyema  was  that  of  a  girl  aged  8  years 
and  followed  an  attack  of  influenza  in  the  recent 
epidemic.  Expectant  treatment  was  given,  but 
as  the  patient  daily  grew  worse,  it  was  decided  to 
operate.  In  both  pleurae  there  was  a  thick  creamy 
pus  exudate  containing  only  diplococci. 

At  first  about  150  grams  of  pus  were  aspirated 
from  each  pleura  by  puncture.  On  the  following  day 
after  aspiration  of  another  1 50  grams  from  the  right 
pleura  an  intercostal  incision  was  made  in  the 
eighth  space  on  the  right  side  and  through  this  }4 
liter  of  pus  was  evacuated.  Following  temporary 
improvement,  there  was  a  severe  relapse.  Thora- 
centesis was  then  done  on  the  left  side  and  300  grams 
of  thick  pus  were  removed.  The  patient's  condi- 
tion, however,  grew  gradually  worse  and  progressed 
to  a  point  where  she  would  have  succumbed  if  a 
sufficient  opening  for  the  evacuation  of  pus  from 
the  left  pleura  had  not  been  made.  A  half  liter  of 
pus  was  removed  by  a  posterior  thoracotomy  on  the 
left  side. 


All  these  operations  were  done  under  local  anaes- 
thesia. After  the  intervention  the  fever  fell  rapidly 
and  the  patient  progressed  to  recovery. 

Gierz  in  reporting  in  19 13  on  588  cases  of  pleural 
empyema  treated  in  the  Swiss  hospitals  stated  that 
a  double  purulent  pleurisy  was  found  in  only  5  cases. 
Only  one  patient  recovered.  Cases  of  recovery  from 
double  pleurisy  are  rare.  The  present  tendency  in 
surgical  treatment  is  to  simplify  the  technique  and 
to  operate  as  conservatively  as  possible.  Norrlin 
believes  that  when  operation  is  required,  a  primary 
thoracotomy  will  give  better  results  than  aspiration. 

Surgeons  generally  are  cautious  in  recommending 
a  simultaneous  double  pleurotomy  even  when  the 
empyema  is  not  encapsulated  by  the  pleurae. 

It  is  impossible  to  lay  down  precise  rules  in  ad- 
vance for  such  cases.  As  regards  his  own  case  Norr- 
lin is  confident  that  the  patient's  feeble  condition 
would  not  have  permitted  simvdtaneous  double 
pleurotomy.    He  concludes: 

1.  That  cases  of  bilateral  metapneumonic  (pneu- 
mococcic)  empyema  may  be  cured  by  an  early  surgi- 
cal operation  which  can  be  done  in  any  clinic. 

2.  That  in  urgent  cases  a  simultaneous  double 
pleurotomy  is  permissible,  but  that  the  best  results 
are  obtained  from  puncture,  thoracotomy,  if  neces- 
sary, being  deferred  until  pleurotomy  of  the  other 
side  has  been  done  and  has  healed. 

W.  A.  Brennan. 


GENERAL  SURGERY  —  SURGERY  OF  THE  CHEST 


Ward,  F.  N.:    Mammary  Carcinoma:  Frequency 
of  Recurrence  Following  a  Radical  Operation. 

J .  Am.  Insl.  Homoeop.,  1919,  xii,  279. 

The  present  surgical  success  in  the  treatment  of 
mammary  carcinoma  dates  back  to  William  S. 
Halsted's  brilliant  report  on  the  results  of  operations 
for  mammary  carcinoma  at  Johns  Hopkins  Hospital 
from  June,  1889,  to  January,  1894.  Halsted's  list 
showed  no  primary  mortality  and  but  6  per  cent 
of  local  recurrences.  Up  to  this  time  surgical  treat- 
ment had  been  an  almost  complete  failure  as  re- 
gards a  cure  and  the  primary  mortality  had  been 
high.  Billroth's  primary  mortality  was  23  per  cent. 
Halsted's  excellent  results  are  to  be  attributed  to: 
(i)  the  removal  of  the  pectoralis  major  and  minor 
muscles;  (2)  the  removal  of  the  axillary  contents; 
and  (3)  wide  skin  incision  and  removal  of  the  mass 
en  bloc. 

The  author  describes  the  technique  of  modern 
radical  excision,  adding  to  the  three  steps  mentioned 
a  large  and  wide  dissection  of  the  deep  fascia  cover- 
ing the  muscles  in  proximity  to  the  breast.  By  this 
operation  there  is  no  reason  why  from  80  to  100  per 
cent  of  cures  should  not  be  obtained  if  the  patients 
are  brought  for  operation  sufficiently  early,  i.e., 
while  the  tumor  is  still  small  and  mobile  and  there 
is  no  palpable  enlargement  of  the  axillary  glands. 
As  it  is,  the  statistics  of  cases  following  radical  re- 
moval, such  as  those  of  Deaver,  Halsted,  and  Mayo, 
show  only  44  per  cent  of  cures. 

It  must  be  borne  in  mind  that  any  lump  in  the 
breast  is  cancer  or  potential  cancer  and  demands 
immediate  removal. 

Isaac  Levin  has  ofifered  a  valuable  contribution 
in  his  report  on  the  frequency  of  metastasis  in  the 
bones  in  mammary  carcinoma.  So  impressed  is  he 
with  this  occurrence  that  he  makes  a  roentgeno- 
graphic  examination  of  the  skeleton  as  a  routine  in 
all  cases  of  cancer  of  the  breast.  The  author  feels 
that  every  case  should  have  the  benefit  of  radium 
and  X-ray  therapy. 

The  article  is  closed  with  the  report  of  five  cases 
of  double  mammary  involvement  and  a  tabulation 
of  twenty-seven  cases  of  benign  and  malignant 
tumors  of  the  breast.  R.  B.  Bettman. 

TRACHEA  AND  LUNGS 

Fagiuoli,  A. :  Primary  Echinococcosis  of  the  Lung 

(Sulla  echinococcosi  primitiva  del  polmone).    Ri- 
forma  med.,  1919,  xxxv,  498. 

Up  to  a  few  years  ago  before  the  advent  of  the 
radiological  examination  primary  localization  of  the 
echinococcus  in  the  lung  was  believed  to  be  excep- 
tionally rare,  and  even  today,  eliminating  the  fre- 
quent and  easily  made  diagnostic  errors,  it  is  not 
often  observed. 

The  clinical  diagnosis  of  hydatid  cysts  of  the 
lungs  is  always  difficult.  There  is  no  characteristic 
syndrome,  the  clinical  symptoms  being  only  such 
as  are  commonly  observed  in  other  pulmonary  con- 
ditions; eosinophilia  is  variable  and  manifested  with 


other  lesions,  and  complement  deviation  is  usually  not 
effected  until  rupture  of  the  cysts  or  operative  inter- 
vention. The  only  sign  of  positive  value  is  the  de- 
monstration of  the  parasite  in  the  sputum  which  is 
rarely  possible. 

The  author  reports  the  case  of  a  soldier  who,  when 
in  fairly  good  condition,  was  suddenly  seized  with 
severe  ha;moptysis.  About  250  cubic  centimeters 
of  blood  were  ejected.  Examination  showed  signs 
of  pulmonary  infiltration  in  the  right  clavicular  re- 
gion and  pleural  effusion  on  the  same  side.  The 
Koch  bacillus  could  not  be  demonstrated  but  there 
was  a  weakly  positive  cutireaction  to  tuberculin. 
An  exploratory  puncture  was  not  done.  The 
patient  was  sent  for  radiological  examination  with 
a  clinical  diagnosis  of  bronchopneumonia  infiltration 
in  the  upper  and  middle  right  lobe  and  pleurisy 
with  effusion  on  the  right  side.  Radiology,  however, 
established  the  presence  of  three  large  hydatid  cysts, 
two  of  which  were  situated  in  the  thickness  of  the 
pulmonary  parenchyma  and  the  third  in  the  poster- 
ior part  of  the  pleura. 

Through  an  exploratory  puncture  made  poster- 
iorly in  the  eighth  intercostal  space  perfectly  clear 
limpid  fluid  was  evacuated.  This  was  followed  by 
symptoms  of  anaphylaxis.  Examination  of  the 
sputum  thirty-six  hours  after  the  puncture  showed 
a  considerable  number  of  eosinophile  cells.  Comple- 
ment deviation  with  the  cystic  fluid  as  antigen  and 
bovine  echinococcus  cyst  fluid  was  clearly  positive. 
The  patient  refused  operation,  left  the  hospital,  and 
has  not  been  heard  from  since.        W,  A.  Brennan. 

Hedblom,  G.  A.:   Pulmonary  Suppuration.    Med. 
Rec,  1919,  xcvi,  441. 

This  article  is  based  on  a  study  of  80  patients  at 
the  Mayo  Clinic  since  191 8.  Fifty-four  were 
operated  on,  i  progressed  to  a  complete  cure,  and  i 
to  a  partial  spontaneous  cure.  In  16,  pulmonary 
suppuration  occurred  as  a  complication  of  operation 
for  other  conditions;  8  were  practically  moribund 
at  admission. 

In  the  first  group  the  abscess  developed  on  a 
preceding  inflammatory  lung  condition  in  25  per 
cent.  Presumably  there  was  evidence  that  the 
infection  had  been  carried  to  the  lung  by  foreign 
material  (detritus  during  tonsillectomy,  teeth  ex- 
traction, etc.,  and  other  foreign  material  in  25  per 
cent).  In  18  per  cent  there  was  a  possibility  of 
infection  by  direct  extension  from  an  adjacent  in- 
flammatory process  (empyema,  peptic  ulcer,  abscess, 
etc.) .  In  33 .6  per  cent  of  the  non-operative  cases,  the 
abscess  followed  operation  for  malignant  disease. 
In  66.6  per  cent  of  the  same  group  the  abscesses 
were  multiple. 

A  chronic  productive  cough  was  the  most  char- 
acteristic symptom.  The  onset  of  sputum  was 
gradual  in  at  least  half  of  the  cases;  tuberculosis 
bacilli  were  found  in  i  case  only.  Elastic-tissue 
fibers  were  found  in  2  of  14  cases.  Dullness  to  per- 
cussion was  the  most  characteristic  sign  and  was 
present  in  62  per  cent  of  the  cases. 
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The  dilTerential  diagnosis  lay  chiefly  between 
abscess  and  localized  bronchiectasis  on  one  side, 
and  tuberculosis,  encapsulated  empyema,  and 
generalized  bronchiectasis  on  the  other.  In  17  of 
56  cases  there  was  evidence  of  a  primary  or  an 
associated  tuberculous  lesion.  Seven  of  the  17 
patients  died,  and  9  improved  or  were  entirely  re- 
lieved of  their  symptoms  by  operation.  A  post- 
mortem examination  was  made  in  6  of  the  7  fatal 
cases.  In  2,  a  tuberculous  process  was  found  in 
addition  to  the  abscess.  In  the  remaining  4  cases  an 
abscess  was  found  but  no  tuberculosis. 

Of  7  cases  of  bronclTiectasis  a  definite  pre-opera- 
tive  diagnosis  was  made  in  only  2.  In  3  cases  not 
included  in  this  series  exploration  was  made  for 
malignant  disease. 

Primary  drainage  was  effected  in  29  of  54  cases. 
In  the  remainder  a  two-stage  operation  was  per- 
formed. 

The  author  considers  the  two-stage  operation 
safer  in  all  cases  in  which  extensive  adhesions 
are  not  definitely  made  out  at  operation.  His 
operative  technique  is  described  in  detail. 

Pleural  adhesions  were  firm  and  extensive  in  about 
50  per  cent  of  the  cases.  Primary  drainage  was 
performed  in  5  instances  in  which  there  were  no 
adhesions.  One  of  these  patients  died  of  empyema. 
In  1 1  instances  in  which  the  abscess  was  drained  in 
a  one-stage  operation  the  pleural  cavity  was  opened. 
Three  of  these  patients  died  of  empyema. 

The  abscess  was  located  in  the  right  lung  in 
74.5  per  cent  and  in  the  right  lower  lobe  in  50 


per  cent.  The  cavities  were  multiple  in  23.4  per 
cent. 

The  operative  mortality  was  33.3  per  cent  for 
the  whole  group,  and  23,5  per  cent  for  the  last 
17  cases. 

The  article  includes  a  number  of  tables  on  in- 
cidence, etiological  factors,  symptoms,  signs,  opera- 
tive findings,  mortality,  postoperative  complica- 
tions and  sequela;,  and  necropsy  findings  in  the  fatal 
cases.  There  is  also  a  historical  survey  and  a  com- 
prehensive bibliography. 

PHARYNX  AND  (ESOPHAGUS 

Keiper,  G.  F. :  Tight  Strictures  of  the  (Esophagus 
in  Children  Due  to  Lye  Bums.  Laryngoscope, 
1919,  xxix,  548. 

In  addition  to  a  case  report  the  following  salient 
points  are  presented: 

1.  The  etiology  of  strictures  of  the  type  de- 
scribed lies  primarily  in  gross  carelessness. 

2.  Laws  should  be  enacted  and  enforced  requiring 
the  poison  label  to  be  attached  to  containers  of  con- 
centrated lye  as  well  as  of  the  various  cleansers  on 
the  market. 

3.  Passage  of  a  bougie  should  not  be  attempted 
at  once  as  the  walls  are  soft,  due  to  the  corrosive 
action  of  the  chemical,  and  perforation  is  apt  to 
result. 

4.  Dilatation  should  be  undertaken  only  under 
direct  inspection. 

5.  No  anaesthetic  is  necessary.        O.  M.  Ron, 
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ABDOMINAL  WALL  AND  PERITONEUM 

Bolognesi,  G.:  The  Pathogenic  Mechanism  of 
Hernial  Strangulation  (Sur  le  mechanisme 
pathog6nique  de  I'etranglement  herniaire).  Arch, 
de  med.  expSr.  et  d'anat.  path.,  1919,  xxviii,  403. 

Bolognesi  presents  an  experimental  and  clinical 
study  of  strangulated  hernia  and  reviews  the  various 
theories  regarding  the  mechanism  of  strangulation. 
Most  of  these  have  some  basis  in  fact,  but  all  are 
insufficient  in  that  though  they  may  agree  that  the 
pathogenesis  of  hernial  strangulation  is  mechanical, 
they  do  not  take  any  account  of  the  vital  phenomena 
which  are  of  great  importance  in  the  formation  of 
hernial  incarceration. 

In  a  number  of  experiments  on  dogs  the  author 
attempted  to  make  the  cause  of  strangulation  inter- 
vene while  the  vitality  in  the  incarcerated  intestinal 
loop  was  maintained.  Having  performed  an  aseptic 
supra-umbilical  median  laparotomy  on  a  dog,  he 
isolated  and  looped  a  segment  of  intestine  and 
passed  it  either  through  a  rigid  or  an  elastic  ring  into 
an  artificial  sac  of  sterile  rubber  or  canvas. 

In  II  experiments  he  found  that  attempts  to  pro- 
duce strangulation  of  an  intestinal  loop  in  such  an 


artificial  sac  were  not  successful  when  rigid  neck 
rings  were  used  or  even  rings  ^^•ith  very  reduced 
elasticity.  On  the  other  hand,  when  the  ring  of  the 
sac  was  elastic,  strangulation  occurred  almost  con- 
stantly. In  such  cases  the  hernia  was  irreducible 
at  the  time  of  the  experiment  and  when  left  to  itself 
a  true  strangulation  developed  secondarily  with 
constriction  of  the  intestine  and  more  or  less  occlu- 
sion of  the  venous  vessels.  The  influence  of  full- 
ness or  emptiness  of  the  intestinal  loops  at  the  time 
of  experiment  on  the  production  of  strangulation 
was  not  clearly  determined.  The  vitality  of  the 
loop  does  not  depend  upon  the  duration  of  the 
strangulation;  in  one  experiment  necrosis  occurred 
after  twelve  hours  while  in  others  the  loop  was  still 
alive  after  six  days. 

In  drawing  conclusions  from  his  experimental 
findings  as  to  the  etiology  of  the  condition,  the 
author  reviews  some  facts  observed  clinically.  Dur- 
ing four  years  in  a  total  of  550  hernia  cases  he  has 
seen  107  strangulated  herniae.  Of  these  107  herniae 
60  were  inguinal  and  47  crural.  In  45  per  cent  of  the 
cases  of  strangulated  inguinal  hernia  the  hernia  was 
reduced,  the  reduction  being  followed  by  a  radical 
operation  for  the  cure  of  the  hernia.    In  55  per  cent 
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immediate  operation  for  emptying  the  sac  was 
necessary.  In  only  6  per  cent  of  these  latter  was  re- 
section required  to  empty  the  sac,  and  in  only  3  per 
cent  was  the  vitality  of  the  loop  doubtful.  In  the 
cases  of  crural  strangulated  hernia,  immediate  surgi- 
cal operation  for  reduction  was  done  in  nearly  every 
instance.  In  the  cases  of  inguinal  and  crural  hernia 
there  was  no  relation  between  the  gravity  of  the 
anatomical  lesions  in  the  herniated  viscera  and  the 
time  at  which  incarceration  occurred.  Especially 
in  old  persons  the  viscera  seemed  to  tolerate  strangu- 
lation well. 

On  the  basis  of  his  experimental  and  clinical  data 
Bolognesi  believes  that  the  inguinal  and  crural  rings 
involved  in  hernia  have  not  been  sufficiently  studied 
and  not  enough  is  known  regarding  their  elasticity. 
Exclusive  of  Scarpa's  spasmodic  contraction  and 
the  elastic  action  described  by  Richer,  the  herniat- 
ing rings  have  a  certain  amount  of  elasticity  due  to 
the  fibrous  elements  which  compose  them. 

The  conclusions  drawn  by  the  author  are  as 
follows : 

1.  Strangulation  of  a  hernia  is  an  essentially 
mechanical  fact  which  ought  to  be  viewed  in  its  re- 
lations to  vital  phenomena.  In  the  young  the 
fibrous  herniating  rings,  the  mechanical  agents  of 
strangulation,  are  more  elastic  than  in  the  old  and 
hence  more  apt  to  cause  strangulation.  At  the  same 
time,  however,  the  blood  vessels  are  more  tolerant 
of  mechanical  interference  with  their  circulation. 
In  the  old  the  fibrous  rings  are  more  rigid,  but  sclero- 
sis of  the  vessels  plays  an  important  part  in  strangu- 
lation. 

2.  The  elasticity  of  the  herniating  ring  is  of  prime 
importance. 

3 .  Strangulation  of  a  hernia  is  a  complex  phenom- 
enon and  most  of  the  theories  propounded  to  ex- 
plain it  have  some  basis  in  fact. 

4.  The  intestinal  loop  incarcerated  in  a  hernial 
sac  may  be  converted  from  an  irreducible  hernia  to 
a  strangulated  hernia  as  the  result  of  vascular  and 
fermentative  phenomena. 

5.  A  herniated  intestinal  loop,  rendered  irre- 
ducible by  muscular  contraction,  becomes  second- 
arily strangulated  as  a  result  of  the  continued  in- 
crease in  disproportion  between  the  hernial  opening 
and  the  volume  of  the  herniated  mass  (congestion, 
vascular  transudation,  secretion,  and  fermentation 
in  the  loop). 

6.  The  variety,  in  degree  and  form  of  strangulated 
herniae  is  due  to  the  complexity  of  the  pathogenic 
factors  involved,  and  especially  to  the  variation  in 
the  resistance  of  the  loop  to  the  effect  of  the  strangu- 
lation. .W.  A.  Brennan. 

GASTRO-INTESTINAL  TRACT 

Lowenburg,  H.:  Pyloric  Obstruction  of  Infancy. 

Pennsylvania  M.  J.,  1919,  xxii,  712. 

Lowenburg  objects  to  the  prevailing  nomenclature 
used  in  describing  the  pyloric  obstruction  of  infancy, 
believing  that  the  terms  "  surgical  pyloric  obstruc- 


tion of  infancy"  and  "non-surgical  pyloric  obstruction 
of  infancy"  should  be  substituted.  Under  these 
headings  he  describes  the  symptoms  and  treatment. 

As  surgical  pyloric  obstruction  in  infants  he  re- 
gards all  cases  in  which  the  symptoms  indicate  com- 
plete obstruction  or  incomplete  obstruction  of  such 
a  degree  that  not  sufficient  nourishment  can  pass  to 
permit  at  least  the  maintenance  of  nutritional  bal- 
ance. The  symptoms  are  continuous  depression  of 
the  weight  curve,  non-fa:cal  or  slightly  fa:cal  stools 
of  small  bulk,  and  continuous  and  severe  propulsive 
vomiting. 

As  non-surgical  cases  he  regards  those  in  which 
sufficient  nourishment  passes  to  maintain  the  nutri- 
tional balance  at  least  for  a  more  or  less  extended 
period  of  time  and  those  in  which  there  is  but  slight 
loss  in  weight  and  the  weight-curve  shows  alternate 
losses  and  gains  though  its  general  trend  is  hori- 
zontal. Constipation  is  present  but  not  complete; 
vomiting  varies  in  intensity. 

Surgical  treatment  is  posterior  gastro-enterostomy, 
Rammstedt's  operation  and  Strauss'  operation.  The 
latter  has  the  simplicity  of  Rammstedt's  method 
and  reconstructs  the  pyloric  muscle. 

Medical  treatment  is  usually  directed  to  control 
the  vomiting.  This  may  be  met  by:  (i)  dietetic 
management;  (2)  stomach  washing;  and  (3)  medi- 
cine. Breast  feeding  or  highly  alkalinized  artificial 
food  should  be  given  and  the  stomach  washed  once 
or  twice  a  day  with  warm  bicarbonate  of  soda  solu- 
tion. Bromides  are  all  that  medical  treatment  has  to 
offer.  H.  A.  McKnight. 

Gray,  H.  T.,  and  Pirie,  G.  R.:  Congenital  Hyper- 
trophic Stenosis  of  the  Pylorus :  Its  Diagnosis 
and  Treatment.  Lancet,  1919,  cxcvii,  515. 

This  article  is  a  detailed  study  of  the  diagnostic 
criteria  and  treatment  of  a  series  of  cases  of  con- 
genital hypertrophic  stenosis  of  the  pylorus.  The 
authors  believe  the  usually  poor  results  obtained 
are  due  to  the  fact  that  the  treatment  is  largely 
empirical  and  not  based  upon  an  appreciation  of  the 
etiology  of  the  condition.  The  variability  of  pub- 
lished figures  is  the  result  of  the  difficulty  of  arriving 
at  a  correct  diagnosis  in  doubtful  cases. 

The  signs  and  symptoms  in  order  of  their  im- 
portance are:  (i)  the  presence  of  a  palpable  tumor 
in  the  region  of  the  pylorus;  (2)  visible  gastric  peri- 
stalsis; (3)  and  projectile  vomiting.  Associated  with 
these  may  be  (4)  phimosis,  and  (5)  constipation  in 
varying  degrees.  As  a  rule  the  age  of  onset  is  also  of 
importance. 

The  one  certain  sign  is  the  presence  of  a  tumor 
which  is  usually  found  just  outside  the  outer  border 
of  the  right  rectus  in  the  transpyloric  plane.  There 
is  a  characteristic  sensation  of  a  marble  rolling  away 
from  the  finger.  Such  tumors  are  divided  roughly 
into  two  groups:  (i)  the  large,  hard,  avascular  type, 
and  (2)  the  small,  hard,  vascular  type.  The  vari- 
ability in  size  accounts  for  the  fact  that  in  many 
cases  a  tumor  is  not  discovered.  Other  causes 
for  failure  may  be:  (i)  dilatation  of  the  stomach, 
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(2)  difficulty  in  palpating  deeply  on  account  of 
the  presence  of  the  liver,  and  (3)  the  better  developed 
abdominal  muscles  in  older  children. 

Examination  is  best  made  at  feeding  time  when 
the  pylorus  is  uncovered  by  the  dragging  on  the 
fundus  and  peristalsis  is  present.  The  authors  re- 
commend examination  from  the  patient's  left 
side  with  the  thoroughly  warmed  left  hand.  The 
visible  petistalsis  is  an  evidence  that  the  tumor 
causes  a  marked  degree  of  obstruction  at  the  outlet 
of  the  stomach.  Spasm  may  do  the  same.  The  pro- 
jectile vomiting  is  similar  to  any  vomiting  from 
obstruction,  but  the  vomitus  is  never  bile-stained. 
As  the  stomach  dilates  the  vomiting  becomes  less 
frequent  but  more  copious.  Of  these  three  cardinal 
symptoms,  the  authors  believe  only  the  first  is  of 
paramount  importance. 

The  number  of  cases  of  true  congenital  hyper- 
trophic stenosis  of  the  pylorus  is  but  a  fraction  of 
those  reported. 

Constipation  is  usually  marked.  The  bowel 
movements  are  small,  hard,  and  infrequent.  The 
size  of  the  stool  indicates  the  degree  of  obstruction, 
and  the  consistency,  the  degree  of  secretory  in- 
hibition. 

In  males  with  congenital  hypertrophic  stenosis 
there  is  a  constant  association  with  phimosis  or  an 
adherent  prepuce.  The  authors  concede  the  pos- 
sibility of  pyloric  spasm  produced  either  by  direct 
afferent  nerve  stimulation  upon  the  sphincter  or  by 
excessive  stimulation  of  the  suprarenal  hormone,  or 
both  simultaneously.  Symptoms  usually  occur 
about  the  third  week.  Obstinate  projectile  vomit- 
ing should  lead  to  a  thorough  examination.  In  the 
series  of  84  cases  studied  only  13  of  the  patients  were 
girls.  Girls  show  the  symptoms  later  and  recover 
more  slowly,  but  the  sex  difference  is  more  apparent 
than  real.  From  their  study,  the  authors  conclude 
that  in  Jewish  subjects  with  congenital  pyloric 
hypertrophy  symptoms  of  obstruction  will  develop 
in  as  many  girls  as  boys. 

In  the  discussion  of  the  treatment  only  cases  that 
were  operated  upon  at  the  hospital  in  Great  Ormond 
street  are  included.  Up  to  April,  1918,  there  had 
never  been  a  recovery  after  operative  interference. 
Three  types  of  operation  used  were:  (i)  gastro- 
enterostomy, (2)  Loreta's  operation,  and  (3) 
Rammstedt's  operation.  The  series  in  each  type 
was  not  large.  Gastro-enterostomy  was  performed 
in  four  cases,  and  two  of  these  patients  died.  The 
operation  was  discarded  because  death  occurred  in 
the  two  most  favorable  cases.  After  operation  the 
condition  is  sure  to  be  critical.  Another  objection 
to  the  procedure  is  that  gastro-enterostomy  does 
not  reduce  the  hypertrophy  but  merely  short- 
circuits  the  obstruction. 

Seven  cases  were  treated  by  Loreta's  operation 
with  one  recovery.  Four  patients  died  directly 
after  the  operation  and  two  within  a  month.  Vomit- 
ing occurred  postoperatively  in  three  cases  but  no 
visible  peristalsis  was  observed.  Spasmodic  breath- 
ing was  noted  on  several  occasions  during  the 


operation,  and  was  attributed  to  some  violent 
afferent  vagus  stimulus  which  inhibited  respiration 
much  like  a  blow  in  "the  wind."  Chief  among  the 
many  objections  to  this  operation  is  its  lack  of  pre- 
cision. It  is  always  septic,  can  never  be  completed 
in  less  than  fifteen  minutes,  and  cannot  be  per- 
formed in  advanced  cases  as  a  life-saving  measure. 
The  risk  of  recurrence  is  also  not  a  negligible  factor. 

Rammstedt's  operation  was  performed  on  seven- 
teen patients,  ten  of  whom  recovered.  The  records  of 
the  cases  operated  upon  by  this  method  are  given  in 
detail  and  several  points  in  the  technique  of  the 
procedure  are  emphasized.  Because  of  the  structure 
and  relations  of  the  mucous  membrane  of  the  hyper- 
trophied  portion  and  the  adjoining  stomach  and  duo- 
denal structures,  the  authors  limit  their  incision 
of  the  pylorus  on  the  proximal  side  by  the  point 
where  venous  oozing  begins  and  on  the  distal  side 
just  short  of  the  pyloroduodenal  juncture.  In 
performing  the  operation  they  use  a  special  knife 
with  a  semicircular  cutting  blade  on  one  side  and  a 
blunt  separator  on  the  other.  The  abdomen  is 
opened  about  ^  inch  below  the  costal  margin  at 
about  the  juncture  of  the  middle  and  outer  thirds 
of  the  right  rectus.  The  incision,  which  is  about  i^ 
inches  long,  is  carried  through  the  rectus  fascia  and 
the  muscle  is  split.  To  avoid  traction  it  is  best 
to  hold  the  stomach  wall  near  the  pylorus  out  of  the 
wound  with  the  right  hand,  while  pressing  the  ab- 
dominal wall  back  behind  the  pylorus  with  the  left 
hand,  rather  than  to  bring  the  pylorus  up  to  the 
abdominal  wall.  The  site  of  the  incision  in  the 
pylorus  should  be  as  far  toward  the  posterior  side  as 
possible  so  that  it  will  come  into  natural  alignment 
with  the  lesser  curvature.  Finally,  after  exposure 
of  the  mucosa,  the  latter  is  freed  from  the  muscle 
by  the  blunt  separator.  The  whole  operation  oc- 
cupies from  five  to  seven  minutes  without  hurry. 
Adequate  division  of  the  seromuscular  coat  on  the 
gastric  side  is  the  most  important  point  to  be 
borne  in  mind. 

The  total  mortality  rate  of  all  cases  operated  upon 
by  this  method  was  41.  i  per  cent.  All  complicated 
cases  being  excluded,  the  authors  state  their  mor- 
tality was  23  per  cent,  while  in  the  favorable  or  early 
cases  it  was  9  per  cent.  In  the  discussion  of  the  three 
types  of  operations  emphasis  is  put  upon  the  fact 
that  no  patient  was  operated  upon  before  palliative 
treatment  had  failed,  and  none  was  refused  opera- 
tion on  account  of  poor  physical  condition. 

In  the  further  discussion  of  the  treatment  the  au- 
thors take  up  the  subsidiary  conditions  adding  to  the 
stenosis  produced  by  the  antenatal  hypertrophy  and 
initiating  the  obstructive  symptoms.  They  are: 
(i)  inhibition  of  pancreatic  secretion,  (2)  gastritis, 
(3)  spasm  due  to  phimosis;  and  (4)  spasm  due  to 
unknown  causes.  These  contribute  to  the  pre- 
cipitation of  symptoms  by  the  recurring  spasm  which 
they  produce  or  by  maintaining  the  spasm  over  a 
long  period  of  time. 

Radical  treatment  is  advocated  when  the  secretory 
inhibition  is  established  at  once  by  a  maximum 
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amount  of  congenital  hypertrophy  at  birth  and  a 
minimum  effect  from  added  causes.  Palliative 
treatment  should  be  instituted  until  the  influence 
of  the  added  causes  is  determined.  In  all  cases, 
the  diet  should  consist  of  peptonized  milk.  The 
feeding  interval  and  quantity  need  not  be  modified. 
Gastric  lavage  should  be  performed  once  or  twice  a 
day  to  obviate  the  gastritis.  Rectal  lavage  or  an 
oil  enema  is  suflicient  for  the  constipation.  Cath- 
artics are  contra-indicated. 

In  cases  of  extreme  congenital  hypertrophy  or  for 
frail,  puny  babies  radical  treatment  should  be 
instituted  at  once,  that  is,  within  from  ten  to  twelve 
days  after  treatment  is  begun.  The  palliative  treat- 
ment should  be  carried  out  for  from  ten  to  twelve 
days  and  all  contributing  influences  of  spasm  should 
be  eliminated.  If  within  this  time  vomiting  has 
not  ceased,  or  at  least  if  its  projectile  quality  has  not 
decreased,  and  the  stools  have  not  become  more 
normal,  operation  is  indicated.  Operation  should 
be  performed  as  soon  as  it  is  definitely  demonstrated 
that  palliative  measures  are  useless. 

Postoperatively  such  children  should  be  fed  pep- 
tonized milk  for  from  ten  to  twelve  days.  When 
the  stools  indicate  a  return  of  the  normal  outflow  of 
pancreatic  secretion,  they  should  be  fed  as  normal 
babies.  Aside  from  shock,  there  is  no  indication  for 
the  administration  of  drugs.  Blood  transfusion  may 
be  of  value  for  particularly  feeble  patients. 

O.  C.  Melson. 

Taylor,  J.:   Operative  Treatment  of  Peptic  Ulcer. 

Practitioner,  1919,  ciii,  194. 

The  author  presents  the  details  of  cases  of  gastric 
conditions  submitted  to  surgical  treatment  in  an 
army  training  center.  The  operations  performed 
and  mortality  were  as  follows:  posterior  gastro- 
enterostomy, 60,  with  I  death;  excision  of  ulcers, 
3,  with  o  deaths;  and  partial  gastrectomy,  2,  with 
o  deaths. 

In  all  of  these  operations  evidence  was  found  of 
obstruction  at  the  duodenojejunal  flexure  due  to 
changes  in  the  upper  part  of  the  alimentary  tract 
brought  about  by  chronic  intestinal  stasis. 

Owing  to  the  drag  of  loops  of  small  intestine  over- 
loaded with  faeces,  the  highest  part  of  the  jejunum  is 
pulled  strongly  down  and  to  the  right  and  in  this 
manner  the  flexure  is  made  very  acute.  The  duo- 
denum then  distends  and  dilates.  It  yields  more  on 
the  convex  surface  and  in  its  first  portion  which  is 
least  supported.  Congestion  of  the  mucous  mem- 
brane develops  and  slight  abrasions  are  soon  con- 
verted into  ulcers.  Follows  then  a  spasm  of  the 
pylorus.  The  stomach  distends  and  by  the  aid  of 
an  overloaded  transverse  colon  drags  down  on  the 
lesser  curvature  which  is  its  fixed  portion.  Ulcers 
then  occur  at  the  lesser  curvature  owing  to  this  tear- 
ing strain  or  at  the  pylorus  owing  to  the  resistance 
of  the  pyloric  spasm  to  the  passage  of  food.  These 
conditions  are  readily  relieved  by  the  Mayo  gastro- 
enterostomy which  overcomes  the  acute  flexure  at 
the  duodenojejunal  juncture. 


Haemorrhage  after  operation  was  never  trouble- 
some. In  a  case  of  rather  marked  bleeding  which 
occurred  ten  days  after  operation  the  patient  re- 
covered when   the  stomach  was  allowed  to  rest. 

The  detailed  report  of  a  case  of  hour-glass  stomach 
which  was  relieved  by  partial  gast;"ectomy  is  fol- 
lowed by  the  clinical  abstracts  of  6  cases  of  pro- 
nounced fatal  haemorrhage  in  which  a  posterior 
gastro-enterostomy  was  done.  Four  of  the  patients 
recovered  and  2  died. 

The  article  is  concluded  with  a  short  note  by 
Abrahams  in  which  posterior  gastro-enterostomy  is 
strongly  endorsed,  particularly  as  an  emergency 
measure.  P.  M.  Chase. 

Borchgrevink,  O.  C. :  The  Results  of  the  Operative 
Treatment   of   Gastric   and    Duodenal    Ulcer 

(Rdsultat  du  traitement  operative  de  1' ulcere  de 
restomac  et  du  duodenum).  Ada  chirurg.  Scand., 
1919,  lii,  61. 

Borchgrevink's  report  is  based  on  87  cases  of 
gastric  or  duodenal  ulcer  operated  upon  by  Bull  in 
either  his  hospital  or  his  private  practice.  Seventy- 
eight  of  these  were  without  acute  complications.  In 
Q  the  complications  were  as  follows:  5  cases,  per- 
foration of  a  gastric  ulcer  into  the  abdominal  cavity; 
3  cases,  perforation  of  a  duodenal  ulcer  into  the  ab- 
dominal cavity ;  and  i  case,  loss  of  blood  and  severe 
anaemia. 

In  all  of  the  8  cases  of  perforation,  the  ulcer  was 
on  the  anterior  wall  of  the  stomach  or  duodenum. 
This  was  not  a  chance  occurrence  but  due  to  the  fact 
that  in  this  locality  there  is  little  opportunity  for  the 
formation  of  adhesions.  Three  of  these  8  patients, 
who  were  operated  upon,  died.  The  operations  were 
performed  twenty-three  hours,  forty-nine  hours,  and 
five  days  after  perforation,  respectively.  Generally 
those  who  recovered  were  operated  upon  within 
twenty-four  hours.  The  fatal  cases  were  all  those 
of  patients  over  50  years  of  age. 

In  7  of  the  8  cases  the  perforation  was  closed  by 
suture;  in  9  the  suturing  was  followed  by  gastro- 
enterostomy. Favorable  immediate  results  were 
obtained  in  all.  Of  the  5  survivors,  3  had  a  gastro- 
enterostomy at  the  first  operation;  one  showed  new 
symptoms  of  ulcer  two  months  later  and  was  then 
treated  by  gastro-enterostomy;  the  other,  who  had 
a  bilocular  stomach,  was  subjected  to  a  gastro- 
enterostomy six  months  after  the  first  operation. 

Excision  of  the  ulcer  was  done  only  once,  forty- 
nine  hours  after  perforation.  The  patient  died  two 
days  later.  Four  of  those  who  survived  were  ulti- 
mately traced;    none  had  symptoms  of  recurrence. 

Most  of  the  patients  with  uncomplicated  cases 
of  ulcer  were  men.  As  a  general  rule  it  is  foimd 
that  women  are  operated  on  for  ulcer  ten  years 
earlier  than  men.  In  78  primary  laparotomies  for 
uncomplicated  ulcer  there  were  5  deaths;  in  19  re- 
operations there  were  2  deaths.  Therefore,  in  97 
either  primary  or  secondary  operations  there  were 
7  operative  deaths  (7.2  per  cent).  The  causes  of 
death  were  distributed  as  follows:    peritonitis,  3; 
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embolism,  i ;   pulmonary  complications,  i ;  circulus 
viciosus,  i;  and  ha;morrhage,  i. 

Sixty-five  of  the  patients  with  uncomplicated 
ulcers  were  traced;  36  of  these  were  free  from  symp- 
toms, 23  had  insignificant  trouble,  and  6  notable  dis- 
turbances. Of  all  patients  ultimately  examined  only 
10  per  cent  showed  bad  results  and  when  the  opera- 
tive mortality  is  taken  into  account  the  proportion 
of  good  to  poor  results  is  82  :  18. 

The  author's  findings  were  in  general  the  findings 
after  gastro-enterostomy  as  this  was  practically  the 
only  operative  method  used.  For  juxtapyloric  ulcers 
and  duodenal  ulcers,  which  constituted  the  majority 
treated,  the  results  have  been  very  good  and  seem 
in  every  respect  to  equal  those  obtained  by  the  more 
radical  methods  of  recent  years. 

In  the  cases  reported  the  majority  of  the  juxta- 
pyloric ulcers  were  associated  with  secondary  stric- 
ture and  dilation  of  the  stomach,  a  circumstance 
over  which  gastro-enterostomy  has  particularly 
triumphed.  The  duodenal  ulcers,  on  the  other  hand, 
were  not  as  a  rule  accompanied  by  stricture  and 
dilation  and  in  this  group  the  results  surpassed 
those  obtained  in  cases  of  juxtapyloric  ulcers.  It 
can  be  said,  therefore,  that  gastro-enterostomy 
gives  good  results  regardless  of  the  location  of  the 
ulcer.  It  has  an  operative  mortality  less  than  that 
of  resection  and  its  end-results  are  equally  good. 

To  what  extent  resection  should  have  precedence 
over  gastro-enterostomy  in  order  to  prevent  the 
development  of  cancer  is  a  question  which  must 
still  remain  unanswered.  It  is  certain,  however, 
that  in  many  cases  it  has  been  found  that  cancer  has 
developed  in  the  stomach  after  resection  for  ulcer. 

In  the  few  cases  of  ulcer  distant  from  the  pylorus 
included  in  the  author's  statistics  the  results  of 
gastro-enterostomy  were  far  from  equal  to  those 
obtained  in  the  other  two  groups. 

W.  A.  Brennan. 

Walton,   A.   J.:    The  Treatment  of  Hour-Glass 
Stomach.  Surg.,Gynec.  b"  Obst.,  1919,  xxix,  213. 

The  author  reviews  the  prevailing  methods  of 
treatment  and  comments  upon  them  as  follows: 

1.  Digital  dilatation.    Now  abandoned. 

2.  Gastroplasty — AUingham's  and  Kammerer's 
methods.  The  incision  is  largely  through  scar  tissue, 
the  vdcer  is  untouched,  and  no  attempt  is  made  to 
overcome  pyloric  stenosis. 

3.  Gastro-gastrostomy.  The  ulcer  is  not  treated 
and  pyloric  stenosis  is  not  overcome. 

4.  Single  gastro-enterostomy.  Merely  palliative 
and  rather  difficult  to  perform. 

5.  Double  gastro-enterostomy.  Two  anasto- 
motic openings  in  same  loop  of  intestine,  one  in  each 
pouch.  Difficult  to  perform.  The  large  amount  of 
bowel  drawn  through  the  mesocolon  predisposes  to 
later  obstruction. 

6.  Partial  gastrectomy.  Unless  there  is  evidence 
of  malignancy  this  is  a  procedure  of  too  great  magni- 
tude and  difficulty  for  simple  ulcer  cases. 

The  author's  method  excises  the  ulcer  area  along 


the  lesser  curvature  in  a  V-shajied  mass  of  varying 
size  dependent  upon  the  size,  shape,  and  fibrous  in- 
duration of  the  ulcer.  The  apex  of  the  V  is  toward 
the  greater  curvature.  The  sides  of  the  V  are  at 
least  as  long  as  the  diameter  of  the  stomach.  The 
edges  are  approximated  with  chromic  gut,  the  pylor- 
us obstructed  by  a  through  and  through  mattress 
suture  of  silk,  and  a  posterior  gastro-enterostomy  is 
done.  This  opening  is  made  transversely  with  its 
midpoint  opposite  the  line  of  excision  of  the  ulcer 

P.  M.  Chase. 

Finton,  W.  L.,  and  Peet,  M.  M.:  An  Experimental 
Study  of  the  Use  of  Detached  Omental  Grafts 
in  Intestinal  Surgery.  Surg.,  Gynec.  6*  Obsl., 
1919,  xxix,  281. 

A  general  discussion  of  the  literature  on  the  use  of 
detached  omental  grafts  in  intestinal  work  is 
followed  by  a  detailed  report  of  experiments  on  dogs 
which  is  illustrated  by  numerous  photomicrographs. 

The  conclusions  to  be  drawn  from  the  results  are 
that  detached  omental  grafts  are  preferable  to 
fixed  grafts  except  in  the  presence  of  general  in- 
fection and  may  be  used  on  any  abdominal  organ. 
The  indications  are  to  replace  lost  portions  of 
peritoneum,  to  strengthen  suture  Unes,  to  prevent 
adhesions,  to  check  haemorrhages,  to  occlude  the 
pylorus,  to  cover  the  stump  of  the  cystic  duct  or 
fallopian  tube,  and  to  re-inforce  the  peritoneum 
in  threatened  perforations. 

The  technique  is  simple  and  may  be  executed  with 
little  trauma  and  in  a  minimum  period  of  time. 
Plain  fine  silk  is  to  be  preferred  as  suture  material 
although  No.  00  plain  catgut  is  very  good.  The 
peritoneum  need  not  be  scarified.  The  raw  edges 
of  the  graft  must  be  turned  in.  Thin  grafts  survive 
best.  The  graft  should  be  laid  on  smoothly  and  only 
a  suflFicient  number  of  sutures  should  be  used  to 
keep  it  smooth  and  in  place.  Haemorrhage  under  a 
graft  should  not  be  allowed.  In  the  absence  of 
infection  the  thin  graft  survives  at  least  six  months 
practically  unchanged.  P.  M.  Chase. 

Carr,  W.  L.:  Hirschsprung's  Disease.  Pennsylva- 
nia M.  J.,  1919,  xxii,  705. 

Carr  enumerates  the  symptoms  and  pathology  of 
idiopathic  dilatation  of  the  sigmoid  colon  (Hirsch- 
sprung's disease),  and  finds  there  is  no  reason  for 
objecting  to  the  theory  that  megacolon  is  due  to  a 
developmental  cause.  He  reviews  the  embryological 
growth  of  the  large  intestine  and  states  that  any 
interruption  in  the  growth  of  the  small  intestine  may 
make  proportional  changes  in  the  large  bowel. 

The  condition  is  not  entirely  limited  to  the  colon; 
there  may  be  dilatation  of  the  caecum  or  rectum  and, 
in  rare  cases,  dilatation  of  the  colon  without  involve- 
ment of  the  sigmoid. 

In  almost  all  cases  the  colon  is  elongated.  In  addi- 
tion to  the  lengthening  and  distention,  there  is  thick- 
ening of  the  intestinal  wall,  loss  of  elasticity  due  to 
proliferation  of  the  connective  tissue,  and  hjrper- 
trophy  of  the  muscle  layers. 


GENERAL  SURGERY  —  SURGERY  OF  THE  ABDOMEN 


II 


The  symptoms  are  constipation  which  in  early 
infancy  is  indicated  in  the  delayed  passage  of  mecon- 
ium and  later  is  a  manifestation  of  great  importance. 
Meteorism,  fxcal  impaction,  pouching  of  the  colonic 
walls,  and  pressure  on  adjacent  organs  are  its 
sequelae  which  cause  most  of  the  clinical  symptoms. 

In  the  present  state  of  our  knowledge  and  medical 
treatment,  the  prognosis  in  congenital  cases  is  un- 
favorable as  regards  the  duration  of  life.  Accord- 
ing to  Neugebauer's  statistics,  79  per  cent  of  the  pa- 
tients died  before  their  sixth  year. 

In  the  statistics  of  surgical  treatment,  colpexy  in 
8  cases  gave  no  mortality,  and  3  patients  were  re- 
ported cured  by  this  method  of  lifting  the  sigmoid 
and  fastening  it  so  as  to  eliminate  kinks.  Resection 
in  a  one-stage  operation  cured  56 . 5  per  cent,  and, 
when  performed  in  two  stages  cured  90  per  cent. 

Every  patient  with  megacolon  should  be  examined 
by  a  surgeon  who  should  co-operate  with  the  physi- 
cian in  charge.  H.  A.  McKnight. 

Dragstedt,  L.  R.,  Dragstedt,  C.  A.,  McClintock,  J. 
T.,  and  Chase,  G.  S.:  Intestinal  Obstruction. 
II.  A  Study  of  the  Factors  Involved  in  the 
Production  and  Absorption  of  Toxic  Materials 
from  the  Intestines.  J.  Exper.  M.,  1919,  xxx,  109. 

Obstruction  to  the  passage  of  food  through  the 
intestine  leads  to  adverse  symptoms  and  complete 
obstruction  causes  death.  Acute  obstruction  in  the 
upper  part  of  the  small  intestine  is  more  rapidly 
fatal  than  similar  obstruction  in  the  intestine  lower 
down.  The  symptoms  are  those  of  a  severe,  rapidly 
developing  toxasmia.  Toxic  substances  accumulate 
in  the  obstructed  intestine  which,  when  injected 
intravenously  in  animals  or  absorbed  from  the  ab- 
dominal cavity,  produce  symptoms  similar  to  those 
arising 'after  acute  obstruction. 

It  has  been  shown  by  Stone,  Bernheim,  and  Whip- 
ple, and  later  by  Hartwell  and  his  associates  and 
Murphy  and  Brooks  that  the  production  of  isolated 
closed  loops  of  the  intestine  with  the  re-establish- 
ment of  intestinal  continuity  around  the  isolated 
loop,  produces  symptoms  similar  to  those  following 
'complete  obstruction  of  the  intestine  at  the  same 
level.  There  is  an  accumulation  of  toxic  materials 
in  these  intestinal  loops  similar  to  those  in  the  ob- 
structed intestine.  In  a  previous  study  it  was  demon- 
strated that  these  toxic  substances  can  be  formed  in 
such  isolated  closed  intestinal  loops,  with  resultant 
toxaemia,  after  all  food  materials  and  digestive 
secretions  have  been  previously  removed  by  careful 
washing  with  water  or  salt  solution.  It  was  shown 
also  that  the  secretions  of  the  intestinal  mucosa  are 
not  toxic  and  do  not  give  rise  to  the  symptoms  of 
acute  obstruction  when  absorbed  directly  from  the 
abdominal  cavity. 

However,  the  presence  of  bacteria  plus  a  suitable 
substrate  either  in  the  lumen  of  the  obstructed 
intestine  or  in  closed  intestinal  loops  does  not  in 
many  cases  produce  the  characteristic  acute  toxaemia 
unless  there  is  some  factor  present  permitting  the 
absorption  of  these  toxic  materials  into  the  general 


circulation.  Absorption  of  toxic  materials  from  the 
intestine  occurs  in  clinical  and  experimental  ob- 
struction and  in  the  great  majority  of  cases  after 
the  formation  of  closed  isolated  loops.  The  study 
reported  was  undertaken  to  determine  the  factors 
involved  in  this  absorption  of  toxic  materials  and  to 
secure  additional  evidence  as  to  the  manner  of  their 
production. 

The  experiments  were  performed  on  dogs  under 
complete  ether  anaesthesia  and  with  strict  precautions 
for  asepsis. 

It  has  been  definitely  determined  that  death  re- 
sulting from  acute  obstruction  of  the  intestine  is 
due  to  a  toxaemia  and  that  the  responsible  toxic 
substances  are  formed  in  the  obstructed  intestine. 
These  toxic  substances  may  be  formed  even  if  all 
food  materials,  end-products  of  digestion,  and  the 
secretions  of  the  stomach,  liver,  and  pancreas  have 
been  carefully  excluded.  The  secretion  of  the  in- 
testinal mucosa  is  not  toxic  either  when  absorbed 
from  the  abdominal  cavity  or  injected  intravenously. 
The  mucosa  of  the  alimentary  tract  (stomach, 
duodenum,  jejunum,  ileum,  or  colon)  does  not 
elaborate  an  internal  secretion  which  is  necessary 
to  life  or  which  could  be  disturbed  by  the  condi- 
tions of  acute  obstruction  so  as  to  account  for  the 
syndrome  of  that  condition. 

The  presence  of  bacteria  in  the  lumen  of  the 
intestine  is  necessary  for  the  production  of  the 
characteristic  toxic  substances  and  in  their  absence 
these  substances  do  not  form.  They  are  produced 
by  the  action  of  the  intestinal  bacteria  on  proteins 
or  their  split  products.  In  the  absence  of  food, 
gastric  juice,  bile,  or  pancreatic  juice,  these  bacteria 
can  produce  the  characteristic  toxic  substances  fro  n 
the  intestinal  juice  or  from  the  proteins  of  des- 
quamated mucosa  cells.  The  important  poisons 
will  not  provoke  the  appearance  of  immune  bodies 
when  injected  in  experimental  animals  and  it  was 
not  possible  to  demonstrate  that  an  animal  can 
become  immune  to  the  toxaemia  of  acute  obstruc- 
tion. Toxic  amines  are  produced  by  the  action  of 
various  intestinal  bacteria  on  amino  acids,  and  the 
evidence  more  and  more  points  to  these  substances 
as  the  important  agents  in  the  toxaemia  of  acute 
intestinal  obstruction. 

The  toxic  substances  arising  in  the  lumen  of  the 
obstructed  intestine  are  not  readily  absorbed 
through  a  normal  mucosa,  a  point  emphasised  by 
Hartwell  and  his  associates  and  by  Murphy  and 
Brooks.  Nor  are  they  absorbed  to  any  great  extent 
through  the  mucosa  of  a  closed  intestinal  loop  until 
this  mucosa  has  been  injured  by  the  distention  of 
the  loop  and  the  consequent  interference  with  its 
blood  supply.  If  this  distention  is  prevented  by  any 
means,  absorption  of  poisons  in  quantities  greater 
than  can  be  cared  for  by  the  liver  and  other  tissues 
does  not  occur. 

Thus  it  appears  that  the  injury  to  the  mucosa 
cells,  either  as  a  result  of  the  sudden  distention 
brought  about  by  conditions  of  obstruction  or  by 
any  other  factors  which  interfere  with  the  blood 


12 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


supply  to  the  mucosa  (strangulation,  etc.),  is  an  im- 
portant factor  in  the  absorption  of  toxic  substances 
from  the  intestine.  There  can  be  no  doubt  that 
necrosis  of  the  mucosa  greatly  facilitates  the  absorp- 
tion of  intestinal  poisons,  but  it  is  incorrect  to  say 
that  intestinal  poisons,  i.e.,  those  found  in  obstruc- 
tion, cannot  be  absorbed  through  a  normal  mucosa. 

The  protective  action  of  the  intestinal  mucosa 
exercised  through  its  properties  of  selective  absorp- 
tion is  not  absolute,  but  that  it  is  of  great  significance 
is  shown  by  the  fact  that  an  animal  can  take  care  of 
the  amount  of  poisons  absorbed  through  the  normal 
mucosa  of  a  short  closed  intestinal  loop  which  has 
been  treated  with  astringents,  but  that  as  soon  as 
this  mucosa  becomes  necrotic  an  overwhelming 
amount  of  toxic  materials  gains  entrance  to  the  blood 
stream  and  toxaemia  and  death  occur.  The  absorp- 
tion in  these  cases  cannot  be  different  from  absorp- 
tion from  the  peritoneal  cavity. 

From  the  above  facts  the  following  conclusions 
were  drawn: 

1.  It  is  impossible  to  sterilize  the  intestine  by 
the  use  of  chemical  antiseptics  even  when  these  are 
applied  directly  to  the  mucosa  of  isolated  segments. 

2.  The  mucosa  of  the  alimentary  tract  does  not 
elaborate  an  internal  secretion  which  is  necessary 
to  life,  or  a  secretion  which  could  be  distributed  by 
the  conditions  of  acute  obstruction  so  as  to  account 
for  the  syndrome  of  that  condition. 

3.  The  substances  responsible  for  the  toxaemia 
in  acute  obstruction  are  produced  by  the  action 
of  intestinal  bacteria  on  proteins  or  upon  their  split 
products. 

4.  An  injury  to  the  intestinal  mucosa,  particu- 
larly that  resulting  from  disturbances  of  the  blood 
supply  to  the  intestine,  greatly  facilitates  the  absorp- 
tion of  such  poisons.  The  work  of  Hartwell  and  his 
associates  and  that  of  Murphy  and  Brooks  on  this 
point  are  confirmed.  G.  E.  Beilby. 

Jalaguier:  Indications  for  the  Surgical  Treatment 
of  Acute  Appendicitis  (Indications  du  traitement 
chirurgical  de  I'appendicite  aigue).  Bull.  Acad,  de 
m6d.,  Par.,  1919,  Ixxxii,  65. 

Jalaguier's  paper  is  a  criticism  of  Tenon's  recent 
article  advocating  operation  especially  in  the  early 
stages  of  appendicitis. 

Jalaguier,  with  an  experience  of  thirty  years,  has 
always  been  a  resolute  adversary  of  the  doctrine  of 
systematic  intervention,  a  doctrine  which  reduces 
all  indications  to  a  single  mathematical  formula, 
i.e.,  diagnosis  of  appendicitis = operation.  This 
doctrine  is  dangerous  because  it  is  not  necessarily 
true  that  if  the  diagnosis  is  correct  and  the  opera- 
tion is  properly  performed  death  will  not  result. 

Appendicitis  is  not  always  typical.  It  varies  as 
to  it^  origin  and  also  as  to  its  virulence. 

Jalaguier  is  not  an  abstentionist  as  regards  opera- 
tion. He  is  an  opportunist.  By  detailed  clinical 
study  he  seeks  the  operative  indications  in  each 
individual  case.  He  believes  that  a  case  of  appendi- 
citis  observed   from    the   beginning,    treated   and 


directed  by  an  experienced  surgeon,  may  be  kept 
under  such  observation  without  danger.  Signs  and 
symptoms  by  which  the  advisability  of  operation 
may  be  judged  are  always  present. 
•  The  principal  phenomena  which  develop  within 
from  six  to  twenty-four  hours  after  the  onset  of  an 
acute  appendicitis  and  indicate  operation  are  as 
follows:  ice  applied  to  the  abdomen  does  not  give 
relief,  the  facial  expression  does  not  change  or 
changes  for  the  worse,  vomiting  persists  or  re- 
appears after  a  remission,  the  temperature  rises  and 
there  is  a  disturbance  in  the  normal  relationship 
between  the  temperature  and  the  pulse,  the  local 
pain  becomes  increased,  and  the  abdominal  wall  re- 
mains retracted  and  wooden  or  shows  a  tendency  to 
become  swollen.  Any  of  these  symptoms  is  an 
indication  for  operation,  and  if  several  are  observed 
the  indication  is  stronger. 

Although  the  author  has  no  general  statistical 
figures  to  submit,  he  states  that  his  operative  mortal- 
ity in  acute  cases  has  been  only  3  or  4  per  cent. 

Very  frequently  if  the  appendicular  and  intestinal 
phenomena  are  properly  treated  they  will  evolve 
favorably  and  the  appendix  can  be  removed  in  the 
"cold"  period  under  infinitely  better  conditions 
than  if  the  operation  is  carried  out  during  full  in- 
fection. However,  when  the  symptoms  and  signs 
mentioned  are  noted,  operation  should  not  be 
delayed. 

Abstention  from  operation  necessitates  hospital 
supervision  of  the  patient  by  the  surgeon  himself 
assisted  by  capable  help  who  will  rigorously  carry 
out  the  treatment  and  constantly  watch  develop- 
ments. Otherwise  it  is  best  to  operate  at  once  as 
Tenon  urges. 

Summing  up  bis  views,  Jalaguier  states  that  in 
appendicitis  as  in  all  diseases  amenable  to  surgical 
treatment  we  should  begin  by  studying  the  patient 
in  order  to  arrive  at  a  correct  diagnosis  and  operate 
only  on  the  basis  of  definite  knowledge.  By  so 
doing  there  is  no  loss  of  valuable  time  and  the 
patient's  recovery  is  not  prejudiced.  Hasty  opera- 
tions and  diagnostic  errors  are  avoided. 

Jalaguier  believes  that  systematic  operation  leads' 
to  the  error  of  operating  upon  cases  of  cholecystitis, 
intermittent  hj^drbnephrosis,  and  other  conditions 
as  cases  of  appendicitis.  The  differential  diagnosis 
is  not  always  easy. 

In  discussing  one  type  of  appendicitis  Jala- 
guier differs  from  Tenon  definitely  as  regards  opera- 
tion. This  is  the  acute  type  which,  having  evolved 
for  a  time,  has  given  rise  to  an  indurated  mass 
with  relatively  recent  adhesions  to  the  wall, 
the  iliac  fossa,  and  the  liver.  In  such  instances 
operation  in  the  early  stages  is  always  extremely 
difficult  and  it  is  hard  to  find  and  dissect  the  appen- 
dix from  the  surroimding  mass.  Under  proper 
treatment  the  exudates  may  be  resorbed  and  a 
prudent  drainage  operation  will  often  suffice,  mak- 
ing it  possible  to  delay  the  removal  of  the  appendix 
until  some  months  later  when  conditions  are  more 
favorable.  W.  A.  Brennan. 
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LaRoque,  G.  P.:  Appendicitis  with  Abscess  and 
Diffuse  Peritonitis;  Results  of  Operations  in 
101  Cases.    Mississippi  Valley  M.  J.,  1919,  xxvi, 

224. 

It  is  the  duty  of  all  surgeons  to  report  their 
personal  results  and  to  invite  comparison  with  the 
results  of  other  surgeons  in  the  community. 

The  first  question  to  decide  after  a  diagnosis  of 
appendicitis  is  made  is  whether  or  not  the  patient 
should  be  operated  upon  immediately.  This 
question  must  be  answered  on  the  basis  of  the 
conditions  of  the  individual  case. 

The  second  question  is  whether  or  not  the  patient 
should  be  sent  to  the  nearest  hospital  or  to  a  hospital 
at  a  distance  where  there  may  be  a  better  surgeon. 
This  can  be  answered  only  by  making  a  comparison 
of  results. 

Of  the  600  patients  with  appendicitis  operated 
upon  by  the  author,  loi  (16  per  cent)  had  abscesses; 
in  25  the  abscess  had  ruptured  and  caused  diffuse 
peritonitis.  All  of  these  patients  with  abscesses 
had  been  sick  for  more  than  forty-eight  hours, 
some  for  two  weeks,  some  for  three  weeks,  and  one, 
who  had  been  treated  for  typhoid  fever,  for  a 
period  of  four  weeks.  All  of  them  had  been  given 
some  sort  of  cathartic  during  the  acute  attack. 

In  100  other  cases  of  acute  appendicitis  in 
which  neither  cathartics  nor  food  had  been 
given  and  morphine  had  been  prescribed  to 
quiet  peristalsis,  not  one  case  required  drain- 
age. These  patients  were  not  operated  upon  im- 
mediately, but  were  taken  some  distance  before 
operation.  It  is  generally  agreed  that  under  the 
treatment  they  received  immediate  surgical  inter- 
vention is  unnecessary.  In  the  cases  of  40  per  cent 
of  these  patients,  traveling  in  various  conveyances  for 
some  distance  for  operation  did  not  affect  their 
condition,  and  the  rest  seemed  to  be  beneficial. 
•  Emergency  work  by  an  inferior  surgeon  should 
give  place  to  treatment  by  a  skilled  surgeon  unless 
the  former  can  demonstrate  an  operative  mortality 
of  less  than  3  per  cent. 

A  simple  appendectomy  should  not  be  performed 
before  time  is  taken  to  make  a  thorough  diagnosis, 
since  some  other  condition  may  be  present.  This  is 
especially  true  in  women  in  whom  pelvic  troubles 
sfre  not  infrequent.  In  5  per  cent  of  the  author's  500 
pelvic  cases  there  had  been  a  previous  operation  for 
appendicitis.  In  these  cases  he  has  waited  for 
weeks  that  he  might  make  a  correct  diagnosis,  and 
at  operation  has  used  an  incision  which  was  adequate 
for  the  pathology  present.  Ninety-seven  per  cent 
of  the  author's  abscess  cases  are  cured  as  a  result 
of  this  method. 

Removal  of  the  appendix  at  the  time  that  an 
abscess  is  drained  would  seem  to  be  the  ideal  pro- 
cedure but  must  be  decided  upon  in  the  individual 
case  on  the  basis  of  the  risk  to  the  patient's  life  in 
searching  for  a  hidden  appendix.  The  author  re- 
moved the  appendix  in  94  of  his  loi  cases,  and  is 
anxious  to  obtain  the  statistics  of  other  surgeons 
who  do  not  remove  the  appendix  in  cases  of  abscess. 


Removal  of  the  appendix  at  the  time  of  drainage 
saves  life,  decreases  the  length  of  time  required  for 
the  healing  of  the  sinus,  and  obviates  the  necessity 
for  a  second  operation  for  recurrent  illness. 

Of  the  three  patients  who  died  in  the  author's 
series  of  loi  ca^es,  one  had  a  large  hole  with  diffuse 
peritonitis  seven  days  after  the  operation,  and  two 
were  boys  who  were  almost  moribund  with  cathar- 
tic peritonitis  at  the  time  of  operation.  Those  who 
were  cured  remained  in  bed  for  from  twelve  to 
eighteen  days.  Two  men  had  femoral  phlebitis  in 
the  right  thigh.  No  wound  infection  nor  haematoma 
occurred.  One  woman  with  associated  pelvic  disease 
had  an  annoying  sinus  of  the  abdominal  wall. 
In  three  instances  a  faecal  fistula  followed  the 
operation.  One  of  these  occurred  in  a  boy  and 
healed  in  three  weeks.  The  other  two  patients  had 
intestinal  tuberculosis.  Four  dilatations  of  the 
stomach  were  promptly  relieved  by  lavage.  Two 
infants  with  acidosis  and  in  stupor  were  relieved 
by  rectal  injections  of  soda  water. 

No  respiratory  diseases  developed  after  operation, 
and  there  was  no  postoperative  obstruction,  haemor- 
rhage, secondary  peritonitis,  abscess,  anaesthetic 
disaster,  or  catastrophe.  A  postoperative  hernia 
developed  in  only  one  case,  and  the  author  concludes 
that  this  complication  is  rare.  M.  H.  Hobart. 

Back,  I.:    Carcinoma    of    the   Rectum:    Choice 
of  Operation.  Lancet,  1919,  cxcvii,  421. 

The  author's  percentage  of  operable  cases  is 
exceedingly  low,  slightly  under  30  per  cent;  40  of 
100  are  operable  in  the  female,  while  only  20  of  100 
are  operable  in  the  male. 

In  considering  the  early  stages  of  the  disease  the 
author  states  that  carcinoma  of  the  rectum  starts 
as  a  small  ulcer  or  polypoid  growth.  The  lack  of 
attention  given  this  condition  seems  to  be  due  to 
absence  of  symptoms  rather  than  procrastination. 

Examination  of  the  rectum  under  ether  is  ad- 
vised, with  the  view  of  ascertaining  the  following 
facts:  (i)  the  extent  of  the  growth  in  both  direc- 
tions; (2)  the  nature  of  the  growth;  (3)  the  mobility 
of  the  growth;  and  (4)  the  enlargement  of  the 
lumbar  glands  and  the  liver. 

If  the  growth  appears  inoperable  an  immediate 
colostomy  is  advised  for  the  following  reasons: 
(i)  the  patient  will  become  weaker  as  time  goes  on; 
(2)  if  the  surgeon  awaits  obstruction  the  bowel  will  be 
somewhat  dilated  and  hypertrophied  and  this  will 
cause  technical  difficulties;  (3)  the  deflection  of 
intestinal  contents  from  a  growth  will  tend  to  retard 
its  progress;  and  (4)  it  will  relieve  intestinal  stasis. 

Hypogastric  colostomy  is  preferred  because  of  the 
ease  with  which  it  may  be  cared  for  by  the  patient 
and  the  fact  that  the  rectus  abdominis  often  de- 
velops the  power  of  a  sphincter. 

Emphasis  is  placed  upon  the  importance  of  com- 
bating the  idea  that  a  colostomy  is  intolerable. 

The  contra-indications  to  radical  operation  are: 
(i)  general — age,  metastasis,  and  cachexia;  and  (2) 
local— the  extent  of  the  growth  and  its  fixation. 


14 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


The  author  is  convinced  that  any  operation 
which  is  intended  to  leave  a  normal  anus  (that  is,  an 
operation  which  does  not  end  with  a  colostomy) 
is  a  poor  operation.  Under  this  head  he  includes: 
(i)  the  transsacral  excision  of  the  growth,  with  end- 
to-end  anastomosis,  which  often  leads  to  recurrence 
and  stricture;  (2)  abdomino-anal  operations  which 
are  frequently  followed  by  stricture  and  difficulty 
in  defaecation;  and  (3)  the  Kraske  operation. 

As  satisfactory  radical  operations  he  considers: 
(i)  a  combined  abdominoperineal  operation,  and 
(2)  a  colostomy  with  later  a  high  perineal  excision. 

In  brief,  the  first  operation  consists  of  making  a 
permanent  colostomy  with  the  upper  end  of  the 
divided  sigmoid  or  descending  colon,  and  recon- 
structing the  pelvic  peritoneum  over  the  lower 
portion  of  the  divided  bowel.  This  is  then  removed 
by  the  posterior  route.  The  second  operation  con- 
sists of  a  primary  hypogastric  colostomy  followed  in 
a  fortnight  by  posterior  excision  of  the  rectum  and 
sigmoid  above  the  growth,  the  bowel  being  completely 
surrounded  with  peritoneum.  The  severed  end  of 
bowel  is  closed  and  allowed  to  drop  back  into  the 
peritoneal  cavity. 

The  abdominoperineal  operation  is  the  more 
radical  and  has  the  higher  mortality.  The  author 
prefers  the  colostomy  followed  by  high  perineal 
excision,  a  two-stage  procedure.  This  operation 
offers  the  patient  as  good  a  chance  with  less  risk 
than  any  other. 

The  common  causes  of  death  are:  (i)  shock; 
(2)  peritonitis;  and  (3)  intestinal  obstruction. 

The  conclusions  drawn  are  as  follows: 

1.  Only  30  per  cent  of  cases  of  carcinoma  of  the 
rectum  admit  radical  operation  when  first  seen. 

2.  When  radical  operation  is  impossible  a  hypo- 
gastric colostomy  should  be  done  at  once. 

3.  Radical  operations  which  are  intended  to 
retain  the  anal  canal  are  pathologically  unsound. 

4.  There  are  only  two  sound  radical  operations: 
(i)  colostomy  followed  later  by  intraperitoneal 
excision  by  the  perineal  route,  and  (2)  an  abdomino- 
perineal operation. 

5.  Of  these,  the  former  is  better  except  when  the 
growth  is  at  the  rectosigmoid  juncture. 

J.  A.  H.  Magoun. 

LIVER,  PANCREAS,  AND  SPLEEN 

Lyon,  B.  B.  V.:  Diagnosis  and  Treatment  of 
Diseases  of  the  Gall-Bladder  and  Biliary 
Ducts:  Preliminary  Report  on  a  New  Method. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  980. 

Following  the  suggestion  of  Meltzer  regarding 
the  use  of  magnesium  sulphate  solution  deposited 
in  the  duodenum  to  relax  the  common-duct  sphincter, 
the  author  made  about  one  thousand  observations 
in  over  one  hundred  cases  to  determine  its  value  as  a 
diagnostic  and  therapeutic  measure. 

After  rinsing  the  mouth  with  permanganate  and 
zinc  chloride  solution,  the  duodenal  tube  is  passed 
in  the  usual  way.    It  reaches  the  duodenum  in  from 


fifteen  to  forty-five  minutes,  a  fact  which  is  deter- 
mined by  the  duodenal  tug,  the  character  of  the 
aspirated  fluid,  and  the  failure  to  recover  imme- 
diately by  vacuum  aspiration  the  material  swal- 
lowed. When  once  the  tube  is  in  the  duodenum,  one 
barrelful  of  air  from  a  30  cubic  centimeter  syringe 
is  introduced  to  balloon  the  duodenum  in  order  to 
prevent  traumatism  to  its  mucosa. 

The  first,  or  duodenal,  aspiration  should  be  bile- 
free,  pearly  gray,  of  syrupy  consistency,  fairly 
transparent,  and  with  a  small  amount  of  flaky  sedi- 
ment. The  presence  of  bile  during  starvation 
means  a  lesion  of  the  organs  related  to  this  intes- 
tinal zone. 

From  50  to  100  cubic  centimeters  of  sterile  25 
per  cent  saturated  solution  of  magnesium  sulphate 
are  then  introduced  and  aspiration  in  a  second  sterile 
bottle  is  begun.  In  from  two  to  ten  minutes  the 
aspirated  material  is  stained  a  light  yellow. 

In  from  one  to  three  minutes  a  sudden  transition 
occurs.  The  bile  becomes  darker  and  more  viscid, 
but  remains  transparent.    This  is  gall-bladder  bile. 

When  the  gall-bladder  bile  is  replaced  by  a  lighter 
yellow,  thinner,  and  usually  *  transparent  bile  of 
intermittent  flow,  a  fresh  liver  supply  is  being  ob- 
tained. 

Pathologic  states  of  the  biliary  tract  alter  the 
appearance  and  character  of  the  bile  from  the  dif- 
ferent regions,  and  in  the  various  aspirated  fluids 
the  author  has  noticed  the  evidence  of  exudate. 

In  one  case  three  small  faceted  stones  and  a  gritty 
sand-like  bile  were  aspirated.  Subsequent  opera- 
tion revealed  a  walnut-sized  calculus  in  the  common 
duct  and  several  small  stones  in  the  gall-bladder. 

The  method  described  may  be  of  value  in  effect- 
ing drainage.  The  author  believes  that  nine  cases  of 
catarrhal  jaundice  were  shortened  from  an  average 
duration  of  thirty-five  days  to  seventeen  days. 

It  should  be  emphasized  that  to  effect  relaxation 
of  the  common-duct  sphincter  the  solution  used 
must  be  deposited  directly  within  the  duodenum. 

The  article  is  a  brief  and  preliminary  report  to  be 
followed  by  further  details  of  the  author 's  experience 
with  magnesium  sulphate  and  other  solutions. 

K.  L.  Vehe. 

MISCELLANEOUS 

Dandy,  W.  E.:    Pneumoperitoneum.    Ann.  Surg., 
1919,  kx,  378. 

The  author  presents  an  additional  method  by 
which  a  diagnosis  of  perforation  of  the  alimentary 
canal  may  be  made. 

A  detailed  report  is  given  of  the  case  of  a  patient 
with  typhoid  who  was  believed  to  have  a  perfora- 
tion of  the  intestine.  Before  opening  the  abdomen 
an  X-ray  was  taken  of  the  chest  to  exclude  tuber- 
culosis. The  plate  revealed  gas  between  the  liver 
and  diaphragm,  thus  clinching  the  diagnosis  of  per- 
foration which  was  found  at  operation. 

The  location  of  the  gas  will  depend  on:  (i)  the 
position  of  the  body,  and  (2)  the  amount  of  gas.    It 
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is  possible  to  determine  only  that  a  perforation  is 
present;  it  is  not  possible  to  determine  the  origin  of 
the  gas  in  the  abdomen.  The  examination  is  of 
value  chiefly  when  perforation  develops  insidiously 
and  in  cases  of  trauma  in  which  other  conditions 
mask  those  of  perforation. 

The  author  reports  experiments  (illustrated  by 
plates)  in  which  air  was  artificially  introduced  into 
the  abdominal  cavities  of  several  dogs.  The  result- 
ing pictures  give  a  remarkably  sharp  definition  of 
the  abdominal  contents. 

The  conclusions  drawn  are: 

1.  Perforation  of  the  intestines  or  the  stomach 
can  be  diagnosed  by  the  X-ray  findings — pneumo- 
peritoneum. 

2.  The  escaping  intestinal  gases  accumulate  under 
the  diaphragm  if  the  head  is  elevated.  The  roent- 
genogram shows  the  diaphragm  and  liver  sharply 
outlined  and  a  collection  of  air  separating  them. 

3.  Localized  collections  of  gas  in  the  abdominal 
walls,  the  buttocks,  etc.,  may  betray  a  colon  infec- 
tion and  therefore  an  abscess  resulting  from  a  per- 
forated bowel. 

4.  An  artificial  pneumoperitoneum  may  be  pro- 
duced by  injecting  air  into  the  peritoneal  cavity. 

5.  In  the  production  of  pneumoperitoneum  air 
is  superior  to  other  gases  because  it  can  be  obtained 
so  readily  and  it  is  not  necessary  to  sterilize  it. 

6.  Nearly  all  the  abdominal  organs  can  be  sharply 
defined  in  the  roentgenogram  after  the  introduction 
of  air  into  the  peritoneum.  Even  the  intestinal 
walls  are  sharply  outlined. 

7.  As  it  makes  it  possible  to  determine  the  size, 
shape,  and  position  of  the  abdominal  organs,  induced 
pneumoperitoneum  should  prove  to  be  of  great 
value  in  the  localization  and  diagnosis  of  intra- 
abdominal lesions.  P.  M.  Chase. 


Rosenblatt,    J.:     Pneumoperitoneum.    N.    York 
M.  J.,  1919,  ex,  501. 

A  case  of  accidental  pneumoperitoneum  is  re- 
ported in  full  and  comments  are  made  on  the  X-ray 
study  of  the  condition. 

During  an  attempted  pneumothorax  for  tuber- 
culosis, air  was  introduced  into  the  abdominal 
cavity  instead  of  the  pleural  cavity.  This  was 
discovered  at  the  X-ray  study  of  the  chest.  Num- 
erous plates  were  taken  until  the  air  was  absorbed. 
At  no  time  did  the  patient  show  signs  of  abdominal 
distress  or  symptoms.  An  excellent  opportunity 
was  afforded  for  the  study  of  intra-abdominal  pres- 
sure. 

The  following  observations  were  made: 

1.  When  the  patient  was  in  the  right  lateral 
posture  and  the  needle  was  introduced  just  below 
the  left  side  of  the  diaphragm,  the  initial  manometric 
readings  before  any  air  was  introduced  were  —3 
centimeters  of  water  on  expiration  and  —2  centi- 
meters on  inspiration.  After  500  cubic  centimeters 
of  air  were  introduced,  the  readings  were  —2  on 
expiration  and  o  on  inspiration. 

2.  Three  days  later  with  the  patient  in  the  same 
position  and  the  needle  introduced  in  the  same  area, 
the  initial  manometric  readings  were  —  2  on  expira- 
tion and  —I  on  inspiration.  After  1,000  cubic 
centimeters  of  air  were  introduced,  the  pressure 
rose  to  -l-i  on  expiration  and  -|-2  on  inspiration. 

3.  When  the  same  procedjLire  was  repeated  about 
one  week  later,  the  initial  readings  were  again  —2 
on  expiration  and  —  i  on  inspiration. 

From  the  roentgenological  point  of  view  it  was 
demonstrated  that  the  definition  of  the  abdominal 
contents  is  much  clearer  and  sharper  than  when 
there  is  no  air  in  the  peritoneal  cavity. 

P.  M.  Chase. 
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DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS.   GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES 

Knerr,  E.  B. :  Osteosarcoma  —  Roentgen  Ray 
Treatment — A  Case  Report.  /.  Missouri  M. 
Ass.,  1919,  xvi,  251. 

The  salient  point  in  the  roentgen-ray  diagnosis 
of  malignant  from  non-malignant  bone  tumors  is 
that  the  former  invade  the  surrounding  tissues  and 
destroy  their  identity  while  the  latter  are  limited 
beyond  the  new  bone  deposits  by  a  clearly  defined 
border.  The  limited  tumor  is  non-invading,  does 
not  destroy,  and  may  be  excised  with  impunity. 

Hitherto  the  pathologist  has  been  relied  upon  to 
determine  the  diagnosis  from  microscopic  sections 
of  excised  portions.  Such  excisions,  however,  are 
known  to  be  highly  provocative  of  metastases  and 
are  condemned  if  the  diagnosis  can  be  made  by  other 
means. 


The  case  report  is  that  of  a  sarcoma  of  the  tibia 
in 'a  girl  of  13  which  somewhat  resembled  osteomye- 
litis but  was  differentiated  by  areas  of  bulging  and 
especially  by  "rays"  of  new  bone  shooting  out  from 
the  margin  and  perpendicular  to  the  shaft.  Marked 
improvement  under  roentgen-ray  therapy  has  con- 
tinued for  more  than  a  year.  D.  R.  Bowen. 

Grant,  J.  W.  G.:   Progressive  Myositis  Ossificans. 

Brit.  J.  Surg.,  1919,  vii,  138. 

The  author  reports  a  case  of  progressive  myositis 
ossificans  in  a  girl,  aged  4  years,  whose  complaint 
was  pain  and  stiffness  in  the  back  and  shoidders. 
A  radiograph  showed  large  irregular  plates  of  bone 
in  the  erector  spinae,  latissimus  dorsi,  pectoraUs 
major,  and  teres  major  muscles.  The  arms  were 
fixed  in  1 5  to  20  degrees  adduction  and  the  scapulae 
fixed  to  the  chest  wall. 

While  surgery  gives  good  results  in  traumatic 
myositis  ossificans,  in  the  progressive  form  the  re- 
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formation  of  bone  makes  the  prognosis  unfavorable. 
The  author  operated  and  gained  abduction  to  45 
degrees  but  within  a  few  months  the  bone  plate  had 
re-formed.  H.  W,  Meverding. 

McWilliams,  C.  A.,  and  Hetzel,  W.  B.:  Report  of 
82  Cases  of  Knee- Joint  War  Injuries.  Ann. 
Si4rg.,  1919,  Ixx,  257. 

The  authors  tabulate  the  results  obtained  by 
them  in  82  cases  of  knee-joint  war  injuries  from 
Evacuation  Hospital  No.  i  with  remarks  on  the 
Wiilems  treatment  by  immediate  closure  and  subse- 
quent mobilization  and  comments  on  the  surpris- 
ingly good  functional  results  obtained  by  Wiilems. 
In  comparison,  the  results  obtained  in  the  A.  E.  F. 
by  the  use  of  the  old-time  immobilization  method, 
even  though  somewhat  modified  by  the  direction  of 
earlier  motions,  suffer  markedly,  particularly  in  the 
septic  cases.  The  causes  of  these  results  were  thre6: 
incomplete  knowledge  of  Wiilems'  treatment,  an 
insufficient  nursing  staff,  and  too  early  evacuation 
of  the  patients. 

Of  73  cases  operated  upon  in  Evacuation  Hospital 
No.  I  for  knee-joint  injuries,  57  (78  per  cent)  re- 
mained clean.  These  cases  were  not  treated  exactly 
as  Wiilems  directs  because  of  different  methods 
used  in  the  American  Army,  and  the  authors  believe 
that  better  results  would  have  been  obtained  if  the 
technique  advocated  had  been  employed. 

Drainage  followed  by  immediate  mobilization  is 
much  better  than  any  other  method  as  no  stagnant 
pools  of  pus  are  left.  If  the  motion  is  frequent  and 
sufficiently  vigorous,  the  pus  is  expelled  as  it  forms. 
The  mobilization  is  intended  as  much  to  afford  ade- 
quate drainage  as  to  preserve  the  joint  movements. 
Adequate  drainage  is  necessary  to  confine  the  in- 
fection to  the  synovial  membrane  and  to  prevent 
its  spread  to  the  cartilage  and  bone. 

In  septic  cases  there  are  three  chief  indications: 
first,  adequate  incisions  for  efficient  drainage;  sec- 
ond, active  motions  to  be  begun  immediately  after 
operation  and  continued  unceasingly;  and  third, 
the  patient  should  not  be  evacuated  to  another 
hospital  within  ten  days  of  the  operation. 

The  operative  technique  consists  in  a  careful  ex- 
cision of  all  traumatized  and  infected  soft  tissues, 
removal  of  the  foreign  body,  removal  of  the  con- 
tused edges  of  the  capsule  and  synovial  wound,  irri- 
gation of  the  joint  with  Dakin's  solution  followed  by 
ether,  and  complete  closure  of  the  capsular  rent*. 

Just  as  soon  as  the  patient  recovers  from  the  effects 
of  the  anaesthetic,  he  is  made  to  move  the  articula- 
tion actively  in  bed.  Passive  motions  are  painful, 
set  up  inflammatory  reaction,  and  subsequently 
may  cause  the  rupture  of  an  extra-articular  abscess 
into  the  joint.  The  sooner  active  motions  are  begun 
after  the  operation  the  less  the  pain  because  the  peri- 
articular structures  do  not  have  time  to  become  in- 
filtrated with  exudate.  On  the  second  or  third  day 
the  patient  is  made  to  get  out  of  bed  and  take  a  few 
steps  without  crutches. 

When  frank  pus  is  evident,  either  from  signs  of 


inflammation  or  bacteriological  examination,  thor- 
ough drainage  must  be  established,  the  joint  washed 
out  with  Dakin's  solution,  and  active  motion  begun 
at  once.  Walking  is  important  because  the  muscu- 
lar contractions  compress  the  joint  and  cause  a 
marked  increase  in  the  expulsion  of  pus.  The 
patient  is  made  to  walk  the  day  after  the  operation 
without  crutches.  It  is  very  important  that  a  suffi- 
cient number  of  drainage  openings  be  made  to  allow 
for  the  adequate  escape  of  the  pus. 

Patients  treated  by  this  method  never  have  any 
serious  change  in  their  general  condition,  even  dur- 
ing the  early  febrile  period,  and  they  do  not  fear 
movement  as  do  those  whose  joints  are  immobilized. 

H.  A.  McKnight. 

Alexander,  C.  B. :  The  Pathology  and  Treatment  of 
Stiff  Knee  in  Relation  to  Compound  Fracture 
of  the  Femur.  Brit.  M.  J.,  1919,  ii,  339. 

Stiffness  of  the  knee  following  compound  fracture 
may  be  due  to  articular,  peri-articular,  or  muscular 
conditions.  The  author  deals  chiefly  with  the 
changes  in  the  quadriceps,  calling  attention  to  the 
pathologic  changes  taking  place  in  this  muscle  in 
compound  fracture  with  sepsis,  i.e.,  sinus  formation, 
loss  of  function,  and  a  fibrosis  which  causes  shorten- 
ing and  loss  of  contractility  and  extensibility. 
Not  only  is  the  muscle  substance  shortened  and 
replaced  by  scar,  but  changes  in  the  lymph  in  the 
capillaries  surrounding  the  individual  muscle  fibers 
aid  in  the  prevention  of  normal  function. 

In  the  treatment,  perimuscular,  peri-articular,  and 
intramuscular  adhesions  and  contracted  and  im- 
perfectly functioning  muscle  cells  are  to  be  dealt 
with.  The  principle  cause  of  loss  of  motion,  how- 
ever, is  to  be  found  in  the  quadriceps.  The  author 
advises:  (i)  prophylactic  measures  such  as  chemical 
sterilization,  removal  of  all  sequestra,  and,  when 
possible,  early  secondary  closure  of  woimds;  (2) 
the  destruction  of  scar  tissue  binding  the  muscle 
to  the  bone  and  of  all  intramuscular  and  peri- 
articular adhesions;  and  (3)  the  restoration  of  nor- 
mal functions  of  contractility  and  extensibility 
and  stimulation  of  the  growth  of  yoimg  muscle 
cells. 

The  Bristow  faradic  coil  loosens  intramuscular 
and  peri-articular  adhesions  and  improves  muscle 
tone.  If  the  fracture  is  united  and  the  patient  out 
of  a  Thomas  splint,  a  small  sand-bag  may  be  placed 
beneath  the  knee  as  he  lies  in  bed  with  the  heel 
off  the  bed.  The  weight  of  the  leg  is  then  sufficient 
to  begin  flexion.  Following  this,  the  knee  should  be 
further  flexed  under  gas  in  order  that  the  remaining 
intramuscular  and  peri-articular  adhesions  may  be 
broken  down.  Massage  and  graduated  contrac- 
tion should  then  be  continued  for  three  days  or  until 
effusion  has  ceased,  when  passive  motion  should  be 
begun.  When  the  patient  is  able  to  bear  his 
weight  and  the  fracture  is  firmly  united,  knee- 
bending  exercises  are  advised  and  passive  motion 
whUe  he  is  lying  face  downward  on  a  table. 

W.  G.  Meyerding. 
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Chutro,  P.:    Infected  Wounds  of  the  Ankle.    /. 

Orthop.  Surg.,  1919,  i,  521. 

Discarding  the  Willems'  treatment  for  lesions  of 
the  ankle  when  the  arthritis  is  accompanied  by  a 
fracture,  Chutro  advocates  the  operation  of  astra- 
galectomy  in  war  fractures  of  the  astragalus  because 
of  the  existing  deformity  which  disables  the  joint 
movement  and  the  retention  of  pus  due  to  the 
partitioning  of  the  synovia. 

Failure  to  secure  suitable  drainage  following  this 
operation,  however,  has  occurred  often,  and  with  it 
there  have  been  other  unfaV-orable  phenomena,  such 
as  chronic  oedema  with  immobile  and  contracted 
toes,  exuberant  bleeding  granulations,  and  complete 
disability.  The  plausible  explanation  is  poor  im- 
mobilization of  the  foot  after  the  operation.  The 
foot  is  at  a  right  angle  but  it  was  dislocated  forward 
instead  of  backward  and  this  brought  about  dis- 
appearance of  the  retromalleolar  space  allowing 
approximation  of  the  tendo  achillis  to  the  bones  of 
the  leg,  a  dorifiexion  contracture  of  the  toes,  a 
plantar  flexion  of  the  forefoot  with  a  consequent' 
and  later  equinus,  a  circulatory  embarrassment  of 
the  nerves  and  vessels  due  to  the  disappearance  of 
the  retromalleolar  space,  and  a  change  in  the  posi- 
tion of  the  foot  allowing  the  os  calcis  to  fall  from  an 
elevation  of  about  1 7  degrees  down  to  the  horizontal. 
Such  lesions  may  be  aggravated  by  lateral  displace- 
ments. The  deformity  may  become  fixed  and  very 
difficult  to  correct.    Often  amputation  is  indicated. 

To  obviate  these  end-results,  Chutro  •  describes 
how  he  fixes  the  foot  with  bronze  wire.  The  in- 
cision is  begun  above  the  external  malleolus,  brought 
down  along  the  anterior  aspect  to  the  line  of  the 
joint,  then  made  transverse  to  the  prominent  tibialis 
tendon,  and  finally  brought  down  2  or  3  centimeters. 
The  wounds  of  entrance  and  exit  are  thoroughly 
cleaned  out,  the  astragalus  is  removed,  and  the  foot 
is  fixed  as  follows:  a  bronze  wire  is  passed 
through  the  skin  and  soft  parts  of  the  inferior  lip  of 
the  wound  near  the  superior  posterior  margin  of 
the  cuboid  and  then  passed  back  across  the  anterior 
border  of  the  malleolus  to  produce  a  backward  dis- . 
location  of  the  foot. 

The  advantages  of  this  fixation  are  that  the  cuboid 
is  brought  close  to  the  external' malleolus,  the  tarsus 
is  projected  backward,  the  anterior  portion  of  the 
OS  calcis  is  kept  above  the  horizontal  plane,,  and 
the  retromalleolar  spaces  are  deepened.  In  this 
manner  the  tendo  achillis  is  kept  taut  and  does  not 
compress  the  vessels. 

The  foot  is  immobilized  completely  at  a  right 
angle,  the  dressings  are  renewed  at  long  intervals, 
and  the  bronze  wire  is  removed  about  the  fifth 
week.  Walking  may  be  begun  about  the  fourth  or 
fifth  week.  R.  G.  Packard. 

Epstein,  S. :  On  Focal  Infection  as  a  Cause  of  Pain- 
ful Heel.   Med.  Rec,  1919,  xcvi,  187. 

The  author  discusses  three  types  of  cases  of 
painful  heel,  those  due  secondarily  to  tonsillar  in- 
fection, oral  infection,  and  gonorrhoea. 


A  young  man,  aged  23,  with  negative  venereal 
history,  developed  sudden  severe  pain,  redness,  and 
swelling  of  the  right  ankle  and  heel  following  an 
attack  of  tonsillitis  four  days  before.  A  week 
later  the  left  heel  became  tender  and  painful,  and 
the  excruciating  tenderness  of  both  heels  prevented 
walking  for  eleven  months.  The  feet  were  manipu- 
lated twice  under  anajsthesia  but  this  and  the  wear- 
ing of  arches  afforded  no  relief. 

The  author  found  marked  tenderness  along  the 
inferior  and  outer  surfaces  of  the  os  calcis  which  on 
X-ray  examination  proved  to  be  due  to  marked 
thickening  of  the  periosteum,  especially  along  the 
under  surface.  This  thickened  periosteum  wai 
curetted  through  a  mid-heel  incision  and  sixteen 
days  later  the  patient  went  to  work  free  from  all 
pain.  In  another  case,  tonsillectomy  was  followed 
by  a  very  rapid  and  permanent  cure. 

As  the  tonsil  is  a  clearing  house  for  mouth  infec- 
tions and  tonsillar  attacks  are  often  due  to  dental 
infections,  arthritic  conditions  are  not  benefited 
until  all  foci  are  eradicated.  Results  after  teeth 
extraction  are  more  striking  than  those  following 
root  amputation.  In  chronic  cases  with  bony  de- 
posits about  the  joints  improvement  is  slow.  Re- 
sults are  very  striking  in  young  subjects,  especially 
when  the  symptoms  are  polyarticular  or  muscular. 

The  third  case  reported  was  that  of  a  physician, 
49  years  old,  who  was  ill  in  bed  for  ten  weeks  with 
osteo-arthritis  of  both  metatarsophalangeal  joints 
of  the  great  toe  following  an  attack  of  grippe  with 
tonsillitis.  The  pain  was  excruciating  and  his 
temperature  reached  102  degrees.  Following  the 
extraction  of  an  infected  last  molar  tooth  and  the 
application  of  plaster  casts  to  the  feet  relief  from 
pain  followed  quickly.  The  patient  resumed  active 
practice  in  three  months. 

The  gonorrhoeal  heel  was  found  to  occur  in 
patients  under  40  years  of  age.  In  this  condition 
the  X-ray  is  indispensable.  The  spur  is  really  a 
hypertrophic  periostitis.  The  heels  should  be 
curetted  only  when  an  extremely  tender  point  or 
an  exostosis  is  demonstrable.       J.  J.  Kurlandee. 

FRACTURES  AND  DISLOCATIONS 

Speed,  K.:    Elementary  and  Applied  Physics  of 
Bone.  Surg.  Clin.  Chicago,  1919,  ill,  1007. 

A  physical  analysis  of  fractures  leads  to  a  better 
understanding  of  their  pathology  and  to  better 
treatment.  Bone  is  not  inert  and  rigid  but  a  tough, 
elastic,  living,  and  growing  tissue.  The  physical 
laws  of  stress  and  strain  must  be  applied  to  it. 

The  calcaneum  crushes  or  cracks  only  under 
great  force.  A  study  of  its  architecture  reveals  an 
extremely  thin  shell  of  compact  tissue  and  two  truss 
systems  in  the  cancellous  bone.  The  system  resist- 
ing compression  force  converges  toward  the  center 
of  the  bone,  while  that  resisting  the  plantar  and 
calf  pull  arches  in  the  long  axis  of  the  bone.  It 
is   the   spongy   bone   that   resists   applied   forces. 

Sixty  per  cent  of  the  total  weight  of  adult  bone 
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Fig.  I.  An  example  of  compression  force  applied  to  a 
long  bone.  The  plane  of  separation  starts  at  a  and  the 
bone  yields  first  from  the  tensile  force  opposite  the  point 
of  compression,  giving  a  more  or  les^s  transverse  fracture 
with  breaking-out  of  the  fragments. 


Fig.  2.  a,  A  bony  cylinder  subjected  to  torsional  vio- 
lence. The  lower  end  represents  the  foot  portion  twisted 
outward  in  the  direction  of  the  arrow,  as  in  an  outward 
slipping  of  the  foot.  The  upper  arrow  indicates  the  re- 
straining force  and  fixed  knee,  b,  The  tendency  of  tubular 
bone  to  unroll  in  response  to  torsional  violence.  The  two 
points  of  beginning  separation  usually  lie  on  the  same 
surface,  one  directly  above  the  other  and  connected  by  a 
plane  of  spiral  separation  of  varying  angles."  c,  Complete 
separation  of  bone  tubular  shaft  which  occurs  experi- 
mentally when  torsional  violence  is  applied. 

is  due  to  calcium  phosphate,  carbonate,  and  fluoride 
with  some  magnesium  phosphate.  It  is  these  salts 
that  make  the  hardness  and  rigidity  of  bone.  In 
health,  calcium  equilibrium  is  maintained  in  the 
bones.  This  is  disturbed  by  disease  and  trauma. 
Information  regarding  the  relative  salt  content  may 
be  obtained  by  roentgen-ray  study. 

Wolff's  law  is  as  follows:  "The  structure  of  bone 
is  determined  by  the  internal  reaction  of  the  indivi- 


Fig.  3.  Left:  An  example  of  an  oblique  fracture  from 
a  slow  moving  force  with  the  broken-out  fragment  on  the 
side  of  the  shaft  exposed  to  the  tensile  force  which  tears 
apart  the  bone  fragments.  Right:  Tracing  of  a  spiral 
fracture  of  the  femur  illustrating  the  mechanism  of  spiral 
separation.  Note  how  nearly  it  conforms  to  the  diagram- 
matic figures. 

dual  bone  to  the  body  weight  and  to  the  stress  and 
strain  of  muscular  activity."  Thus  we  see  a  large 
firm  mass  of  involucrum  about  a  weaker  seques- 
trum; attempts  to  straighten  angular  deform- 
ities in  shaft  fractures  by  building  in  the  con- 
cavity and  removing  the  convexity;  and  the  atrophy 
of  disuse. 

Forces  transmitted  or  applied  to  bones  are  com- 
pressive or  tensile,  with  the  elements  of  torsion, 
flexion,  and  shearing  force  added.  The  analysis 
of  an  acting  force  is  not  always  simple  because  the 
real  factor  in  the  break  may  be  secondary  vibra- 
tions of  rapidly  alternating  forces. 

The  principal  forces  which  fracture  long  bones  are 
either  compression  or  torsion  strains. 

A  force  acting  against  the  axis  of  a  long  bone 
produces  a  corresponding  point  of  maximum  tensile 
force  on  the  shaft  opposite  its  point  of  action. 

From  a  lesser  degree  of  the  latter  force  there  are 
multiple  fracture  planes  which  result  in  a  tearing- 
out  of  fragments. 

A  compression  force  rarely  acts  with  sufficient 
strength  and  rapidity  to  shear  the  bone  transversely. 
Moreover,  it  rarely  acts  at  a  right  angle  to  the  axis 
of  the  bone.  As  usually  one  of  the  fissures  due  to 
the  tensile  force  becomes  the  main  plane  of  separa- 
tion, a  true  oblique  fracture  results. 

Torsion  fractures  are  not  true  oblique  fractures 
because  the  fracture  line  is  spiral  and  the  sharp 
points  of  the  fragments  are  on  the  same  surface  of 
the  bone  while  in  oblique  fractures  they  are  on 
opposite  sides. 
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Torsion  forces  cause  a  separation  in  a  direction 
Opposite  the  applied  force  and  tending  toward  a 
longitudinal  unrolling.  However,  as  no  force  acts 
alone,  flexion  enters  as  a  factor  here  to  contribute 
a  longitudinal  plane  of  fracture  between  the  initial 
points  of  separation. 

Torsion  fractures  of  the  leg  are  usually  due  to 
violent  twisting  of  the  foot  outward  with  the  trunk 
the  fixed  portion,  but  the  foot  may  be  fixed  and  the 
force  come  through  the  trunk.  K.  L.  Vehe. 

Thomas,  T.  T.:  The  Correction  of  Deformity  in 
Fractures  with  a  New  Conception  of  the 
Mechanism  of  Fractures  of  the  Upper  Ex- 
tremity. Ann.  Surg.,  1919,  Ixx,  359. 

The  author  discusses  the  mechanism  producing 
deformities  in  fractures,  especially  those  of  the  upper 
extremities,  from  the  viewpoint  of  the  force  caus- 
ing the  fracture  rather  than  the  pull  of  the  muscles 
following  the  fracture. 

After  a  general  discussion  the  conclusions  drawn 
are  as  follows : 

1.  The  X-ray  is  not  being  used  sufficiently  fre- 
quently to  determine  the  results  of  efforts  at  reduc- 
tion of  fracture  deformity. 

2.  Sufficient  use  of  it  for  this  purpose  would 
probably  demonstrate  the  fact  that  reduction  of  the 
overlapping  of  fragments  in  fractures  of  the  shafts 
of  the  long  bones  without  operation  is  rarely  ac- 
complished. The  contraction  of  the  surrounding 
muscles  caused  by  the  irritation  of  the  fragments 
never  relaxes  until  the  muscle  is  permanently  short- 
ened by  organization  of  the  traumatic  exudate 
which  always  infiltrates  these  muscles  about  the 
fracture.  Probably  no  known  method  of  extension 
can  effectively  overcome  this  contraction. 

3.  Most  fractures  and  dislocations  of  the  upper 
extremity  are  probably  due  to  falls  on  the  hand.  A 
dislocation  is  merely  a  fracture  of  the  skeleton  at  a 
joint  with  displacement  of  the  fragments. 

4.  In  a  fall  the  upper  extremity  is  interposed, 
palm  down  and  elbow  rigidly  extended,  to  break 
the  force  of  the  fall;  therefore,  the  mechanism  by 
which  the  force  is  applied  to  it  is  essentially  the 
same  in  all  falls. 

5.  The  common  and  typical  displacement  in 
fractures  and  dislocations  of  the  upper  extremity 
can  be  more  effectively  explained  by  a  fracturing 
force  such  as  that  described  rather  than  by  the 
theory  of  the  pull  of  certain  special  muscles.  Thus 
the  upward  and  backward  displacement  of  the  lower 
fragment  in  a  CoUes  fracture,  now  universally 
admitted  to  be  due  to  a  fall  on  the  hand,  is  essen- 
tially the  same  as  that  found  in  the  common  posterior 
dislocation  of  the  elbow  and  supracondylar  fracture 
of  the  humerus.  There  is  as  much  evidence  for 
ascribing  these  to  a  fall  on  the  hands  as  the  Colles 
fracture. 

6.  The  typical  displacement  in  fracture  of  the 
surgical  neck  of  the  humerus,  dislocations  of  the 
shou'der  and  acromioclavicular  joints,  and  fracture 
of  the  clavicle  (when  the  humerus  is  placed  in  the 


same  plane  as  the  clavicle),  is  a  downward,  inward, 
and  forward  displacement  of  the  outer  fragment  and 
an  upward  displacement  of  the  inner  fragment.  If 
hyperabduction  at  the  shoulder  is  admitted  to  be 
the  cause  of  the  shoulder  dislocation,  why  should  it 
not  be  held  responsible  for  the  other  three  breaks  in 
the  skeleton  in  this  region?  The  hyperabduction  is 
due  most  frequently  to  falls  on  the  hand,  so  that 
here  as  elsewhere  in  the  upper  extremity,  the  great 
underlying  cause  of  fractures  and  dislocation  is  a 
fall  on  the  hand.  P.  M.  Chase. 

Jean,  G.:   Carpal  Dislocations  (Les  dislocations  du 
carpe).  Arch,  de  med.  el  pharm.  nav.,  1919,  cviii,  24. 

Dislocation  of  a  carpal  is  rare.  The  usual  cause 
is  a  fall  upon  the  hand  when  it  is  in  extension.  The 
type  most  frequently  observed  is  fracture  of  the 
scaphoid  with  luxation  of  the  os  magnum  behind 
and  of  the  semilunar  in  front.  There  is  but  a  fragile 
capsule  uniting  these  two  bones  and  if  the  trauma- 
tism continues  to  increase  the  extension,  the  head 
of  the  OS  magnum  is  easily  pushed  behind  the  semi- 
lunar and  a  backward  luxation  results.  With  a  little 
more  pressure  the  head  of  the  os  magnum  acts  as  a 
lever,  enucleates  the  semilunar  from  its  place  in  the 
first  range,  and  pushes  it  forward.  A  fracture  of  the 
scaphoid  almost  always  accompanies  these  luxa- 
tions. The  wrist  region  is  diffusely  swollen  and  the 
fingers  semiflexed.  The  oedema  is  seen  to  be  antero- 
posterior and  on  palpation  the  carpal  bed  is  found 
filled  by  a  hard,  painful  mass,  the  semilunar.  The 
head  of  the  os  magnum  sometimes  makes  a  salient 
in  the  vicinity  of  the  extensor  tendon  of  the  medius 
and  above  the  empty  bed  of  the  displaced  semilunar. 
Diagnosis  can  usually  be  verified  by  radiographs. 

The  prognosis  is  serious  if  the  injury  is  not  prop- 
erly and  promptly  treated.  Severe  articular 
lesions,  painful  ankylosis  of  the  wrist,  and  permanent 
flexion  of  the  fingers  may  result.  The  treatment  is 
reduction  under  an  anaesthetic.  If  this  is  not  prac- 
ticable the  semilunar  must  be  extirpated.  An 
incision  is  made  along  the  internal  edge  of  the  tendon 
of  the  great  palmar.  After  section  of  the  interior 
annular  ligament  and  displacement  of  the  flexor 
tendons  the  semilunar  may  be  freed  and  extirpated. 
If  the  upper  fragment  of  the  scaphoid  is  adherent 
to  the  semilunar,  it  also  should  be  removed.  The 
use  of  a  plaster  cast  is  not  advisable;  from  the  first 
day  after  operation  active  movements  of  the  wrist 
and  fingers  should  be  instituted. 

The  author  gives  short  histories  of  three  cases, 
two  of  frontward  semilunar  luxation,  backward  luxa- 
tion of  the  os  magnum  and  fracture  of  the  scaphoid, 
and  one  case  of  semilunar  and  radial  luxation  with 
fracture  of  the  neck  of  the  scaphoid. 

W.  A.  Brznnan. 

Peet,  M.  M.:    Fracture  of  the  Acetabulum  with 
Intrapelvic  Displacement  of  the  Femoral  Head. 

Ann.  Surg.,  1919,  Ixx,  296. 

Peet  gives  a  brief  resume  of  the  literature  of  this 
rare  condition,  following  it  with  a  report  of  a  case  of 
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his  own  and  a  discussion  of  the  mechanism  of  acetab- 
ular fracture,  its  signs  and  symptoms,  the  differen- 
tial diagnosis,  the  prognosis,  and  the  treatment. 
Fracture  of  the  acetabulum  with  central  disloca- 
tion of  the  femoral  head  has  a  high  mortality  and  is 
fortunately  rare.  Depression  of  the  trochanter  and 
rectal  palpation  of  the  femoral  head  are  important 
diagnostic  signs,  but  every  case  should  be  X-rayed. 
The  complications,  which  are  frequent  and  severe 
in  nature,  demand  ijjimediate  recognition  and  treat- 
ment. The  successful  repair  of  the  fracture  dis- 
location depends  much  on  its  early  diagnosis. 
Reduction  by  manipulation  is  recommended.  Open 
operation  is  necessary  only  in  the  exceptional  case 
or  for  the  treatment  of  complications.  Resection  of 
the  femoral  head  is  unnecessary.  When  the  dis- 
location is  irreducible,  manipulation  under  general 
narcosis  has  yielded  excellent  results  in  freedom  of 
motion  and  ability  to  use  the  leg. 

E.  C.  ROBITSHEK. 

Phemister,  D.  B.:  Reparative  Surgery  of  War 
Wounds  of  Bone  as  Illustrated  by  Fractures  of 
the  Femur.  Surg.  Clin.  Chicago,  1919,  iii,  807. 

In  cases  of  fractures  among  the  soldiers  sent 
back  from  overseas,  the  problem  presented  is  largely 
that  of  chronic  infection,  long-standing  mal- 
position, and  partial  or  complete  interruption  of 
continuity  resulting  from  loss  of  bone  substance.  The 
most  important  of  these  is  persistent  infection  which 
follows  the  acute  infection  occurring  at  the  time 
of  injury  and  leads  to  a  variable  amount  of  dead 
bone  and  an  alteration  in  the  callus. 

The  fractures  are  usually  comminuted  and  necro- 
sis of  the  splinters  is  common,  especially  when  they 
are  completely  detached.  Loss  of  vitality  is  apt  to 
occur  in  the  ends  of  the  fragments,  especially  when 
they  are  pointed,  and  also  along  the  margins  of 
oblique  fracture  lines.  Destructive  changes  lead 
to  the  formation  of  a  variable  number  of  sequestra. 
The  pieces  of  dead  bone  lie  in  pockets  surrounded 
by  masses  of  exuding  granulations  which  exert  a  more 
or  less  abortive  action  upon  them.  If  the  dead  bone 
is  pocketed  where  the  granulations  have  a  better 
chance  for  attack,  the  absorption  may  be  consider- 
able and  continued  irregular  reduction  in  size  will 
occur.  If  it  lies  in  larger  open  spaces,  however,  and  is 
continually  bathed  in  the  pus  of  discharging  deeper 
portions,  destruction  may  be  very  slight. 

The  new  bone  bridging  the  fracture  is  irregular  in 
its  distribution  according  to  the  location  of  the 
dead  bone.  The  dead  fragments  may  be  gradually 
broken  up,  extruded,  or  absorbed,  in  which  event 
the  sinuses  with  rigid  walls  usually  remain  and  are 
filled  with  granulation  tissue  which  contains  bacteria 
and  is  not  converted  into  scar  tissue.  Thus  the 
sinus  remains  open.  The  cavity  may  be  very  irreg- 
ular, with  several  arms  or  openings.  In  the  medul- 
lary region  tunnel  formation  is  very  common. 

Rational  therapy  is  based  on  the  recognition  of 
the  presence  of  dead  bone  and  its  removal  and  the 
effacement  of  abscess  cavities,  pockets,  and  tunnels. 


This  effacement  is  brought  about  by  the  removal  of 
a  sufficient  amount  of  the  surrounding  new  or  old 
bone  to  allow  the  soft  parts  to  fall  into  the  space 
and  fill  it.  The  incision  or  incisions  are  so  placed 
that  periosteum  and  soft  parts  are  removed  as 
nearly  as  possible  only  from  the  bone  which  is  to 
be  excised.  This  prevents  unnecessary  denuda- 
tion of  bone  to  be  left  which  would  lead  to  its 
infection  and  death.  The  work  may  be  done  in  a 
single  or  two-stage  operation,  depending  on  the 
strength  of  the  callus  and  whether  removal  of  dead 
bone  and  effacement  of  cavities  will  weaken  it  too 
much.  When  the  bone  has  been  much  weakened, 
splinting  or  a  cast  is  essential.  Radical  operation 
should  never  be  attempted  in  the  presence  of  an 
acute  exacerbation.  The  wound  in  the  soft  parts  is 
usually  left  open  and  loosely  packed  with  gauze.  As 
a  rule  even  partial  closure  is  unsafe.  Carrel-Dakin 
technique  is  used  as  a  routine  measure.  Eight 
illustrative  case  histories  are  given.       I.  W.  Bach. 

Driberg,  J. :  Methods  of  Treatment  of  Fractures  of 
the  Femur.  Lancet,  1919,  cxcvii,  311. 

The  author  classifies  the  methods  of  treating 
fractures  of  the  femur  into  two  main  groups,  surgical 
and  mechanical. 

Compound  fractures  require  surgical  treatment. 
This  should  consist  of  excision  followed  by 
packing  with  flavine  or  another  antiseptic  which  is 
left  in  place  for  three  days.  The  wound  should  then 
be  sutured  and  a  rubber  drain  inserted  for  from 
twenty-four  to  forty-eight  hours.  The  same  meas- 
ures are  advised  also  in  civil  practice  when  there  is 
gross  infection.  Haemorrhage  of  secondary  nature, 
which  is  now  more  uncommon  than  formerly,  is 
treated  by  ligation  and  if  necessary  transfusion  of 
normal  gum  saline  solution.  In  all  cases  of  wound 
soiling  1,500  units  of  antitetanus  serum  are  given, 
followed  in  eight  days  by  K  grain  doses  of  morphia 
every  four  hours.  When  tetanus  has  developed, 
from  10,000  to  12,000  units  of  antitetanus  serum 
should  be  given  intramusculaily. 

Mechanical  treatment  requires  an  overhead  frame 
to  allow  suspension.  For  all  fractures  of  the  femur 
the  author  believes  the  Thomas  splint  is  adequate. 
In  some  cases  adhesive  plaster,  Sinclair's  glue,  or 
mastisol  is  used.  Driberg  discusses  also  various 
traction  apparatus,  calipers,  steel  pins,  screws,  and 
Schutro's  stirrup.  The  calipers  are  best  unless 
contra-indicated  as  they  allow  earlier  union,  joint 
movements,   and  massage,   and  provide  traction. 

The  various  fractures  of  the  upper,  middle,  and 
lower  one-third  of  the  femur  are  discussed  with 
special  reference  to  the  method  of  treatment  by 
means  of  the  Thomas  splint  and  the  knee-flexion 
splint.  Emphasis  is  laid  upon  the  importance  of 
daily  observation  and  the  value  of  radiographs 
taken  at  intervals  of  from  two  to  three  weeks.  Mas- 
sage of  the  limb  and  passive  motion  of  the  knee- 
joint  during  the  first  three  weeks  are  recommended. 
The  latter  should  be  done  by  the  medical  attendant 
himself. 
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Radiographs  and  palpation  are  of  importance  in 
determining  the  length  of  time  the  leg  should  be 
kept  in  the  Iplint.  Usually  the  author  gets  the 
patient  up  with  "walking  calipers."  These  consist 
of  a  Thomas  knee-splint  with  the  lower  end  cut  off 
and  the  loose  points  turned  in  and  fitted  into  a  hole 
drilled  through  the  heel  of  the  boot.  At  the  end  of 
six  months  of  walking  with  the  caliper  boots  they 
may  be  discarded  as  the  X-ray  will  show  the  pres- 
ence of  a  firm,  hard  callus. 

In  the  discussion  of  complications  are  included 
mal-union,  delayed  union  (up  to  twelve  months), 
and  non-union  (after  twelve  months),  tetanus,  nerve 
lesions,  neuralgic  pains,  and  stiffness. 

In  conclusion  it  is  stated  that  by  the  methods 
described  a  perfect  result  can  be  obtained  in  the 
vast  majority  of  cases.  However,  a  fracture  of  the 
femur  requires  constant  care  and  attention  to  detail. 
The  adjustment  of  the  slings,  the  maintenance  of 
extension,  the  movements  of  the  knee-joint,  the 
correct  suspension  with  slight  eversion  of  the  limb, 
the  prevention  of  foot-drop,  the  use  of  massage,  and 
the  upkeep  of  the  general  health  and  nutrition,  each 
plays  its  part  in  the  attainment  of  perfection,  and 
if  anyone  of  these  factors  is  neglected  the  result  is 
apt  to  be  disappointing.  H.  W.  Meyeeding. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Donoghue,  F.  D. :  Surgical  Treatment  to  Prevent 
and  Minimize  Permanent  Disabilities.  Boston 
M.  &"  S.  J.,  1919,  clxxxi,  364. 

Permanent  disabilities  may  be  prevented  and 
minimized  by  proper  surgery. 

Cases  should  not  be  sent  to  institutions  not 
properly  equipped  to  render  the  correct  diagnosis 
and  treatment,  nor  to  the  unqualified  surgeon.  The 
two  great  causes  of  deformity  of  the  hand  are  sepsis 
and  fracture.  A  great  many  cases  of  sepsis  occur 
as  a  result  of  placing  too  many  sutures  too  tightly 
in  a  small  skin  wound.  Nearly  all  skin  wounds  due 
to  industrial  accidents  may  be  treated  by  the  care- 
ful application  of  perforated  adhesive  plaster  with 
a  sterile  dressing  and,  most  important,  a  splint. 
These  cases  do  better  with  a  dry  dressing,  probably 
because  long-continued  soaking  renders  the  sub- 
cuticular tissues  a  good  culture  medium  for  bacteria. 

A  poorly  reduced,  an  unrecognized,  or  a  slipped 
fracture  of  a  metacarpal  bone  will  cause  a  greater 
period  of  disability  than  a  poorly  treated  Colles 
fracture.  The  average  period  of  disability  from  an 
impacted  Colles  fracture  is  about  eight  weeks.  The 
metacarpal  bones  are  in  close  relation  to  seven 
tendons  each;  also  to  the  lumbricales  and  interossei 
muscles.  Therefore  injury  to  the  metacarpals  inter- 
feres to  a  great  degree  with  the  function  of  the  hand 
and  fingers,  producing  chronic  pain  and  disability. 
In  many  cases  fracture  of  the  metacarpals  may  be 
the  beginning  of  a  crippled  hand.  Compound  frac- 
ture of  the  fingers  or  simple  fractures  in  poor  posi- 
tion may  cause  long-continued  disability  and  even- 
tually require  amputation. 


Removal  of  the  smaller  fragments  by  a  carefiil 
dissection  gives  a  much  better  working  hand  than  any 
other  method  of  treatment.  A  man  with  a  thumb, 
an  index  finger,  and  a  little  finger  can  get  along 
almost  as  well  as  one  who  has  all  his  fingers.  Ten- 
dons that  have  sloughed  may  be  replaced  with  facia 
lata  grafts.  Not  every  surgeon  is  qualified  to  operate 
on  the  hand.  J,  J.  Kurlandee. 

Bloch,  L.:  Non-Union  of  Fractures.   Am.  J.  Surg., 
19 19,  xxxiii,  190. 

After  complete  reduction  of  a  recent  fracture  the 
process  of  repair  is  as  follows:  (i)  the  formation  of 
a  provisional  callus;  (2)  the  invasion  of  osteoblasts; 
(3)  calcareous  deposits  formed  around  the  osteo- 
blasts; and  (4)  the  absorption  of  functionless 
osseous  formations.  Interference  with  this  physio- 
logical process  results  in  non-union.  Other  factors 
causing  non-union  are  defective  reduction  of  the 
fragments;  too  much  motion;  interposition  of 
periosteum,  muscle,  fascia,  or  a  fragment  of  detached 
bone;  interference  with  the  blood  supply  due  to 
vascular  injury  or  too  tight  bandaging;  disturbance 
of  the  nerve  supply;  fixation  of  the  bone  by  foreign 
bodies;  tuberculosis  and  syphilis  and  other  infec- 
tious and  debilitating  constitutional  disorders. 

Non-union  may  be  the  result  also  of  delayed 
union.  In  such  cases  union  may  be  brought  about 
by  the  stimulation  of  motion.  In  some  instances  a 
fibrous  band  may  be  found  uniting  the  fragments. 
In  fibrous  union  and  pseudarthrosis,  other  types  of 
non-union,  open  operation  is  the  best  procedure. 
In  pseudarthrosis  driving  a  live  bone  graft  with 
periosteum  into  the  medullary  canal  is  the  best 
means  of  stimulating  osseous  repair,  whereas  in 
fibrous  union  the  defect  should  be  bridged  with  a 
live  bone  transplant. 

Three  case  histories  are  given.        I.  W.  Bach. 

Cotton,  F.  J.:   The  Treatment  of  Infected  Bone 
Wounds.     Boston  M.  &•  S.  J.,  1919,  clxxxi,  379. 

Cotton  reports  the  work  done  in  reconstruction 
hospitals  in  the  treatment  of  septic  bone  cases ;  first, 
because  it  has  been  good;  second,  because  it  is  so 
eminently  the  contribution  of  military  surgery  in  a 
field  in  which  our  civil  practice  has  signally  failed 
in  the  past;  and  third,  because  there  is  danger  that 
the  successful  methods  evolved  may  not  be  applied 
to  civil  practice. 

Success  in  the  treatment  of  such  cases  depends 
upon  active  antisepsis  in  infected  wounds  and  re- 
quires a  knowledge  of  the  Carrel-Dakin  technique, 
expert  surgery,  common  sense,  and  organized  indus- 
try. 

In  the  cases  in  which  this  technique  was  impracti- 
cable— due  most  often  to  the  hypersensibility  of 
the  skin — sterilization  with  95  per  cent  alcohol  or  car- 
bolic and  bone-wax  plugging  were  used.  This  treat- 
ment has  its  place  when  the  cavity  is  well  defined  and 
can  be  cleaned  to  a  firm  wall  and  properly  sterilized. 
While  bone  grows  more  quickly  when  Dakin  solu- 
tion is  used,  this  is  a  very  good  method  and  is 
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usually  effective  when  indicated.  The  wax  is  ex- 
truded slowly,  leaving  the  osteoid  tissue  behind  it 
clean.  Good  judgment  and  technique  are  neces- 
sary. 

In  cases  in  which  it  was  impracticable  to  do  a 
secondary  closure,  the  procedure  was  to  use  Carrel- 
Dakin  for  a  month  until  the  wound  was  clean,  then 
bismuth  paste,  and  later  a  paraffin  and  sesame  mix- 
ture to  fill  the  cavity.  This  method  is  slow  but  dur- 
ing the  treatment  the  patients  are  up  and  about, 
without  pain  or  sepsis,  and  require  infrequent  dress- 
ings. The  treatment  is  a  protection  against  centri- 
petal infection,  chilling,  and  drying.  Bone  so  pro- 
tected, if  clean,  forms  osteoid  tissue  cleanly  and 
fairly  rapidly. 

The  author  believes  that  routine  scientific  treat- 
ment, well  co-ordinated,  brings  us  to  a  point  at  which 
infection  in  bone  can  be  handled  with  the  precision 
and  practical  uniformity  of  results  long  desired  but 
never  within  our  reach^before  the  recent  war. 

H.  A.  McKnight. 

Soresi,  A.  L.:  A  New  Method  of  Treating  Osteo- 
myelitis and  Bone  Necrosis  (Un  nuovo  metodo  di 
cura  dell'  osteomyielite  e  necrosi  delle  ossa).  Arch, 
di  ortop.,  1919,  xxxiv,  338. 

Soresi 's  method  of  treating  osteomyelitis  and  bone 
necrosis,  which  is  very  simple,  consists  of  making  a 
number  of  small  holes  in  the  bone  so  that  it  is  per- 
forated somewhat  like  a  grater.  These  perforations 
are  made  over  the  entire  exposed  part  of  the  bone 
from  3  to  4  millimeters  apart.  Their  depth  depends 
on  the  thickness  of  the  necrosed  bone  or,  in  the  case 
of  osteomyelitis,  on  the  thickness  of  the  external 
part  of  the  bone  as  far  as  the  medulla.  In  cases  of 
necrosis,  trepanation  of  the  bone  ought  to  be  done 
without  an  anaesthetic  because  if  the  bone  is  really 
dead  there  is  no  sensibility.  In  the  cranium,  of 
course,  only  the  external  table  is  perforated. 

The  principle  on  which  Soresi's  method  is  based 
is  that  such  perforation  facilitates  the  penetration 
of  granulations  into  the  holes  so  that  in  a  short  time 
they  cover  all  the  exposed  part  and  skin  may  be 
grafted  from  the  vicinity. 

Soresi  has  applied  this  method  successfully  in  7 
cases,  4  of  necrosis  of  the  tibia,  i  of  cranial  denuda- 
tion, and  2  of  acute  osteomyelitis  of  the  femur. 
While  he  is  not  yet  able  to  report  a  definite  recovery, 
the  necrosed  bone  in  all  cases  has  been  resorbed  and 
its  place  has  been  taken  by  bone  cells  of  new  forma- 
tion. A  further  and  more  detailed  report  of  these 
cases  will  be  made  later. 

In  cases  of  osteomyelitis  trepanation  of  the  bone 
as  described  facilitates  the  discharge  of  pus  without 
weakening  the  bone  and  accelerates  the  cure.  The 
treatment  is  not  limited  to  trepanation,  however, 
for  medication  is  of  the  greatest  importance.  In 
osteomyelitis  paraffin  drainage  (which  Soresi  de- 
scribed in  a  previous  article)  is  used  as  well  as  other 
methods.  In  necrosis  paraffinated  tampons,  cold 
packs,  boric  acid,  and  other  medical  agents  are  em- 
ployed. W.  A.  Brennan. 


Bennett,  G.  E. :  Preliminary  Report  of  Lengthening 
of  the  Quadriceps  Tendon.  /.  Orihop.  Surg., 
1919,  ».  S30. 

Loss  of  flexion  of  the  knee-joint  following  trauma 
or  inflammatory  lesions  of  the  femur  has  been  seen 
frequently,  notably  as  an  end-result  of  a  fracture  of 
the  lower  third  of  the  femur  in  which  there  is  no 
damage  to  the  joint  but  adhesions  have  formed  in 
the  muscles  of  the  thigh. 

In  discussing  the  anatomy  of  the  quadriceps  the 
author  quotes  Sabotta-McMurrich  verbatim.  Path- 
ologically, long  immobilization  with  complete  flexion 
will  cause  actual  shortening  of  a  tendon  and  muscle 
which  will  give  permanent  disability  and  resist  all 
but  operative  treatment.  This  is  most  commonly 
seen  in  contracture  of  the  tendo  achillis  following 
long  plantar  flexion.  In  addition,  during  long  fixa- 
tion adhesions  may  form  between  the  muscles  and 
femur  or  between  the  muscles  themselves. 

On  the  basis  of  this  hypothesis,  the  author 
describes  and  illustrates  his  operation  for  lengthen- 
ing the  quadriceps.  The  method  used  depends 
upon  determining  the  section  of  the  quadriceps 
which  is  adherent.  If  the  rectus  femoris  branch  is 
at  fault,  the  middle  two-third  portion  of  the  quadri- 
ceps tendon  is  separated  from  the  patella  and,  the 
knee  being  then  forcibly  flexed,  is  re-attached  at  a 
higher  level  to  the  new  tendon  made  by  stitching  to- 
gether the  external  and  internal  vasti.  If  the  two 
vasti  are  contracted  more  than  the  rectus,  however, 
they  are  freed  from  the  patella  and  from  each  other, 
the  central  section  of  the  tendon  is  severed  at  the 
point  of  adhesion  above,  and  the  knee  is  forcibly 
flexed.  A  longer  tendon  is  thus  obtained.  Massage, 
stretching,  and  passive  motion  only  are  used  for 
four  weeks. 

Three  cases  are  cited:  osteomyelitis  of  the  femur, 
fracture  of  the  lower  femur,  and  fracture  of  the 
patella.  R.  G.  Packard. 

Irwin,  S.  T. :  The  Preparation  and  Fitment  of 
Amputations  in  the  Lower  Limb.   Thesis,  191 9. 

Irwin's  paper  is  an  outline  of  the  experience 
gained  during  eighteen  months'  work  in  the  Limb- 
less Department  of  the  U.  V.  F.  Hospital.  During 
this  peiiod  there  were  328  admissions;  no  patients 
required  further  operation  to  make  limb  fitting 
possible  and  of  these  44  had  re-amputations. 

The  paper  is  divided  into  three  parts  as  follows: 
(i)  general  requirements  in  leg  amputations;  (2) 
a  consideration  and  comparison  of  amputations  at 
the  various  levels:  (a)  in  the  foot  and  ankle;  (b) 
in  the  leg;  (c)  in  the  region  of  the  knee;  (d)  in  the 
lower  part  of  the  thigh;  (e)  in  the  region  of  the  hip; 
and  (3)  a  consideration  of  the  variation  in  capacity 
for  work  following  amputations  at  the  various  levels. 

The  requirements  which  are  special  to  amputa- 
tions in  the  lower  limb  are:  (i)  support,  (2)  stability, 
(3)  progression,  (4)  resemblance  to  the  normal 
configuration. 

Support  is  best  obtained  by  what  is  called  an 
"end-bearing  stump."   Nature's  end-bearing  stump 
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is  the  heel,  and  therefore  the  aim  of  the  surgeon 
should  always  be  to  obtain  a  stump  which  as  much 
as  possible  resembles  the  heel  in  form  and  structure. 
The  heel  consists  of  skin,  a  dense  thick  layer  of  fat 
limited  by  layers  of  superficial  and  deep  fascia,  and 
cancellous  bone  which  is  convex  in  shape  and  cov- 
ered by  a  thin  layer  of  compact  bone  on  the  surface. 
The  stump  most  resembling  it  is  obtained  by  the 
Syme  amputation.  This  method  takes  advantage 
of  the  actual  skin  of  the  heel  which  is  accustomed  to 
bear  pressure  and  includes  the  thick  pad  of  sub- 
cutaneous fat.  The  bone  is  formed  by  the  cancellous 
lower  ends  of  the  tibia  and  fibula.  These  are  sawed 
across  just  above  the  level  of  the  articular  cartilages, 
the  edges  of  the  saw  cut  being  nibbled  off  to  make 
the  surface  convex  in  shape.  Only  the  thin  layer 
of  compact  bone  on  the  surface  is  lacking  to  make 
the  resulting  stump  identical  with  the  ideal  stump 
designed  by  nature.  The  stump  is  a  complete  end- 
bearing  stump  capable  of  permanently  supporting 
the  whole  weight  of  the  body,  the  only  requirement 
being  a  pad  between  its  end  and  the  bearing  surface 
of  the  artificial  limb. 

Support  can  be  obtained  also  by  lateral  bearing. 
This  is  used  especially  in  leg  amputations  when  end- 
bearing  is  incomplete.  The  most  common  site  for 
lateral  bearing  is  below  the  knee  in  amputations  of 
the  leg  made  above  a  Syme  amputation.  The  dis- 
advantages of  lateral  bearing  are  fraying,  blistering, 
and  infection  of  the  skin,  pressure  sores  or  bunions 
over  projecting  bone,  and  contusion  or  pressure  on 
the  nerves  or  nerve  bulbs. 

The  surgeon's  aim  should  be  to  obtain  a  complete 
end-bearing  and,  failing  in  this,  a  partial  end-bear- 
ing to  be  supplemented  by  a  lateral  bearing  or 
ischial  bearing.  The  function  of  support  will 
therefore  depend  on  how  far  it  has  been  possible 
to  make  the  extremity  of  the  stump  capable  of 
bearing  the  weight  of  the  body. 

The  second  important  consideration  is  stability. 
This  depends  on  the  length  of  the  natural  limb  as 
compared  with  the  artificial  portion,  and  on  the 
length  of  the  stump  measured  from  the  first  joint 
proximal  to  the  amputation.  Stability  will  always 
be  better  in  leg  than  in  thigh  amputations,  and 
better  following  a  Syme  amputation  than  an  am- 
putation through  the  so-called  seat  of  election. 
Stability  presents  a  difficult  problem  in  short  thigh 
amputations,  requiring  in  such  cases  a  laced  socket, 
a  pelvic  band,  or  even  a  fixed  knee-joint.  Critchley 
has  provided  for  this  by  placing  a  brake  in  the 
knee-joint  which  automatically  comes  into  action 
when  any  pressure  is  applied  to  the  toe. 

Progression  depends  on:  (i)  the  length  of  the 
riatural  as  compared  with  the  artificial  part  of  the 
limb,  and  (2)  the  command  which  the  patient  is 
able  to  exert  over  the  artificial  part.  The  latter  is 
largely  a  question  of  muscular  power  and  the  weight 
of  the  limb. 

Appearance  is  of  only  secondary  importance  as 
compared  with  the  requirements  mentioned. 

In  regard  to  the  site  of  the  operation,  the  author 


bases  his  remarks  on  the  problems  of  amputations 
as  they  present  themselves  to  the  surgeon  in  charge 
of  a  limb-fitting  hospital. 

Amputation  of  toes:  The  author  believes  it  is 
always  advisable  if  possible  to  retain  the  great  toe. 
It  is  rare  that  a  soldier  with  a  serious  injury  or  am- 
putation of  the  great  toe  can  be  classified  in  Class  A, 
and  there  is  no  special  fitting  which  will  improve  the 
function  of  a  foot  so  handicapped. 

Amputation  in  the  foot:  All  amputations  through 
the  foot  have  the  disadvantage  of  shortening  the 
anterior  limb  of  the  anteroposterior  arch.  The 
greater  the  shortening  of  the  limb,  the  greater  the 
interference  with  the  equilibrium  of  the  foot. 

Of  the  operations  through  the  ankle-joint  the 
amputation  devised  by  Syme  is  perhaps  the  best. 
The  skin  of  the  heel  is  utilized  to  take  the  bearing. 
An  ample  length  of  lever  gives  firm  stability,  and 
this,  with  the  preservation  of  the  natural  knee- 
joint,  makes  possible  an  almost  perfect  if  not  per- 
fect gait.  The  only  criticism  of  the  method  is  that 
the  artificial  ankle  is  rather  bulky. 

Amputation  in  the  leg:  Certain  points  must  be 
kept  in  mind:  (i)  the  longer  the  lever,  other  things 
being  equal,  the  better  the  function;  (2)  an  amputa- 
tion through  the  so-called  "seat  of  election"  must 
be  regarded  as  the  limit  of  shortness;  and  (3)  the 
skin  of  the  lower  third  of  the  leg  is  apt  to  undergo 
atrophic  changes  and  therefore  is  not  very  suitable 
for  covering  a  stump  end — it  rarely  gives  an  end- 
bearing  stump.  In  the  author's  opinion  the  level 
of  election  is  the  juncture  of  the  middle  and  lower 
thirds  of  the  leg,  and  the  best  method  the  formation 
of  long  antero-external  and  short  postero-intemal 
flaps.  This  gives  ample  leverage  and,  usually  at 
least,  a  partial  end-bearing. 

Amputation  in  the  region  of  the  knee:  In  the 
treatment  of  old  persons  with  tumor  or  gangrene 
of  the  leg  the  classical  operation  of  disarticulating 
through  the  joint  devised  by  Stephen  Smith  has 
some  advantages.  In  healthy  young  subjects  its 
disadvantages  are  overwhelming.  When  the  patella 
is  freely  movable  and  the  skin  sound,  the  Stokes- 
Gritti  is  the  operation  of  choice.  According  to  this 
method  the  articular  surface  having  been  removed 
from  the  patella,  the  latter  is  turned  up  against 
the  sawed  surface  of  the  femur.  The  main  ad- 
vantages are:  (i)  a  good  end-bearing  stump  covered 
with  skin  well  suited  to  take  pressure;  (2)  ample 
leverage  for  activation  of  the  artificial  limb;  (3) 
a  posterior  scar  free  from  pressure;  and  (4)  a  knee- 
joint  placed  almost  on  the  same  level  as  on  the 
sound  side.  The  main  drawback  is  the  failure  to 
obtain  bony  union  between  the  patella  and  the 
femur  owing  to  sepsis  or  muscular  action  which 
pulls  the  patella  forward  and  upward. 

Amputations  in  the  lower  part  of  the  femoral 
shaft:  For  amputations  in  the  lower  part  of  the 
femoral  shaft  there  are  two  forms  of  operation: 
(r)  the  Spence-Sedilot  (long,  broad  anterior  and 
short,  narrow  posterior  flaps),  and  (2)  the  circular, 
modified  circular,  or  guillotine  amputation. 
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Amputations  in  the  region  of  the  hip:  Amputa- 
tions above  the  middle  of  the  thigh  present  great 
difficulties  to  the  limb-maker  as  well  as  to  the 
surgeon.  Huggins  lays  down  the  rule  that  unless 
from  2^  to  3  inches  of  bone  are  left  below  the  small 
trochanter,  a  very  unsatisfactory  thigh  stump 
results.  For  amputations  above  the  mid-thigh  a 
pelvic  band  is  required  to  maintain  stability  and  to 
prevent  rotation  of  the  artificial  limb  and  disloca- 
tion of  the  limb  when  the  patient  sits  down. 

In  his  discussion  of  the  variation  in  function 
following  amputation  at  diflferent  levels  of  the  leg, 
the  author  states  that  in  general  it  is  found  that 
following  all  amputations  it  is  possible  to  fit  the 
patient  with  a  limb  which  will  allow  him  to  get 
about  with  at  least  a  fair  degree  of  comfort,  but  that 
there  is  a  very  great  variation  in  the  work  he  is  able 
to  do.  In  estimating  the  capacity  for  work  we  must 
consider:  (i)  the  length  of  the  natural  as  compared 
with  the  artificial  limb;  (2)  the  specific  value  of  the 
ideal  amputation  at  the  particular  level;  (3)  the 
type  of  prosthesis  most  suitable  for  the  particular 
stump;  and  (4)  the  special  conditions  which  prevail 
in  the  individual  case,  that  is,  how  far  the  particular 
amputation  performed  falls  below  the  ideal  amputa- 
tion at  the  same  level. 

The  variations  in  capacity  for  work  following 
amputations  of  the  leg  are  illustrated  by  a  drawing. 

G,  W.  HOCHREIN. 

David,  v.  C. :  Gunshot  Injuries  of  the  Knee- Joint 
in  a  Base  Hospital.    Ann.  Surg.,  1919,  Ixx,  290. 

A  group  of  gunshot  injuries  of  the  knee-joint 
treated  in  Base  Hospital  No.  13  are  considered  in 
this  paper  from  the  standpoint  of  the  original 
lesion,  the  type  of  operation  performed  at  the  front, 
and  the  subsequent  complications  and  their  treat- 
ment as  related  to  the  function  of  the  joint.  Forty- 
nine  of  the  patients  were  operated  upon  at  the  front 
on  an  average  of  one  and  eight-tenths  days  after  the 
injury,  and  of  these,  42  were  treated  surgically 
within  twenty-four  hours  after  the  injury.  Of  the 
whole  group,  31  (56  per  cent)  remained  uninfected 
after  operation,  and  24  (44  per  cent)  became  in- 
fected. 

In  David's  opinion  the  influence  of  early  operation 
in  the  prevention  of  infection  is  demonstrated  by 
the  results  in  7  cases  operated  upon  later  than 
twenty-four  hours  after  injury.  Five  became 
infected,  the  average  time  of  operation  being  eight 
days  after  injury. 

The  article  is  summarized  as  follows : 

1.  Of  the  gunshot  wounds  of  the  knee  coming  to  a 
base  hospital  after  operation  at  the  front,  56  per 
cent  ^remained  uninfected  and  44  per  cent  were 
infected. 

2.  Five  of  the  infected  cases  required  amputation 
and  there  was  one  death. 

3.  Infection  of  the  joint  plays  the  most  important 
r61e  in  decreasing  its  function, 

4.  Early  operation  at  the  front,  thorough  excision 
of  the  wound,  removal  of  foreign  bodies  and  loose 


bone  fragments  from  the  joint,  and  closure  of  the 
capsule  of  the  point  are  the  most  important  elements 
in  preventing  infection  of  the  joint. 

5.  Almost  50  per  cent  of  joints  with  fractures  of 
the  articular  surfaces  became  infected  after  opera- 
tion, whereas  only  33  per  cent  of  other  types  of  injury 
to  the  joint  became  infected. 

6.  Of  the  high  explosive  fractures  of  the  condyles 
of  the  femur  nearly  60  per  cent  were  uninfected  after 
operation.  Fractures  of  the  tibia  did  not  do  so 
well. 

7.  Joints  remaining  uninfected  after  operation 
for  fracture  of  the  articular  surfaces  had  normal 
motion;  in  70  per  cent  of  the  cases  there  was  90  per 
cent  active  motion. 

8.  Whenever  possible,  injured  or  infected  joints 
were  actively  mobilized  after  operation,  but  active 
mobilization  is  not  practicable  in  all  war  injuries  of 
the  joints. 

9.  In  all  of  the  infected  joints  which  were  neces- 
sarily immobilized,  only  10  degrees  or  less  of  active 
motion  was  possible  two  months  after  the  injury. 
Of  those  actively  mobilized  immediately  after  drain- 
age of  the  joint,  2  had  normal  motion  and  the 
remainder  better  than  20  degrees  of  active  motion 
two  months  after  the  injury.        E.  C.  Robitshek. 

Pool,  £.  H.,  and  Jopson,  J.  H.:  The  Treatment  of 
Recent  Wounds  of  the  Knee-Joint.  Ann.  Surg., 
1919, Ixx,  266. 

One  of  the  most  important  lessons  which  war  sur- 
gery has  taught  us  is  the  amenability  to  surgical 
treatment  of  wounds  of  the  large  joints.  The  pessi- 
mistic views  which  were  formerly  held  in  regard  to 
these  lesions  were  due  to  an  undervaluation  of  the 
resistance  to  contamination  and  infection  which  the 
synovial  membrane  of  a  joint  offers,  and  failure 
to  comprehend  the  proper  operative  procedures. 
The  features  which  are  of  importance  in  the  treat- 
ment of  battle  casualties  of  other  types,  early  opera- 
tion and  complete  excision  of  traumatized  and  con- 
taminated tissue,  are  likewise  indicated  in  the  treat- 
ment of  wounds  of  the  large  joints.  But,  whereas 
in  other  types  of  woimds  it  is  often  foimd  advisable 
to  leave  the  woxmd  nnsutured  and  to  supplement 
the  operative  treatment  by  chemical  sterilization, 
in  the  case  of  a  joint  primary  closure  oft  he  synovial 
membrane  is  essential  to  success,  and  unsutured 
joints  with  or  without  postoperative  chemical  sterili- 
zation have  not  in  general  proved  satisfactory. 

All  wounds  of  joints  by  projectiles,  except  certain 
perforating  wounds  due  to  bullets,  should  be  oper- 
ated upon. 

The  principles  of  conservative  treatment  are: 
complete  excision  of  the  track  of  the  projectile 
through  the  joint;  absolute  closure  of  the  joint  by 
suture;  primary  or  delayed  closure  of  the  super- 
ficial parts;  and  finally,  early  active  motion. 

The  incisions  must  be  placed  so  as  to  permit  not 
only  thorough  excision  of  the  soft  parts,  but  also 
free  access  to  the  foreign  body  and  the  involved 
bone.    Longitudinal  lateral  incisions  are  to  be  pre- 
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ferred  when  practicable  and  transverse  when  abso- 
lutely necessary,  but  division  of  the  patellar  tendon 
should  rarely  be  done.  After  excising  all  trauma- 
tized soft  parts  the  capsule  of  the  joint  should  be 
opened  and  the  immediate  involved  capsule  excised, 
but  great  care  should  be  taken  that  no  traumatiza- 
tion  of  the  synovial  membrane  occurs.  Foreign 
bodies  must  be  removed;  also  loose  fragments  of 
bone.  The  joint  should  be  thoroughly  irrigated 
with  salt  solution  and  then  distended  several  times 
with  ether.  The  synovial  membrane  and  capsule 
should  be  closed  with  fine  catgut.  When  feasible, 
these  two  layers  should  be  sutured  independently. 
Complete  closure  of  the  joint  is  the  invariable  rule. 

When  a  considerable  area  of  condyle  or  articulat- 
ing surface  is  partially  detached  but  retains  good 
contact  with  the  overlying  soft  parts,  the  fragment 
should  be  left  after  the  track  has  been  followed  and 
the  fractured  surfaces  have  been  cleansed.  If  an 
attached  fragment  is  to  be  removed,  this  should  be 
done  if  possible  by  the  method  of  Leriche,  using  his 
modification  of  the  sharp  Oilier  elevator.  Com- 
pound fractures  of  the  patella  should  be  treated  by 
removal  of  the  completely  separated  fragments  and 
preservation  of  large  attached  fragments  which 
should  be  approximated  by  suture.  Complete  re- 
moval of  the  patella  should  be  avoided  since  the 
fuHCtional  result  is  poor. 

In  extensive  involvement  of  the  articular  sur- 
faces, an  effort  should  be  made  to  save  the  joint,  but 
when  there  is  such  a  loss  of  articular  surfaces  as  to 
preclude  obtaining  a  useful  joint,  resection  should  be 
elected  as  in  the  knee  stability  is  essential. 

When  there  is  such  destruction  of  soft  parts  that 
the  edges  of  the  capsule  cannot  be  approximated 
and  an  attempt  is  to  be  made  to  save  the  joint,  the 
defect  in  the  capsule  should  be  completely  closed 
with  muscle  or  fascia.  In  all  cases  before  the  joint 
is  closed  complete  haemostasis  should  be  obtained. 

Early  active  mobilization  is  the  rule.  The 
patient  should  be  encouraged  and  directed  to  move 
the  joint,  and  if  there  has  been  no  removal  or  suture 
of  the  patella,  a  splint  need  not  be  applied.  Early 
use  of  the  joint  is  essential  for  early  function. 

If  the  joint  becomes  distended  and  infection  is 
suspected,  it  should  be  aspirated  immediately  and  a 
culture  taken.  If  the  patient's  condition,  the  local 
examination,  or  the  character  or  culture  of  the 
aspirated  fluid  indicates  pyogenic  infection,  lateral 
incisions  should  be  made  at  once. 

In  cases  in  which  there  is  suppurative  arthritis 
of  the  knee-joint,  Willems'  method  is  recommended. 
The  important  feature  is  to  drain  early.  Lateral  in- 
cisions well  back  are  best.  No  drains  should  be 
used.  Splints  should  be  dispensed  with  or  arranged 
for  support  without  joint  fixation.  Free  mobility 
should  be  enforced  every  two  hours  by  active  move- 
ments so  as  to  evacuate  the  joint. 

An  analysis  of  the  caseg  operated  upon  by  the 
authors  in  Evacuation  Hospital  No.  i  has  confirmed 
them  in  the  opinion  that  a  conservative  policy  in 
dealing  with  wounds  of  the  knee-joint  caused  by 


projectiles  is  justifiable  and  strongly  indicated, 
whether  it  be  viewed  from  the  standpoint  of  mortal- 
ity, preservation  of  the  limb,  or  maintenance  of  func- 
tion. It  has  shown  them  that  infection  can  be 
avoided  in  the  great  majority  of  cases;  that  even 
when  intra-articular  infection  develops  function  can 
sometimes  be  preserved,  or  if  lost,  that  amputation 
is  not  inevitable.  Finally,  it  has  demonstrated  that 
early  active  motion  of  the  joint  offers  the  best  chance 
for  an  early  and  complete  restoration  of  function. 

H.  A.  McKnight. 

Whitman,  R.:  The  Loop  Operation  for  Paralytic 
Equinovalgus,  with  Remarks  on  the  Prin- 
ciples of  Operative  Treatment  of  Paralytic 
Deformities  of  the  Foot.  J.  Orlhop.  Surg.,  1919, 
i,  459- 

The  operation  described  was  designed  primarily 
for  confirmed  equinovalgus  caused  by  paralysis  of 
the  tibialis  anticus  muscle  which  is  often  combined 
with  weakness  or  paralysis  of  the  posticus  as  well. 

In  such  cases  all  the  dorsal  tendons  were  dis- 
placed outward,  a  displacement  that  increased  their 
effectiveness  as  abductors. 

The  loop  operation  was  designed  to  rebalance  the 
muscular  power  and  to  restrain  as  far  as  possible 
the  secondary  tendency  toward  deformity.  The 
direct  abducting  force  was  lessened  by  removing  the 
peroneus  brevis  and  tertius.  Dorsal  flexion  was 
aided  by  transplanting  the  peroneus  brevis  and  the 
longus  hallucis  to  the  inner  border  of  the  foot. 
Finally,  the  dorsal  tendons  were  freed  from  the 
underlying  tissues,  displaced  to  the  inner  border  of 
the  foot,  and  held  in  this  position  by  passing  beneath 
them  the  tendon  of  the  paralyzed  tibialis  anticus 
previously  cut  from  its  muscular  attachment.  This 
was  then  drawn  upward  and  embedded  in  a  groove 
cut  in  the  inner  border  of  the  tibia,  thus  forming  a 
loop  which  restrained  the  dorsal  tendons  from  out- 
ward displacement  and  served  as  a  support  to  hold 
the  foot  at  right  angles  to  the  leg  and  slightlj' 
adducted.  By  this  operation  all  the  muscles  except 
the  paroneus  longus  serve  in  some  degree  as 
adductors,  and  if  a. free  range  of  dorsal  flexion  is 
preserved  by  after-treatment  relief  is  assured. 

In  the  author's  opinion  surgical  treatment  is 
indicated  for  all  paralytic  distortions  of  the  foot 
and  as  soon  as  the  permanence  of  the  paralysis  can 
be  established.  Its  purpose  is  to  assure  stability 
and  thus  to  displace  mechanical  support.  From 
this  standpoint  the  various  operative  methods  were 
analyzed  and  the  conclusion  arrived  at  that  there 
are  two  to  which  all  others  are  subsidiary,  i.  e., 
tendon  transplantation  and  astragalectomy  and 
backward  displacement  of  the  foot. 

Tendon  transplantation  was  much  overrated  in 
the  past  since  it  was  performed  on  the  theory  that 
a  transplanted  muscle  would  increase  in  strength  in 
accommodation  to  its  new  and  more  arduous 
function,  whereas  the  contrary  is  the  fact  because 
of  the  unfavorable  mechanical  conditions  to  which 
it  is  subjected.    Tendon  transplantation  cannot  sup- 
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ply  power;  it  can  only  distribute  it  to  better  advan- 
tage. Consequently  as  an  independent  operation  it 
is  effective  only  for  lateral  distortion  of  the  foot. 

Astragalectomy  and  backward  displacement  of 
the  foot  has  by  far  the  wider  range.  If  properly 
performed  it  prevents  lateral  deformity  and  l»y 
checking  dorsal  flexion  restores  the  resistance  of  the 
foot  in  locomotion.  It  permits  plantar  flexion  and 
thus  the  adjustment  of  an  inoffensive  shoe  to  com- 
pensate for  the  shortened  limb  which  is  an  inevitable 
consequence  of  anterior  poliomyelitis  in  childhood. 
With  this  operation  tendon  transplantation  was  com- 
bined when  possible,  the  peronei  being  transplanted 
to  the  tendo  achillis  for  calcaneus,  and  the  tibialis 
anticus  to  the  outer  border  of  the  foot  for  varus. 

Fuld,  J.  E.:  The  Surgical  Treatment  of  Hallux 
Valgus  and  Its  Complications.  Am.  Med.,  1919, 
XXV,  536. 

After  a  thorough  trial  of  the  various  operations 
for  the  relief  of  bunions,  the  author  found  it  most 
advisable  to  transplant  the  tendon  of  the  abductor 
hallucis  from  its  usual  insertion  in  the  plantar  surface 
of  the  base  of  the  first  phalanx  to  the  periosteum 
covering  the  middle  of  the  inner  surface  of  the  same 
bone.     The  steps  in  the  operation  are  as  follows: 

1.  Under  general  anaesthesia  forcibly  move  the 
great  toe  in  all  directions,  stretching  the  tissues. 

2.  Paint  the  foot  and  toes  with  iodine. 

3.  Make  a  curved  incision  to  expose  the  bony 
prominence.  Dissect  a  semicircular  flap  of  skin  and 
subcutaneous  tissue,  free  it  from  the  bursa,  and  turn 
it  down  over  the  joint. 

4.  Retract  the  soft  parts.  Dissect  the  tendon  of 
the  abductor  hallucis  free  from  its  attachment  to  the 
base  of  the  first  phalanx. 

5.  Turn  the  flap  including  the  bursa,  capsular 
ligament,  and  periosteum  down,  exposing  the  bony 
deformity. 

6.  Chisel  the  hypertrophied  bony  projection  of 
the  head  of  the  metatarsal  longitudinally  backward. 

7.  Irrigate  the  wound  with  hot  saline  solution, 

8.  Replace  the  capsule  to  cover  the  raw  surface  of 
the  bone  and  fix  it  with  catgut/ 

9.  Divide  the  contracted  internal  lateral  liga- 
ments and  fascia  subcutaneously. 

10.  Transplant  the  tendon  of  the  abductor  hallu- 
cis to  the  middle  of  the  inner  surface  of  the  first 
phalanx  and  suture  it  with  fine  silk  or  Pagenstecher 
thread  to  the  periosteum. 

11.  Close  the  skin  and  apply  a  plaster  of  Paris 
bandage  to  hold  the  toe  in  a  slightly  overcorrected 
position  for  from  seven  to  ten  days.  Philip  Lewin. 

ORTHOPEDICS  IN   GENERAL 

Boveri,  P.:  The  So-Galled  Reflex  or  Physiopathic 
Paralyses  and  Contractures  (Nuova  contribute 
suUa  paralisi  e  contratture  cosi  dette  riflesse  o 
fisiopatiche).   Riforma  med.,  1919,  xxxv,  502. 

Boveri  argues  that  the  contractures  generally 
diagnosed  as  reflex  have  a  true  organic  origin  and 


are  due  mostly  to  the  presence  of  foreign  bodies. 
He  refers  to  the  nerve  endings  in  the  muscles  and 
tendons — the  corpuscles  of  Golgi — from  whence 
originate  all  centripetal  sensory  stimuli.  It  is 
obvious  that  a  foreign  body  situated  in  the  muscle 
mass  or  tendon  may  act  as  an  excitant  causing  con- 
tracture. 

Mention  is  made  of  the  case  of  a  soldier  who  had 
contractures  in  the  right  forearm,  hand,  and  fingers 
after  having  been  wounded  in  the  arm  by  a  frag- 
ment of  grenade.  There  was  no  fracture  nor  could 
any  lesion  of  the  joint  or  nerve  trunk  be  demon- 
strated. The  continued  hypertonicity  of  the  biceps 
and  anterior  brachialis,  however,  raised  the  sus- 
picion that  a  foreign  body  was  acting  as  an  irritant 
and  was  the  cause  of  the  contracture.  Radiography 
confirmed  this  suspicion  by  disclosing  two  humeral 
exostoses.  These  two  neoformations  acted  as 
foreign  bodies.  The  contracture  of  the  forearm  and 
fingers  was  not  the  result  of  either  simulation  or  a 
functional  disturbance,  but  was  based  on  the  organic 
lesion  of  the  humerus. 

The  term  ''reflex  contracture"  should  be  dis- 
carded. Forms  of  organic  nature  will  be  discovered 
very  much  more  frequently  when  the  true  cause  is 
sought  for  and  found. 

The  same  may  be  said  6i  the  position  of  the  foot 
in  talipes  equinus.  This  is  in  great  part  a  conse- 
quence of  a  vicious  attitude  maintained  over  a  long 
period  and  due  initially  to  an  antalgic  position.  It 
sometimes  happens,  however,  that  wounds  in  the 
region  of  the  calf  of  the  leg  and  more  especially 
toward  the  tendo  achillis  leave  cicatrices  which 
constrict  the  fine  nerve  endings.  Such  cicatrices 
are  equivalent  to  foreign  bodies  constituting  p>oints 
of  permanent  irritation,  and  form  the  pathogenic 
substratum  of  contracture.  The  application  of 
corrective  apparatus,  even  if  worn  for  a  long  time, 
will  not  cause  permanent  improvement  and  when  re- 
moved the  foot  will  again  resume  its  previous  ab- 
normal position  which  will  be  maintained  as  long  as 
the  real  cause  persists.  W.  A.  Brennan. 

Merrill,  W.  J.:   Mesial  Triprism.   J.  Orihop.  Surg., 
1919,  xvii,  434. 

The  mesial  triprism,  a  support  to  be  placed  be- 
tween the  soles  of  the  shoe,  consists  of  three  prisms, 
one  running  forward,  the  second  running  backward 
from  the  midline,  and  the  third,  formed  by  the  first 
and  second,  extending  from  the  mesial  side  outward 
but  not  beyond  the  distal  head  of  the  fifth  meta- 
tarsal. The  support  may  be  extended  backward  to 
any  desired  point.  Its  anterior  limit  is  determined 
by  putting  the  shoe  on  the  foot,  finding  the  joint 
lines  of  the  first  and  fifth  metatarsophalangeal 
joints,  marking  the  three  points  on  the  sole  of  the 
shoe,  drawing  a  line  between  these  points,  and  curv- 
ing the  anterior  edge  of  the  triprism  as  indicated. 
The  anterior  thickness  should  be  made  to  suit  the 
given  case. 

This  device  is  made  of  two  layers  of  leather  or  one 
of  leather  and  the  lower  layer  of  rubber  and  is  held 
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Left :  Outline  of  triprism  showing  its  limit  laterally  and 
the  possible  variations  of  the  anterior  edge,  i,  usual  form; 
5,  to  extend  under  second,  third,  and  fourth  metatarsal 
heads;  4,  to  form  a  depression  for  the  ball  of  the  great 
toe.    Right,  above:    Cross-section  of  triprism  at  3  (figure 


at  left).  7,  upper;  6,  welt;  5,  inner  sole;  4,  mesial  edge 
skived  down  to  be  stitched  between  soles;  3,  cross-section 
of  triprism  at  thickest  point;  2,  top-sole;  i,  channel  for 
stitching;  M,  mesial,  and  L,  lateral  sides.  Right,  below: 
Placing  of  triprism  and  the  steel  shank. 


in'place  by  a  shaft  of  flexible  spring  steel.  No.  16 
sheet  spring  steel  is  recommended,  stiff  enough  to 
hold  its  desired  shape  under  the  necessary  weight. 
According  to  the  author  this  apparatus  retains 
the  normal  arch  of  the  foot  as  it  supports  the  foot 
on  its  normal  weight-bearing  points.  He  has  used 
it  with  success  in  the  treatment  of  flattening, 
pronation,  and  valgus,  and  torsion  of  the  tarsus  as 


it  does  not  apply  strain  to  the  outer  side  of  the  foot 
as  do  most  shifting  devices  such  as  arches  and 
supports. 

It  is  not  claimed  that  it  is  possible  to  cure  foot 
conditions  by  the  use  of  the  mesial  triprism  alone 
but  the  support  described  is  recommended  as  a 
valuable  adjunct  to  the  well-known  constitutional 
and  local  therapy.  M.  H.  Hobart. 
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Sharpe,  N. :    Operation  of  Spinal  Decompression. 

Am.  J.  M.  Sc,  1919,  clviii,  335. 

The  value  of  spinal  decompression  in  obscure 
lesions  of  the  cord  or  in  cases  in  which  the  diagnosis 
is  doubtful  is  not  fully  appreciated.  This  paper 
discusses  the  value  of  exploratory  laminectomy  in 
such  instances  and  of  spinal  decompression  in  cer- 
tain selected  cases  of  well-recognized  forms  of  cord 
disease  which  were  formerly  not  considered  amen- 
able to  surgical  interference. 

In  recent  fracture  of  the  spinal  column  with  in- 
volvement of  the  cord  an  early  decompressive 
laminectomy  will  allow  the  removal  of  blood  clots  and 
will  obviate  the  compressive  effect  of  oedema  in  and 
about  the  cord. 

In^many  old  fractures  of  the  cord  which  for  some 


reason  were  not  operated  upon  at  the  time  of  injury 
a  simple  exploratory  or  decompressive  laminectomy 
will  often  give  astonishing  and  brilliant  results. 

In  certain  cases  of  multiple  sclerosis  in  which  the 
signs  point  to  a  focusing  of  the  disease  process  in  the 
lower  part  of  the  cord  remarkable  improvement 
often  follows  simple  laminectomy.  The  author 
cites  four  cases  of  this  type,  two  of  which  showed  de- 
finite improvement,  one  an  astonishing  degree  of 
improvement,  and  the  fourth,  no  improvement  at 
all. 

In  certain  cases  of  well-developed  syringomyelia 
in  which  the  signs  point  to  the  presence  of  a  single 
cavity  which  does  not  involve  the  bulb,  as  in  the 
lower  cervical  or  upper  dorsal  region,  and  when  the 
increasing   intensity   of   the   symptoms   points   to 
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progressive  distention  of  the  cavity  with  fluid 
rather  than  to  a  spread  of  the  disease  process,  the 
author  believes  it  justifiable  to  operate  for  drainage 
of  the  cavity. 

In  one  case  in  which  there  was  flaccid  atrophic 
paralysis  of  both  arms,  a  spastic  paralysis  of  the 
legs,  and  dissociated  sensory  disturbance,  laminec- 
tomy in  the  lower  cervical  region,  performed  two 
years  ago,  resulted  in  such  marked  improvement  that 
the  patient  is  able  to  walk  with  a  less  spastic  gait 
and  to  raise  his  arms  to  his  head. 

Under  the  heading  of  unclassified  cases  the  author 
cites  one  in  which  laminectomy  gave  a  brilliant  re- 
sult. The  patient  was  a  man  of  31.  In  September, 
1917,  a  small  abscess  in  the  left  nostril  was  incised. 
During  the  following  three  months  abscesses  ap- 
peared in  succession  in  the  left  orbit,  the  left  cheek, 
and  the  left  side  of  the  neck  back  of  the  ear.  The 
last  abscess  was  not  healed  until  January,  191 8, 
at  which  time  the  patient  complained  of  pain  and 
stiffness  of  the  neck.  A  diagnosis  of  cervical  Pott 's 
disease  was  made  and  the  head  and  neck  were  im- 
mobilized by  a  stiff  brace  which  was  worn  for  six 
months.  In  June,  191 8,  a  numbness  was  noticed  in 
the  right  hand  and  weakness  of  the  left  arm  and 
hand.  In  one  month  this  had  progressed  to  a  left 
hemiplegia  (face  not  involved),  with  sensory  dis- 
turbances over  the  right  half  of  the  body,  excluding 
the  face.  The  condition  was  then  diagnosed  as 
luetic  bone  disease  of  the  cervical  vertebrae,  though 
two  blood  Wassermahns  at  this  time  were  negative. 
Later  two  blood  Wassermanns  and  one  on  the  spinal 
fluid  were  negative.  In  January,  1919,  complaint 
was  made  of  beginning  weakness  of  the  right  hand 
and  arm.  The  signs  pointed  to  a  lesion  of  unknown 
character  at  the  level  of  the  third  and  fourth  cer- 
vical segments.  Examination  of  the  pharynx  dis- 
closed a  small  sinus  running  downward  toward  the 
body  of  the  third  cervical  vertebra. 

Laminectomy  was  performed  January  29,  1919. 
The  dura  was  tense  and  deeply  indented  on  the  left 
side  at  the  level  of  the  third  vertebra  by  a  small  pro- 
jection of  bone  (exostosis)  into  the  canal.  This 
was  removed  and  the  dura  rounded  out.  The  dura 
was  reclosed  and  the  wound  closed  with  one  drain. 
The  head  and  neck  were  immobilized  with  a  molded 
plaster  of  Paris  splint. 

Eight  days  after  operation  the  patient  was  able 
to  move  the  left  foot  and  left  fingers  more  freely  than 
for  six  months.  Three  weeks  after  operation  he 
could  flex  and  extend  the  fingers  of  the  left  hand 
separately  and  put  his  hand  on  the  top  of  his  head. 
He  was  able  also  to  walk  with  less  difficulty.  Four 
months  after  operation  he  walked  well  without  a 
cane  and  at  the  time  the  article  was  written  was 
steadily  improving. 

The  most  probable  diagnosis  was  osteitis  of  the 
second  and  third  cervical  vertebrae,  with  inflamma- 
tory reaction  in  the  cord  meninges  and  retention  of 
fluid,  or  thrombosis  or  pressure  obstruction  of  the 
spinal  vessels  of  the  left  side  of  the  cord  at  the  level 
of  the  second  and  third  vertebrae. 


The  technique  of  laminectomy  consists  in  making 
a  vertical  incision  in  the  median  line  over  the 
spinous  processes,  incising  the  muscles  on  both  sides 
close  to  the  spinous  processes,  and  packing  the 
incisions  with  hot  gauze.  The  laminae  are  then 
freed  of  muscles  with  a  broad-blade  periosteal 
elevator,  and  a  large  self-retaining  retractor  is 
inserted.  By  this  method  venous  bleeding  is 
effectually  checked  and  the  operative  field  is  kept 
comparatively  dry.  The  ligaments  of  the  spinous 
processes  are  then  divided  and  the  processes  re- 
moved with  large  special  rongeurs.  The  laminae  are 
rongeured  away,  the  spinal  canal  being  opened  and 
the  dura  exposed.  This  portion  of  the  operation 
should  be  performed  as  rapidly  as  possible.  The 
spinal  canal  is  then  explored  by  means  of  a  probe 
or  grooved  director  on  all  sides,  both  above  and 
below  the  operative  field.  If  a  removable  lesion 
is  found,  such  as  a  tumor  or  blood  clot,  the  dura  may 
be  reclosed.  If  the  operation  is  a  decompression  for 
a  known  lesion,  the  dura  is  left  open.  The  wound  is 
closed  in  layers  with  chromic  gut,  care  being  used 
to  approximate  the  muscle  layers  well  and  not  to 
leave  any  dead  spaces.  A  single  rubber-tissue  drain 
running  to  the  depths  of  the  wound  is  inserted. 
This  is  removed  in  from  twenty-four  to  forty-eight 
hours.  A  molded  plaster  of  Paris  splint  will  give 
support  to  the  spinal  column  and  increase  the  pa- 
tient 's  comfort.  G.  W.  Hochkein. 

Pfahler,  G.  E.:  The  Treatment  of  Metastatic 
Carcinoma  of  the  Spine  by  Deep  Roentgen- 
therapy;  with  Report  of  Four  Cases  and  Re- 
marks on  the  Pre-Operative  Treatment  of 
Carcinoma.  Surg.,Gynec.  &  Obst.,  1919,  xxix,  236. 

As  a  result  of  the  study  of  the  four  cases  described 
in  this  article,  the  author  draws  the.  following  con- 
clusions: 

1.  When  applied  properly  and  in  sufficient  quan- 
tity upon  deep-seated  cancer  tissue,  the  roentgen 
rays  may  be  expected  to  destroy  the  cancer  cells. 
These  cells  are  replaced  by  healthy  scar  tissue  or 
fibrous  tissues,  and  when  located  in  bone,  by  bone 
sclerosis. 

2.  As  a  result  of  the  healing  process,  the  patient's 
life  is  prolonged  and  he  is  made  comfortable. 

3.  A  complete,  permanent  recovery  cannot  be 
expected  for  ultimately  the  disease  is  apt  to  .form 
metastases,  partictdarly  in  the  areas  which  have  not 
been  treated. 

4.  It  is  very  probable  that  in  cases  of  metastatic 
carcinomata  of  the  spine  without  other  evidence  of 
metastatic  involvement  the  patient's  natural  resist- 
ance is  unusually  great  as  in  many,  if  not  most,  cases 
death  results  from  visceral  involvement  before  there 
is  time  for  symptomatic  disease  to  develop  in  the 
spine. 

5.  On  the  basis  of  the  clinical  and  microscopic 
proof  of  the  destructive  action  of  the  roentgen  rays 
on  malignant  tissue,  which  is  followed  by  healing, 
and  the  experimental  proof  of  a  decrease  in  the  ma- 
lignancy and  power  of  inoculation  of  cancer  tissue 
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which  has  been  exposed  to  these  rays,  the  use  of 
deep  roentgentherapy  is  to  be  strongly  recommended 
both  as  ante-operative  treatment  to  be  followed 
immediately  by  operation  and  as  postoperative 
treatment  given  after  the  proper  interval,  i.e.,  four 
weeks  after  the  ante-operative  treatment. 

E.  C.  ROBITSHEK. 

Richard,  A.  J.:  Pain  in  the  Lumbosacral  Region 
Associated  with  Congenital  Malfomiation  of 
the  Transverse  Processes  of  the  Fifth  Lumbar 
Vertebra.  Am.  J.  Roentgenol.,  19 19,  vi,  434. 

Anomalies  in  structure  of  the  bones  of  the  lumbo- 
sacral region,  particularly  of  the  transverse  processes 
of  the  fifth  lumbar  vertebra,  are  not  uncommon  in 
patients  complaining  of  orthopedic  back  conditions. 
The  author,  a  roentgenologist,  classifies  such  anom- 
alies into  four  groups.  In  the  first  group  one  or  both 
transverse  processes  are  longer  and  larger  than 
normal  and  may  or  may  not  be  in  contact  with  the 
sacrum  and  iliac  bones.  In  the  second  group  the 
process  or  processes  are  markedly  larger  than  normal 
and  have  taken  an  upwardly  oblique  direction  from 
the  sacrum  and  iliac  bones,  leaving  very  little  space 
between  them.  The  third  group  show  a  downward 
turn  of  the  large  process  overshadowing  the  ilium 
and  sacrum  which  sometimes  forms  a  bursa.  In 
the  fourth  group  there  is  a  joint  formation  between 
this  enlarged  process  and  the  sacrum,  as  a  rule  on 
one  side  only. 

The  patients  are  usually  males,  can  give  no  history 
of  trauma,  and  rarely  admit  any  pain  prior  to  their 
twenty-fifth  year,  probably  because  ossification  is 
not  complete  before  that  time.  The  pain  is  evidently 


due  to  compression  of  the  soft  tissues,  irritation  and 
arthritis  of  normal  or  abnormal  bursae  and  joints, 
slowly  acting  ligamental  strain,  or  pressure  or  ten- 
sion from  persistent  malposition  of  the  bones  of 
different  segments  of  the  nerve  trunks. 

These  anomalies,  which  seem  to  facilitate  the 
production  of  slight  traumatic  displacements  with 
consequent  sprains,  cause  spondylolisthesis  and 
sometimes  scoliosis.  Pressure  by  the  process  on  the 
ilium  causes  a  direct  strain,  a  stretching  of  the 
sacro-iliac  ligaments  of  the  same  side,  and  subse- 
quent sacro-iliac  arthritis  of  both  sides.  The  author 
proves  that  such  a  malformation  causes  pain  by 
direct  pressure  because  when  the  malformation  is 
unilateral  and  there  is  pain  over  both  joints,  the 
radiated  pain  is  over  the  hip,  buttock,  thigh,  and  leg 
of  the  same  side,  probably  due  to  the  fifth  nerve 
between  the  enlarged  process  and  the  sacrum. 

Scoliosis  may  frequently  result  from  the  asym- 
metry of  the  lumbar  vertebra,  the  primary  curvature 
having  its  convexity  opposite  the  side  of  the  large 
process.  Incidentally  this  primary  curvature  may 
have  disappeared  before  corrective  treatment  is 
undertaken.  The  malformations  of  the  fifth  and 
sometimes  of  the  fourth  vertebra  are  the  result  of 
their  incomplete  attempt  to  participate  in  the  forma- 
tion of  the  sacrum,  the  pain  being  due  to  the  non- 
completion. 

Roentgenological  conclusions  must  not  be  ar- 
rived at  before  several  plates  are  made  from  dif- 
ferent angles.  The  stereoscope  does  not  help  a 
great  deal.  In  cases  of  spondylolisthesis  and  back- 
ward tilting  of  the  sacrum  the  lateral  view  is  most 
important.  R.  G.  Packard. 
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Morton,  C.  A. :  The  Operative  Findings  in  Thirty 
Cases  of  Gunshot  Injury  of  Nerves,  with  Re- 
marks on  Diagnosis,  Localization,  and  the 
Technique  of  Operation.  Bristol  M.-Chir.  J., 
1919,  xxxvi,  55. 

After  complete  division  of  a  nerve  the  ends  either 
lie  wide  apart  with  usually  a  bulbous  enlargement  at 
the  proximal  end,  or  are  bridged  by  tissue  the  char- 
acter of  which  may  be  difficult  to  determine.  Dis- 
section of  the  fasciculi  and  the  use  of  the  faradic 
current  may  aid  in  deciding  upon  the  presence  of  a 
nerve  in  the  band  of  scar  tissue.  When  there  is 
marked  thickening  of  the  nerve,  resection  should  be 
reserved  for  those  which  feel  very  hard  on  palpation 
and  do  not  possess  faradic  conductivity.  In  the 
presence  of  a  fracture  the  divided  ends  may  be 
caught  between  the  bones  or  involved  in  the  dense 
scar  tissue. 

In  incomplete  lesions  the  nerve  is  usually  bound 
down  by  scar  tissue  or  flattened  from  pressure.  A 
firm,  fusiform  or  nodular  enlargement  is  often  found 
to  contain  fragments  of  metal.  Some  of  these  cases 
present  early  .the  clinical  signs  of  a  complete  division 


of  the  nerve  but  later  improve.  Others,  which  at 
first  seem  to  be  partial  lesions,  are  found  at  operation 
to  be  complete.  We  may  be  misled  by  the  absence 
of  anaesthesia  where  it  is  expected  and  also  by  reten- 
tion of  power  to  perform  some  movements  which 
we  believe  would  be  lost  if  there  were  complete 
division  of  the  nerve.  A  knowledge  of  the  substitu- 
tion of  action  of  a  muscle  or  group  of  muscles  for  a 
paralyzed  muscle  or  group  of  muscles  is  therefore 
of  importance  in  the  diagnosis  of  these  lesions. 

Operation  is  indicated  in  cases  of  incomplete 
lesions  if  there  is  no  return  of  power  or  sensation 
after  a  prolonged  period  of  electrical  treatment  and 
massage.  Even  when  there  is  extensive  paralysis 
and  anaesthesia  a  nerve  may  appear  normal  at 
operation,  and  it  must  not  be  concluded  that  in  all 
cases  a  marked  feebleness  of  the  group  of  muscles 
opposing  the  group  paralyzed,  even  though  com- 
bined with  anaesthesia,  indicates  a  complex  gross 
lesion  of  the  nerves.  When  there  are  several  scars  in 
the  course  of  a  nerve  it  may  be  difficult  to  decide 
at  which  level  the  nerve  has  been  injured. 

Some  gunshot  wounds  of  peripheral  nerves  are 
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accompanied  by  severe  pain  in  the  distribution  of 
the  nerve.  In  a  few  cases  recovery  has  resulted 
without  operation,  while  in  others  permanent  relief 
has  been  obtained  by  the  injection  of  alcohol  into 
the  nerve. 

Technically,  experimental  work  on  the  cadaver 
shows  that  transplantation  of  the  ulnar  nerve  in 
front  of  the  internal  condyle  does  not  increase  the 
nerve  length,  but  that  merely  freeing  the  nerve 
from  its  connective-tissue  bed  behind  the  condyle 
may  allow  considerable  elongation.  The  relative 
merits  of  the  different  methods  of  end-to-end  suture, 


the  advisability  of  surrounding  the  line  of  suture 
with  Cargile  membrane,  fat,  or  fascia,  and  the  value 
of  grafting  or  attachment  to  other  nerves  can  be 
decided  only  by  observations  of  cases  made  overfta 
very  prolonged  period  of  time.  A  3-inch  gap  in  the 
sciatic  nerve  may  be  repaired  easily  by  stretching 
the  nerve  and  flexing  the  leg  on  the  thigh.  In  one 
case  sensation  returned  as  early  as  twenty-four 
hours  after  the  median  nerve  was  freed  from  its  bed 
of  scar-tissue. 

The  author  appends  a  tabulation  of  the  details  of 
his  series  of  thirty  cases.  E.  M.  Miller. 
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CLINICAL  ENTITIES— TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Jean,  G.:  New  Technique  for  the  Treatment  of 
Warm  Abscesses  (Techniques  nouvelles  dans  le 
traitement  des  abc^s  chauds).  Arch,  de  mid.  et 
pharm.  nav.,  1919,  cviii,  81. 

In  cases  of  superficial  or  deep  abscesses  the  large 
crucial  incision  is  generally  employed,  but  the  skin 
is  almost  always  altered  and  infected  and  a  furrow 
remains  due  to  loss  of  substance. 

Jean  recommends  the  paralateral  incisions  for  the 
treatment  of  abscesses  which  were  initiated  by 
Chaput.  Being  made  in  healthy  skin,  these  heal 
quickly  and  have,  the  further  advantage  that  at 
least  one  of  them  is  at  the  lowest  point  of  the  collec- 
tion and  facilitates  evacuation  of  the  abscess. 

In  the  case  of  a  supra-aponeurotic  abscess  or  a 
fixation  abscess  the  author  makes  only  a  monolateral 
incision,,  placing  it  tangentially  to  the  curve  limiting 
the  lower  border  of  the  collected  mass  to  be  evacu- 
ated. Puncture  alone  at  the  lowest  point  does  not 
give  sufiicient  drainage.  After  evacuation  even  a 
very  large  incision  will  often  heal  very  rapidly.  In 
one  case  an  incision  22  centimeters  long  was  healed 
by  the  fifth  day. 

Paralateral  or  bilateral  incisions  are  used  when  it 
is  necessary  to  explore  a  purulent  cavity  thoroughly 
or  when  the  cutaneous  surface  involved  is  too  exten- 
sive to  be  treated  effectively  by  a  monolateral  inci- 
sion. Such  incisions  are  therefore  usually  reserved 
for  voluminous  subcutaneous  abscesses,  suppurating 
hygromata,  and  deep  abscesses  involving  the 
muscles.  They  are  made  at  the  limit  of  the  abscess, 
parallel  to  the  axis  of  the  limb  or  the  trajectory  of 
the  nerve  trunks.  One  of  them  at  least  should  reach 
the  lowest  point  of  the  collected  mass  when  the 
patient  is  lying  down.  After  they  are  made,  the  cuta- 
neous bridge  is  raised  up  by  separators,  the  cavity 
is  washed  out,  "and  diseased  tissues  are  excised.  The 
edges  of  the  two  incisions  are  then  sutured,  a  rub- 
ber or  filiform  drain  being  inserted  at  the  lowest 
point. 

During  eight  months  Jean  performed  no  opera- 
tions of  this  kind.    None  of  the  treatments  formerly 


employed,  such  as  counterincisions,  filiform  drain- 
age, irrigation,  etc.,  has  given  him  as  rapid  and 
satisfactory  results,  W.  A.  Breknan. 

Moore,  B.:    The  Increase   of  Alkalinity  of  the 
Blood  in  Shock.     Lancet,  1919,  cxcvii,  473. 

In  primary  shock  lasting  only  a  few  minutes  and 
resulting  in  cerebral  anaemia  and  unconsciousness, 
the  patient  may  recover  shortly  as  in  an  ordinary 
faint.  If,  however,  the  condition  lasts  from  twenty 
to  thirty  minutes,  the  series  of  events  is  difierent. 
The  basic  factor  is  cessation  of  metabolic  activity  to 
about  one-third  the  normal  rate.  The  lungs  con- 
tinue to  function  at  their  normal  rate.  What  is  the 
result?  An  excess  of  carbon  dioxide  over  that 
produced  must  be  removed  in  the  lungs  and  the 
blood  becomes  alkaline.  There  need  not  be  hyper- 
pncea.  In  the  main,  the  condition  depends  upon  the 
relative  rates  of  the  circulation  and  respiration. 

The  reason  that  American  physiologists  and 
chemists  find  a  decreased  alkali  in  the  blood  is  that 
it  is  taken  up  by  the  tissues  or  removed  by  the 
kidneys  or  both.  However,  this  decreased  alkali  in 
the  blood  determined  by  titration  or  by  the  Van 
Slyke  method  is  not  an  acidosis.  It  is  an  alkalosis. 
The  alkali  in  the  blood  is  diminished  but  its  alkalin- 
ity is  increased.  In  shock  the  blood  is  not  in 
equilibrium  with  5  per  cent  carbon  dioxide,  but 
with  2  or  3  per  cent.  The  blood  of  a  patient  in 
shock  while  within  the  body  breathes  itself  into  a 
high  state  of  alkalinity.  This  high  state  of  alkalinity 
reduces  the  output  of  the  heart  to  one-fifth  normal 
and  in  perfused  isolated  hearts  stoppage  results  in  a 
few  minutes. 

The  author,  who  has  done  much  work  on  the  reac- 
tion of  the  blood  and  body  tissues,  calls  attention 
to  the  erroneous  conclusion  drawn  in  the  last  twenty 
years  in  regard  to  this  reaction. 

The  pioneer  workers  were  Galleotti  and  Mosso 
who  worked  on  the  cause  of  mountain  shock.  They 
showed  that  the  cause  of  mountain  shock  and  sick- 
ness is  the  denudation  of  carbon  dioxide  in  the  blood 
due  to  excessive  breathing  to  obtain  sufficient 
oxygen.  At  Mosso 's  request,  Galleotti  attempted 
to  estimate  the  alkalinity  of  the  blood  when  shock 
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was  tending  to  reappear.  He  did  this  by  titrating 
to  phenolphthalein  and  found  the  blood  more  acid. 
His  titrations  were  correct  but  his  conclusion  pro- 
foundly wrong.  Similar  conclusions  have  been 
drawn  for  nearly  twenty  years  since  then.  They  have 
lead  physicians  to  dose  patients  with  sodium  bicar- 
bonate to  relieve  shock  and  to  the  use  of  intravenous 
injections  of  acid  in  animals  in  the  attempt  to  study 
shock.  J.  L.  BuTSCH. 

Plummer,  W.  A. :  The  Blood  Picture  in  Exophtlial- 
mic  Goiter.    Minnesota  Med.,  1919,  ii,  330. 

The  author  bases  his  report  on  the  study  of  the 
blood  counts  of  578  patients  with  exophthalmic 
goiter  who  were  examined  in  the  Mayo  Clinic  dur- 
ing the  years  191 2  and  1913.  The  average  count 
from  the  entire  group  is  as  follows : 

Haemoglobin  83.1  per  cent 

Erythrocytes  4,790,000 

Leucocytes  6,973.5 

Polymorphonuclears  (relative)  58.3 

Polymorphonuclears  (absolute)  4,065.5 

Small  lymphocytes  (relative)  •'  34.8 

Small  lymphocytes  (absolute)      •  2,426.7 

Large  lymphocytes  *  4.4 

Transitionals  i.i 

Eosinophiles  1.6 

Basophiles  .  0.49 

This  tabulation  shows  a  relative  and  absolute 
mononucleosis  and  a  percentage  decrease  in  poly- 
morphonuclear neutrophiles.  The  haemoglobin  is 
below  70  per  cent  in  only  13  cases,  the  lowest  being 
44  per  cent. 

In  25  cases  having  the  lowest  leucocyte  count 
there  is  an  increase  of  the  relative  number  of  lympho- 
cytes, but  the  absolute  count  is  in  the  range  of  nor- 
mal. The  cause  of  the  leucopenia  appears  to  be 
a  decrease  in  the  total  number  of  polymorpho- 
nuclear neutrophiles. 

In  25  cases  with  the  highest  leucocyte  count  the 
same  relationship  holds  between  the  lymphocytes 
and  the  polynuclear  cells  as  in  the  low  leucocyte 
count.    The  difference  is  of  less  degree. 

In  grouping  the  cases  from  the  point  of  onset  of 
clinical  symptoms  into  periods  of  two  months, 
nothing  characteristic  is  noted.  There  is  nothing  to 
show  that  the  duration  of  symptoms  bears  any  re- 
lationship to  the  degree  of  lymphocytosis.  The 
lymphocyte  count  bears  no  relation  to  the  severity 
of  symptoms  or  the  percentage  of  mortality,  nor  is 
there  any  relation  between  it  and  cardiac  dilatation 
in  thyroidectomy.  The  abnormal  appetite  of 
patients  with  hyperthyroidism  does  not  alter  the 
blood  count.  It  would  seem,  however,  that  a  rela- 
tive count  of  small  lymphocytes  below  20  is  of  some 
negative  value,  while  a  count  above  40  is  of  some 
positive  value  in  the  diagnosis  of  exophthalmic 
goiter. 

The  author  agrees  with  Kocher  in  the  assertion 
that  anaemia  of  a  chlorotic  type  does  not  occur  in 
these  cases.  Kocher  emphasizes  the  presence  of  a 
leucopenia.    The  results  of  the  author's  counts  do 


not  show  this.  The  author  also  noted  the  mononu- 
cleosis described  by  Kocher.  When  a  leucopenia 
occurs  it  takes  place  at  the  expense  of  the  neutro- 
philes. J.  A.  H.  Magoun,  Jr. 

Pirie,  G.  R.:  A  Study  of  Ilyperadrenalism:  Its 
Influence  in  Producing  Congenital  Pyloric 
Hypertrophy   and    Sul^quent    Obstruction. 

Lancet,  1919,  cxcvii,  513. 

Congenital  hypertrophic  stenosis  of  the  pylorus  is 
explained  most  commonly  upon  the  basis  of  a  de- 
velopmental defect  but  the  evidence  does  not  sub- 
stantiate this  theory.  Hypertrophy  may  be  at- 
tributed to  overaction  or  spasm. 

The  purpose  of  this  paper  is  to  suggest  that  the 
spasm  inducing  the  hypertrophy  is  due  primarily  to 
hyperadrenalism  before  birth,  and  that  postnatal 
factors  determine  the  recurrence  or  persistence  of  the 
spasm.  A  disturbance  in  the  balance  of  the  en- 
docrine organs  produces  either  a  relative  or  absolute 
hyperadrenalism,v  It  is  not  certain  that  the  hy- 
peradrenalism is  congenital,  but  the  evidence  seems 
to  indicate  that  this  is  true.  The  symptoms  first 
appear  about  the  third  week.  Moreover,  the  hy- 
pertrophy of  the  muscle  found  at  operation  is  such 
that  it  does  not  seem  probable  that  it  is  totally 
extra-uterine.  It  apparently  requires  more  time  to 
produce  hypertrophy  by  spasm  than  many  have 
supposed.  The  author  concludes  that  in  the  cases 
studied  the  hypertrophy  must  have  existed  since 
before  birth  and  that  it  was  produced  by  a  long- 
standing influence.  The  onset  and  seventy  of  the 
symptoms  are  determined,  not  by  the  occurrence  of 
hypertrophy,  but  by  the  degree  of  the  superimposed 
spasm. 

In  view  of  the  work  of  Vincent,  Schafer,  Elliott, 
Priestly,  and  others,  it  is  easy  to  conceive  of  a  mal- 
adjustment of  the  Ijalance  between  the  endocrine 
hormones  at  the  time  of  birth  and  before  birth. 
If  a  relative  or  absolute  excess  in  suprarenal  se- 
cretion is  caused  by  this  disturbance  of  balance, 
spasm  of  any  non- striated  muscle  may  result.  As 
Keith  has  shown  both  the  pylorus  and  the  medulla 
of  the  suprarenal  to  be  differentiated  at  the  third 
month,  hyperadrenalism  would  have  sufficient 
time  to  produce  hypertrophy  by  the  time  the 
symptoms  are  first  noted. 

Schafer's  experiments  showed  that,  in  addition 
to  pyloric  spasm,  injection  of  adrenalin  produces 
a  spasm  at  the  ileocaecal  valve  and  the  rectosigmoid 
juncture.  Because  the  recurrence  or  persistence  of 
the  spasm  is  so  favored  by  the  anatomical  and 
secretory  relations  of  the  stomach,  duodenum,  and 
pylorus,  this  region  is  the  source  of  more  symptoms 
than  other  parts  of  the  gastro-intestinal  tract. 
The  reason  we  do  not  see  more  evidence  of  the  effects 
of  antenatal  hyperadrenalism  after  birth  is  that  its 
degree  is  never  constant  and  symptoms  are  pro- 
duced only  when  it  is  marked.  Search  for  an 
abnormal  or  unusual  appearance  of  the  suprarenal 
gland  in  patients  who  have  died  from  stenosis  and 
in  those  in  which  varying  degrees  of  hypertrophy  are 
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found  at  necropsy  has  yielded  nothing.  Though  the 
process  of  involution  may  be  complete,  a  hyper- 
secretion may  have  been  present  before  birth.  The 
marked  changes  in  the  development  and  involution 
of  the  gland  suggest  that  a  disturbance  of  balance  in 
its  secretion  might  be  brought  about  easily. 

In  a  case  recorded  a  suprarenal  gland  one-third 
the  size  of  the  kidney  was  found  at  the  postmortem 
examination  of  a  child  who  had  had  congenital 
hypertrophic  stenosis.  The  oesophagus  and  recto- 
sigmoid were  alsostenosed  as  was  the  urinary  meatus. 

The  extent  of  the  stenosis  shows  that  the  influence 
bringing  it  about  is  not  local  but  systemic  in  action. 
Although  the  author  does  not  think  it  justifiable  to 
insist  that  hyperadrenalism  is  the  cause  of  the 
stenosis  because  it  cannot  be  proved,  he  believes  that 
the  explanation  is  reasonable. 

Secretory  inhibition  and  phimosis  are  mentioned 
as  the  two  chief  contributory  causes  of  spasm. 
Three  cases  are  cited  which  were  symptomatically 
cured  by  circumcision.  Of  a  series  of  84  cases  of 
congenital  hypertrophic  stenosis  only  13  occurred 
in  girls  and  not  one  of  the  patients  was  a  Jew. 
It  is  suggested  that  a  relation  may  be  demonstrable 
between  the  slow  involution  of  the  suprarenal  gland 
and  phimosis. 

The  inhibition  of  secretions  is  directly  due  to  the 
obstruction.  With  an  already  stenosed  orifice,  a 
diminished  supply  of  pancreatic  secretion  is  pro- 
duced, and  thus  a  vicious  circle  is  inaugurated. 
After  operation  ordinary  diet  must  be  approached 
gradually  as  the  pancreas  regains  its  function. 
Experimentally  hyperadrenalism  has  been  shown  to 
be  antagonistic  to  the  pancreas,  and  when  both 
hyperadrenalism  and  pancreatic  insufficiency  are 
present  there  is  sufficient  cause  for  both  the  primary 
hypertrophy  and  the  recurrence  or  persistence  of 
the  spasm. 

Changes  in  the  gastric  mucosa  may  also  be 
present.  These  in  themselves  are  not  of  importance, 
but  when  associated  with  congenital  hypertrophic 
stenosis,  they  hasten  the  formation  of  the  vicious 
circle   and   the   perpetuation   of   the   obstruction. 

Observations  and  results  of  treatment  seem  to 
justify  the  theory  of  hyperadrenalism  as  the  cause 
of  the  spasm  inducing  the  hypertrophy  of  congenital 
hypertrophic  stenosis.  O.  C.  Melson. 

Dublin,  L.  I. :  Mortality  Statistics  of  Cancer  among 
Wage  Earners :  with  Observations  on  the  Com- 
parative Incidence  of  the  Disease  in  the  Gen- 
eral Population.  /.  Cancer  Research,  1919,  iv,  235. 

Although  there  have  appeared  in  recent  years 
many  and  important  contributions  to  the  mortality 
statistics  of  cancer,  few  of  these  have  presented  the 
facts  in  such  detail  as  to  show  the  incidence  of  this 
condition  in  the  several  age  periods  of  life  with  the 
further  distinction  of  sex  and  of  color  or  race  of  the 
population.  Such  presentation  is  the  merit  of  the 
data  presented  herewith.  To  the  author's  knowl- 
edge they  are  original  in  the  cancer  literature  and 
should  well  serve  the  nation-wide  movement  for 


the  control  of  this  disease.  Many  discussions  which 
have  centered  around  the  cancer  problem  in  recent 
years,  such  as  the  supposed  increase  of  mortality 
and  other  questions,  can  be  settled  only  when  the 
detailed  facts  of  mortality  for  a  relatively  constant 
population  are  known  for  a  period  of  years.  The 
present  study  meets  this  requirement  admirably 
and  has  the  further  merit  that  it  reflects  conditions 
in  a  large  industrial  group  among  whom  cancer  takes 
a  heavy  toll. 

Special  efforts  were  made  in  the  course  of  the 
inquiry  reported  to  have  the  basic  data  as  reliable 
as  possible.  When,  as  often  occurred,  physicians 
certifying  the  causes  of  death  returned  statements 
of  cancer  which  were  unqualified  as  to  the  organ 
or  part  affected,  letters  were  written  asking  them  to 
specify  the  type  of  tumor  or  cancer  and  the  organs 
or  parts  first  involved  by  the  growth.  The  effect  of 
this  correspondence  was  to  increase  the  precision  of 
the  statistical  results.  While  the  data  were  not 
refined  to  the  same  point  of  completeness  as  that 
characterizing  the  recent  investigation  of  the  United 
States  Bureau  of  the  Census,  the  effort  was  made 
to  cover  fully  the  various  parts  and  organs  specified 
in  the  International  List  of  Causes  of  Death. 

During  the  six-year  period  of  this  investigation, 
37,666  cancer  deaths  were  recorded  at  a  rate  of 
70.0  per  100,000  persons  exposed.  Cancer  was  the 
sixth  cause  in  order  of  numerical  importance  in  this 
study.  These  deaths  constituted  5.9  per  cent  of  all 
the  deaths  in  the  experience. 

Cancer  and  other  malignant  tumors  of  the  stomach 
and  liver  constituted  the  largest  single  group  of 
malignant  growths,  37.6  per  cent  of  all  cancers,  a 
rate  of  26.3  per  100,000  persons  exposed.  Cancer 
of  the  female  genital  organs  was  next  in  importance, 
causing  7*882  deaths,  20.9  per  cent  of  all  cancer 
deaths,  with  a  rate  of  14.7  per  100,000  persons  of  both 
sexes.  Cancers  affecting  the  peritoneum,  intestines, 
and  rectum  followed  with  4,482  deaths,  ii.o  per 
cent  of  all  cancers,  at  a  rate  of  8.3  per  100,000.  These 
death  rates,  however,  varied  considerably  with  age 
and  sex. 

Among  other  phases  of  the  subject  investigated 
was  that  of  the  possible  relation  between  the  inci- 
dence of  cancer  mortality  and  the  economic  status. 
This  showed  the  main  facts  of  an  investigation  based 
upon  the  comparative  mortality  experience  of  the 
Ordinary,  Intermediate,  and  Industrial  Departments 
of  the  Metropolitan  Life  Insurance  Company  dur- 
ing the  three  years  1914,  1915,  and  1916.  The  lives 
of  white  persons  only  were  included  in  the  investi- 
gation. The  Ordinary  Department  policy  holders 
are  drawn  from  higher  economic  strata  of  the  popu- 
lation than  are  the  intermediate  group.  The  in- 
dustrial policy-holders  form  the  third  class  or  group 
in  order  of  material  circumstance.  In  order  to  elimi- 
nate the  slight  effect  of  medical  selection  in  the 
ordinary  and  intermediate  groups  with  respect  to 
cancer,  the  author  has  considered  only  the  mortality 
in  these  classes  on  business  in  force  at  least  five 
years. 
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As  a  result  of  an  extended  consideration  of  the 
data  developed  in  the  inquiry  reported  as  to  the 
possible  relation  of  cancer  and  the  economic  condi- 
tion, the  following  conclusions  were  drawn: 

1.  The  current  medical  opinion  that  there  is  a 
strong  association  between  low  economic  status  and 
a  low  cancer  death  rate  is  in  all  probability  un- 
founded. 

2.  The  cancer  mortality  rate  at  the  ages  at  which 
the  cancer  rate  is  significant  decreases  as  we  go  up  in 
the  economic  scale. 

3.  This  is  true  for  both  sexes  and  by  age  period 
when  sufTicicnt  data  are  available. 

4.  This  conclusion  is  not  conditioned  by  the  effect 
of  varying  amounts  of  medical  selection  in  the  three 
groups  considered. 

Cancer  death  rates  in  the  study  reported,  covering 
^ix  calendar  years  and  relating  in  all  to  fifty  million 
years  of  life  exposed  to  risk,  show  no  decisive  upward 
or  downward  tendency  for  all  age  classes  combined. 
This  is  true  for  each  color  and  sex  group,  but  more 
decisively  for  the  group  of  insured  white  females  for 
whom  the  highest  rates  are  recorded.  The  rates 
by  color  and  by  sex  for  the  year  iqii  are,  to  be  sure, 
slightly  lower  than  the  figures  for  the  entire  six- 
year  period,  but  this  condition  may  be  accidental 
and  without  significance.  Considering  all  ages 
combined,  therefore,  there  is  no  evidence  presented 
from  which  an  increasing  mortality  may  be  pred- 
icated with  any  certainty.  G.  E.  Beilby. 

Armstrong,  G.  E.,  and  Oertel,  H.:  Localization  of 
Tumor  Metastases.  Am.  J.  M.  Sc,  1919,  clviii, 
354- 

While  the  term  "metastasis"  as  applied  to  tumors 
is  generally  held  to  mean  generalization  of  a  growth 
by  the  formation  of  secondary  deposits  scattered 
throughout  various  tissues  and  organs  of  the  body 
and  not  directly  connected  with  each  other,  this  is 
really  not  an  all-embracing  definition,  for  the  con- 
ception of  metastasis  requires  not  only  deposit  but 
also  subsequent  growth  of  the  misplaced  tumor  cells, 
with  replacement  of  the  physiological  tissue  by  the 
tumor.  Thus  while  all  kinds  of  cells,  including 
bacteria,  may  become  dislodged  from  their  original 
focus  and  arrested  in  different  situations,  a  metas- 
tasis may  be  spoken  of  only  when  this  new  location 
is  involved  by  disease,  for  the  passive  lodgment  of 
foreign  cells  may  be,  and  frequently  is,  followed  by 
their  destruction  or  quiescence.  The  appearance  of 
foreign  cells  in  an  organ  or  tissue  is  therefore  signi- 
ficant as  a  step  toward  metastasis,  but  in  itself  is 
not  proof  of  it. 

According  to  the  authors,  this  important  point 
has 'not  received  adequate  consider'ation  in  the  re- 
cent experimental  work  on  the  artificial  production 
of  cancer.  The  fact  that  on  artificial  stimulation  by 
lipoid  solvents  and  other  irritants,  proliferation  of 
cells  has  occurred  and  that  some  of  these  newly- 
formed  cells  have  been  disconnected  and  have 
reached  neighboring  tissues  and  even  lymph  glands 
by  means  of  the  lymph  stream,  is  no  proof  of  their 


metastasizing  quality  or  even  true  tumor  character. 
This  proof  is  furnished  only  when  it  can  be  demon- 
strated, not  only  that  these  cells  are  carried  by  a 
stream  and  arrested  in  a  tissue,  but  also  that  they 
possess  the  ability  to  grow  into  a  tumor  and  replace 
the  physiological  tissue. 

The  same  strict  interpretation  of  metastasis  must 
be  applied  to  spontaneous  tumors.  If  on  micro- 
scopic examination  tumor  cells  are  found  arrested 
in  the  capillaries  of  the  lung  which  they  have 
reached  by  a  massive  break  of  a  growth  into  the 
venous  system,  we  are  not  justified  in  speaking  of  a 
metastasis  in  the  lung  although  it  is  often  done.  In 
infections  the  evidence  of  the  disease  is  the  anat- 
omical lesion.  In  tumor  metastasis  the  evidence 
is  the  growth  of  the  tumor  tissue  into  physiological 
tissue  and  the  annihilation  of  the  latter. 

This  point  is  emphasized,  not  only  because  of  the 
previously  stated  erroneous  interpretation  of  the 
appearance  of  arrested,  disconnected  cells  in  experi- 
mental cancer  production  in  animals,  but  be(?lause 
investigation  into  the  problems  of  tumor  metastasis 
is  rendered  impossible  by  lumping  the  occurrence 
of  tumor  emboli  with  the  actual  growth  of  tumor 
cells. 

The  general  assumption  that  the  histological  pic- 
ture is  an  almost  absolute  expression  of  the  biolog- 
ical character  of  a  growth  is  untenable  for  the 
reason  that  there  are  many  tumors,  such  as  sarco- 
gliomata,  congenital  melanomata,  spindle-cell  sarco- 
mata or  endotheliomata  of  the  dura  mater,  epulis, 
many  sarcomata  and  cancers  of  the  ovary,  uterus, 
and  mediastinum,  sarcomata  of  the  fascia,  tera- 
tomata  and  the  embryonic  growths  or  remains  of  the 
gut  and  the  appendix,  which  may  exist  for  years, 
are  often  an  accidental  finding,  and,  except  in  rare 
instances,  do  not  exhibit  a  tendency  to  infiltrate  and 
metastasize  although  they  may  recur  locally  after 
excision. 

The  reverse  also  is  true,  as  anatomically  mature 
so-called  benign  tumors  occasionally  lead  to  secon- 
dary growths.  This  interesting  and  important  fact 
has  been  emphasized  by  Virchow  and  Cohnheim. 

A  study  of  tumor  metastases  in  a  series  of  98 
cases  of  metastasizing  tumors  of  various  kinds  and 
derivation  has  convinced  the  authors  that  in  the 
localization  of  metastases  there  are  two  determin- 
ing factors,  namely,  the  quantity  and  quality  of  the 
tumor  cells.  For  instance,  in  a  case  of  small  pros- 
tatic cancer,  so  small  that  only  microscopic  examina- 
tion revealed  it,  practically  all  the  organs  of  the 
body  were  the  seat  of  small,  nodular,  multiple 
metastases,  closely  resembling  miliary  tubercles. 
Clinically  the  condition  had  been  diagnosed  as 
tuberculosis.  A  similar  generalization  is  often  seen 
in  renal  tumors. 

In  spite  of  the  frequent  metastases  in  the  re- 
gionary  glands  in  close  proximity  to  the  tumors,  it 
must  be  remembered  that  enlargements  of  the 
glands  in  the  neighborhood  of  tumors  are  not 
always  due  to  metastasis.  Often  they  are  inflam- 
matory. 
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The  relationship  of  the  inflammatory  changes  to 
the  tumor  metastases  is  instructive  and  suggestive. 
It  is  not  impossible  that  at  least  in  a  number  of 
these  cases  in  which  infection  by  bacteria  can  be 
reasonably  excluded  the  constant  drain  of  metabolic 
tumor  products  is  irritating  to  the  gland  tissue,  and 
that  by  lasting  injury  and  disturbance  of  the  phy- 
siological tissue  balance  due  to  inflammatory  changes, 
the  organ  becomes  disposed  to  metastatic  growth. 
If  this  is  true,  it  would  appear  to  have  an  important 
bearing  on  the  formation  of  metastases  for  it  would 
indicate  that,  under  certain  conditions  at  least,  the 
occurrence  of  metastases  is  made  possible  or  favored 
by  a  drain  of  metabolic  tumor  products  into  a 
tissue. 

When  we  come  to  distant  and  often  isolated 
metastases,  however,  and  consider  the  frequency 
with  which  some  organs  are  involved  by  certain 
types  of  tumors  irrespective  of  their  primary  loca- 
tion, it  is  evident  that  other  factors  must  enter  into 
their  formation. 

In  order  to  arrive  at  a  knowledge  of  the  frequency 
of  selection  of  certain  tissues  in  metastasis,  an 
analysis  of  98  cases  was  made  by  the  authors. 
From  this  study  it  was  shown  that  of  22  adeno- 
carcinomata  which  took  their  origin  from  entoderm, 
14  metastases  formed  in  entoderm,  and  of  29  carci- 
nomata  which  were  derived  from  entoderm,  23 
formed  metastases  in  entoderm.  Of  5  sarcomata,  5 
metastases  occurred  in  mesodermal  tissue.  While 
it  is  true  that  in  these  sarcomata  there  were  also  8 
metastases  in  entoderm  organs — liver,  lungs,  and 
pancreas — 'the  metastases  in  these  instances  were 
apparently  not  selective  but  due  to  causes  pre- 
viously discussed. 

From  this  study  it  is  concluded  that  the  localiza- 
tion of  metastases  depends  upon  a  number  of  factors. 
Important  among  these  are : 

1.  The  quantity  of  the  tumor  elements  and  the 
method  of  dissemination. 

2.  The  effects  of  the  injurious  metabolic  pro- 
ducts of  tumor  cells  upon  a  tissue,  causing  degenera- 
tion and  inflammation  and  thereby  weakening  its 
physiological  resistance. 

3.  The  close  biogenetic  (embryonic)  relation  of 
tumor  cells  to  a  tissue  soil  whereby  types  of  tumor 
cells  derived  from  an  embryonic  layer  grow  more 
readily  in  the  environment  of  organs  or  tissues  de- 
rived from  the  same  layer  of  the  blastoderm. 

G.  W.  HOCHREIN. 

Sytntners,  D. :  Malignant  Myomata  and  Meckel's 
Diverticulum.   Ann.  Surg.,  1919,  Ixx,  183. 

The  author  reports  a  case  in  which  a  malignant 
myoma  was  found  encircling  the  base  of  Meckel's 
diverticulum.  A  review  of  the  literature  is  also 
given. 

In  addition  to  the  familiar  leiomyomata  of  uter- 
ine origin,  identical  small  tumors  are  often  noted  at 
autopsy  or  operation  in  the  musculature  of  the 
stomach,  intestine,  gall-bladder,  or  elsewhere.  These 
rarely  exceed  i  centimeter  in  diameter  and  project 


beneath  the  serous  surface,  sometimes  into  the  lumen. 
Frequently  such  apparently  harmless  nodules  under- 
go malignant  transformation,  forming  malignant  my- 
omata. The  case  under  discussion  is  only  the  sixth 
to  be  reported.  Brief  synopses  are  given  of  four  of 
the  others. 

The  author's  case  was  that  of  a  young  man  of  22. 
The  growth,  which  was  removed  incidentally  during 
a  herniotomy,  consisted  of  a  pouch-like  distal  por- 
tion and  a  firm  whitish,  irregularly  lobulated,  prox- 
imal portion.  This  tumor  projected  also  into  a  por- 
tion of  the  intestine  which  had  been  removed. 

Microscopically  the  diverticulum  showed  a 
ground  substance  of  connective  tissue  which  in 
places  was  dense  and  hyaline  and  in  others  moderate- 
ly fibrillar  and  richly  infiltrated  by  small  round  cells 
with  an  occasional  multi-nucleated  foreign-body 
giant  cell. 

Examination  of  the  lobulated  areas  showed  the 
histology  of  a  typical  leiomyoma. 

Microscopic  preparations  from  the  base  of  the 
tumor  demonstrated  the  histology  of  a  moderately 
cellular  leiomyoma  with  at  frequent  intervals  areas 
of  polymorphous  cells  arranged  loosely  and  without 
semblance  of  order.  The  nuclei  of  these  cells  va- 
ried in  shape  and  chromatic  richness.  Multi-nuclea- 
ted giant  cells  were  fairly  common.  In  other  areas 
with  numerous  blood  vessels  multi-nucleated  syn- 
cytial masses  were  detected  among  the  tumor  cells 
and  were  of  such  character  as  to  indicate  that  they 
might  have  been  separated  from  the  vascular  waU. 

The  author's  conclusions  are  as  follows: 

1.  Subserous  and  occasionally  submucous  leiomy- 
omata are  encountered  in  the  walls  of  the  stomach, 
intestine,  or  gall-bladder  in  less  than  i  per  cent  of 
autopsies.  As  a  rule  they  are  solitary  and  only 
rarely  multiple.  They  seldom  exceed  a  centimeter  in 
diameter. 

2.  Judging  from  the  small  number  of  cases  of  ma- 
lignant myomata  of  the  stomach,  intestines,  and  gall- 
bladder to  be  found  in  the  literature  and  comparing 
this  with  the  number  of  subserous  or  submucous 
leiomyomata  met  with  in  corresponding  situations 
in  the  routine  performance  of  autopsies,  the  assump- 
tion seems  reasonably  justified  that  these  apparently 
insignificant  growths  undergo  transformation  into 
malignant  myomata  with  a  degree  of  frequency 
which  entitles  them  to  attention  as  a  potential 
source  of  danger. 

3.  The  majority  of  malignant  myomata  of  the 
stomach,  intestine,  and  gall-bladder  thus  far  report- 
ed I  were  found  in  organs  which  otherwise  appeared 
to  be  intact.  In  other  and  rare  instances,  however, 
the  malignant  growths  bore  a  definite  anatomical 
relationship  to  the  developmental  malformation  of 
the  intestine  commonly  known  as  Meckel's  diverti- 
culum. 

4.  The  malignant  myomata  of  the  stomach,  gall- 
bladder, and  intestine,  including  those  associated 
with  Meckel's  diverticulum,  are  capable  not  only  of 
extensive  local  expansion,  but  of  widespread  meta- 
stasis.   Their  degree  of  malignancy  is  apparently  in 
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excess  of  that  of  their  prototype,  the  malignant 
myomata  developing  from  smooth-muscle  tumors  of 
the  uterus.  P.  M.  Chask. 

BLOOD 

Brenizer,  A.  G.:  Blood  Transfusion:  Comparison 
of  Methods.  South.  M.  J.,  1919,  xii,  563. 

Some  of  the  common  difficulties  in  blood  trans- 
fusion are  needling  the  vein  of  the  donor  and  of  the 
recipient,  clotting  in  the  needles  and  tubing,  clotting 
of  the  blood  from  unexpected  delay,  failure  of  the 
blood  to  run  in  and  out  of  the  conveying  inter- 
mediary, disjointing  of  the  connections  of  the  appa- 
ratus with  spilling  of  blood,  "too  many  fingers  in  the 
pie;"  and  the  failure  of  the  donor  or  recipient  to 
co-operate  when  brought  together  in  the  dramatic 
setting  of  the  operating  room. 

The  chief  methods  of  blood  transfusion  are  classi- 
fied by  Miller  as  follows: 

1.  Direct  methods  by  means  of:  (a)  suture  of  ves- 
sels, (b)  the  use  of  cannulas  inserted  into  the 
blood  stream,  and  (c)  the  use  of  the  cannula  bring- 
ing intima  to  intima. 

2.  Indirect  or  interrupted  methods:  (a)  by 
needle  and  syringe;  and  (b)  by  means  of  a  receptacle 
or  intermediary  containing  anticoagulant. 

3.  A  combination  of  direct  and  indirect  methods; 
valve  and  syringe. 

The  best  and  most  widely  used  anticoagulant 
is  sodium  citrate.  According  to  this  method  the 
blood  is  withdrawn  into  a  sterile  receptacle  and 
thoroughly  mixed  with  sodium  citrate  in  the  propor- 
tion of  I  part  of  a  2  per  cent  solution  of  the  citrate 
to  10  parts  of  blood.  This  makes  a  0.2  per  cent 
solution  of  citrate  with  blood  or  a  solution  con- 
taining I  gram  of  citrate  in  500  cubic  centimeters  of 
blood. 

In  a  report  on  the  methods  of  transfusing  blood 
for  the  recently  injured  offered  the  A.E.F  by  a 
special  committee  the  following  conclusions  were 
reached: 

1.  The  method  of  transfusion  under  war  condi- 
tions which  should  be  practiced  in  every  front  hos- 
pital of  the  A.E.F.  should  be  the  simplest  one  that 
will  give  absolute  satisfaction. 

2.  Of  the  available  methods  the  citrate  method 
has  been  adopted  because:  (a)  it  is  the  simplest  with 
regard  to  technique,  (b)  it  is  the  simplest  with  res- 
pect to  equipment,  and  (c)  it  has  given  uniformly 
excellent  results  in  a  large  number  of  cases  and  the 
presence  of  the  citrate  has  resulted  in  no  practical 
disadvantage. 

The  amount  of  sodium  citrate  used  in  the  A.E.F. 
was  a  0.7  per  cent  solution  with  blood,  i.e.,  3.5  grams 
with  500  cubic  centimeters  of  blood.  This  amount 
was  furnished  dissolved  in  10  cubic  centimeters  of 
salt  solution  sealed  in  a  sterile  ampoule. 

The  author  has  an  ingenious  device  for  the  sodium 
citrate  method.  For  the  above-mentioned  10- 
cubic  centimeter  ampoule  he  has  substituted  an 
ampoule  with  a  capacity  of  500  cubic  centimeters. 


The  receptacle  is  drawn  into  glass  tubes  or  cannulas 
at  both  ends.  One  end  is  left  straight  and  beaded 
so  as  to  hold  the  rubber  tube  with  the  needle,  while 
the  other  is  looped  so  that  the  tube  may  be  closed 
by  the  pressure  of  the  thumb  when  held  in  the  left 
hand  and  the  ampoule  may  be  suspended  by  a  loop 
of  bandage  about  the  operator 's  neck.  To  this  end 
is  attached  a  short  rubber  tube  with  an  ordinary 
aspiration  syringe  or  mouth-piece.  Thus  prepared, 
10  cubic  centimeters  or  more  of  salt  solution  with  3.5 
grams  of  sodium  citrate  are  sucked  into  the  ampoule 
and  both  of  its  ends  are  sealed  in  flame.  The  am- 
poule is  then  covered  with  a  double  layer  of  cloth 
and  sterilized  in  a  pressure  autoclave.  The  tubing 
is  boiled  or  the  whole  apparatus  may  be  boiled  at 
the  time  of  operation. 

The  modus  operandi  is  simple.  The  apparatus 
is  assembled.  The  straight  tube  end  of  the  ampoule 
is  nicked  with  a  file  and  a  small  piece  broken  off. 
The  rubber  tube  bearing  the  needle  is  fitted  on  and- 
tied  with  a  piece  of  sUk,  A  strip  of  bandage  is 
looped  through  the  curved  end  and  the  ampoule 
suspended  from  the  operator's  neck.  The  vein  of 
the  donor  is  needled  against  the  stream,  i.e.,  the 
needle  pointing  toward  the  hand.  The  upper  ampoule 
end  is  then  opened  in  a  similar  manner  and  the 
blood,  beginning  to  flow,  comes  in  contact  with  the 
citrate  solution  in  the  ampoule.  The  ampoule  is 
gently  agitated  better  to  assure  the  mixture  of  the 
blood  and  citrate.  If  it  is  desirable  to  hasten  the 
flow,  the  aspirating  point  is  connected  with  the 
upper  end. 

When  the  ampoule  is  filled,  the  upper  tube  is 
compressed  with  the  left  hand  or  with  a  small 
Crile  vessel  clamp.  The  ampoule  filled  with  blood 
so  clamped  may  hang  from  the  operator 's  neck  or 
may  be  placed  on  a  table  without  fear  that  the  blood 
will  flow  out.  The  recipient 's  vein  is  needled  in  the 
direction  pf  the  blood  stream. 

The  author  closes  the  article  with  an  excellent 
bibliography.  R.  B.  Bettman. 

Polak,  J.  O. :  A  Preliminary  Note  on  the  Value  of 
Repeated  Small  Blood  Transfusions  in  the 
Blood-Stream  Infections.  Am.  J.  Obsi.,  1919. 
Ixxx,  291. 

Bacteraemia  and  thrombophlebitis  in  postpartum 
patients  have  an  extremely  grave  prognosis.  About 
23  per  cent  of  the  cases  of  bacteraemia  due  to  the 
streptococcus  end  fatally,  while  only  about  50  per 
cent  of  the  women  affected  with  thrombophlebitis 
recover.  Such  a  prognosis  justifies  the  trial  of  any 
rational  therapeutic  adjunct  which  may  improve 
the  results  of  treatment. 

Infection  is  arrested  by  the  development  of  a 
leucocytosis.  Whether  the  bacteria  are  killed  by 
the  leucocytes  or  the  leucocytes  are  destroyed  by 
the  bacteria,  depends  upon  the  supply  of  each.  Not- 
withstanding the  poor  results  reported  by  Linder- 
man,  Garbat,  and  others  from  the  employment  of 
blood  transfusions  in  the  treatment  of  postoperative 
septicasmia  from  general  surgical  causes,  the  use  of 
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small  repeated  transfusions  of  blood  offers  the  only 
plausible  treatment  in  the  blood  infections  under 
consideration.  Transfusion  in  infection  seems  to 
serve  the  double  purpose  of  lessening  the  secondary 
anxmia  and  supplying  normally  active  leucocytes 
for  temporary  defense. 

Early  and  repeated  small  transfusions  allow  the 
patient  to  immunize  herself.  The  effect  of  the 
transfusion  itself  is  only  temporary  as  the  blood 
cells  thrown  in  are  rapidly  destroyed.  The  real 
value  of  such  treatment  lies  in  the  fact  that  it 
stimulates  the  tissues  to  increased  cellular  prolif- 
eration. Only  when  the  leucocytosis  can  be  main- 
tained is  the  prognosis  improved. 

Four  cases  of  thrombophlebitis  and  seven  cases 
of  bacteraemia  were  treated  with  citrated  blood 
with  one  death  in  each  series.  In  those  who  died 
the  condition  was  too  far  advanced.  The  number 
of  colonies  of  bacteria  per  cubic  centimeter  in  the 
blood  of  the  patient  with  staphylococcaemia  was  so 
large  (500)  that  it  is  doubtful  whether  any  treat- 
ment could  have  changed  the  outcome. 

Ligation  is  contra-indicated  in  persistent  bacter- 
aemia,  in  confirmed  septicopyemia,  and  when  there 
are  uterine  or  juxta-utcrine  lesions.  Hence  it  is 
evident  that  there  is  a  large  class  of  cases  which  are 
unsuited  to  operation  and  will  not  be  benefited  by 
it.  It  is  in  these  that  the  field  of  transfusion  may 
be  extended. 

Small  transfusions  of  citrated  blood  are  given 
every  third  day,  care  being  taken  not  to  use  the 
same  donor  for  more  than  two  transfusions.  Quanti- 
ties of  from  250  to  300  cubic  centimeters  are  used 
and  given  very  slowly.  The  transfusion  is  preceded 
by  a  hypodermic  of  ^  grain  of  morphine.  The 
author  has  found  that  this  materially  diminishes 
the  severity  of  the  reaction.  Some  reaction  occurs, 
however,  in  60  per  cent  of  the  cases.  The  blood  in- 
jections should  be  given  in  the  morning  when  the 
temperature  is  down. 

Detailed  blood  studies  made  before  and  after  each 
transfusion  demonstrated  that  the  leucocyte  count 
was  invariably  increased  and  the  blood  pressure 
raised  by  the  treatment.  Temporarily  the  number 
of  red  cells  and  the  haemoglobin  were  also  increased 
but  rapidly  decreased  in  the  succeeding  forty-eight 
hours.  In  the  favorable  cases  the  pulse  always 
improved  in  quality  and  rate,  whether  the  tem- 
perature exhibited  any  favorable  change  or  not. 

Edward  L.  Cornell. 

Unger,  L.  J.:    The  Therapeutic  Aspect  of  Blood 
Transfusion.  /.  Am.  M.  Ass.,  1919,  Ixxiii,  815. 

The  recent  wave  of  enthusiasm  for  transfusion 
was  initiated  by  the  introduction  of  simplified 
methods  for  transferring  blood,  the  elimination  of 
dangers,  and.  an  increasing  appreciation  of  the 
therapeutic  value  of  the  procedure.  Indirect  meth- 
ods of  transfusion  are  of  two  types:  those  supplying 
whole  unmodified  blood  (the  methods  of  Kimpton 
and  Brown,  Lindeman,  and  Unger),  and  those  which 
add  an  anticoagulant  (the  citrate  method). 


One  of  the  differences  between  unmodified  and 
citrated  blood  is  manifested  clinically  by  the  more 
frequent  occurrence  of  reactions  in  the  use  of  the 
latter.  Drinker  and  Brittingham  state  that  after 
citrate  transfusions  febrile  reactions  occur  in  60 
per  cent  of  cases  and  a  chill  in  57  per  cent.  In  the 
author's  series  of  transfusions  of  unmodified  blood, 
febrile  reactions  occurred  in  about  10  per  cent  and 
a  chill  in  about  3  per  cent.  The  difference  in  the 
number  of  disagreeable  reactions  is  due  to  an  ab- 
normal condition  of  the  platelets  and  the  red  cells 
in  the  citrated  blood.  It  has  been  shown  that  the 
blood  platelets  have  become  abnormal  and  have 
undergone  early  coagulative  changes. 

It  has  been  shown  also  that  "the  mere  addition  of 
a  dose  of  sodium  citrate"  to  red  cells  induces  slight 
abnormality  as  evidenced  by  an  increased  fragility 
and  an  increased  tendency  to  haemolyze.  The  cor- 
puscles are  damaged  by  sodium  citrate  which  acts 
as  a  specifically  harmful  substance.  This  is  of  par- 
ticular importance  when  transfusion  is  performed 
in  haemolytic  diseases. 

The  studies  reported  seem  to  show,  what  a  priori 
would  seem  to  be  most  probable,  i.e.,  that  from  a 
biologic  point  of  view  the  delicate  blood  tissue  must 
be  altered  in  the  transfusion  of  citrated  blood.  For 
diseases  in  which  blood  is  indicated  for  itself,  that 
is,  when  it  is  required  as  a  tissue  as  in  the  various 
anaemias,  there  can  be  no  question  as  to  the  relative 
merits  of  unmodified  blood  which  runs  almost  from 
vessel  to  vessel  and  blood  which  has  been  handled, 
chemically  altered,  and  allowed  to  remain  for  an 
indefinite  length  of  time  outside  of  the  body.  The 
transfusion  of  unmodified  blood  is  the  procedure  of 
choice. 

It  has  long  been  recognized  that  unless  the  donor 
and  patient  belong  to  the  same  iso-agglutinin  group, 
iso-agglutination  and  isohaemolysis  are  possible 
dangers  to  the  patient.  For  testing  this  phenomenon 
the  methods  of  Moss,  Lee,  Rous,  Turner,  and 
Unger  are  the  simplest  and  quickest. 

After  donors  have  given  up  blood  repeatedly  over 
a  period  of  years  there  is  a  definite  secondary 
anaemia  which  in  some  cases  may  be  intense. 
Haemoglobins  as  low  as  55  per  cent  have  been 
observed.  Nevertheless,  donors  can  lose  large 
amounts  providing  it  is  distributed  over  a  con- 
siderable period.  One  donor  gave  50,000  cubic 
centimeters  in  six  and  one-half  years.  The  blood  of 
these  donors  shows  poikilocytosis  and  anisocytosis 
of  various  degrees.  In  no  case  were  nucleated  reds 
observed.  The  leucocytes  are  increased  in  number,, 
varying  between  10,000  and  14,000.  The  differ- 
ential count  is  about  normal. 

For  infants  the  usual  dose  in  blood  transfusion  is 
from  80  to  150  cubic  centimeters;  for  adults,  from 
800  to  1,000  cubic  centimeters.  The  amount,  of 
course,  varies  with  the  body  weight,  the  condition 
of  the  patient's  heart  and  lungs,  and  the  disease 
for  which  the  transfusion  is  being  performed. 

Overtransfusion  from  the  donor's  standp>oint  is 
evidenced  by  an  increase  of  the  pulse  and  respira- 
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tory  rates,  repeated  yawning,  or  deep  sighing. 
Changes  in  the  rhythm  of  respiration  may  occur 
before  a  change  of  the  pulse  rate. 

In  the  patient,  hypertransfusion  maybe  evidenced 
by  precordial  distress,  headache,  backache,  or  pain 
in  the  legs.  A  more  important  sign,  however,  is  a 
short,  sharp  cough.  If  the  transfusion  is  continued, 
the  cough  will  be  repeated.  The  cough  occurs 
irrespective  of  the  rate  at  which  the  blood  is  trans- 
fused. If  more  than  200  cubic  centimeters  are 
given  after  the  first  cough,  pulmonary  oedema  may 
develop  and  may  be  followed  by  death. 

The  indications  for  transfusion  are:  (i)  haemor- 
rhage; (2)  diseases  of  the  blood;  (3)  toxaemias;  (4)  in- 
fections; (5)  shock;  and  (6)  general  debility. 

1.  Haemorrhage.  Transfusion  serves  not  only  to 
replace  the  loss  of  blood  but  also  to  check  actual 
bleeding. 

2.  Diseases  of  the  blood.  In  secondary  anaemia 
the  results  of  transfusion  are  satisfactory,  provided 
the  primary  cause  is  removed.  In  pernicious  anaemia 
transfusion  yields  results  superior  to  those  obtained 
by  any  other  mode  of  therapy.  Frequently  it  acts 
as  a  life-saving  measure  by  initiating  the  onset  of  a 
remission.  There  is  no  evidence,  however,  that  the 
disease  can  be  permanently  cured  in  this  way  but 
by  repeated  transfusions  remissions  can  be  effected 
and  the  lives  of  some  patients  made  useful  for  years. 

Haemophilia  is  not  cured  by  transfusion,  but  for 
the  bleeding  of  haemophilia  transfusion  is  prac- 
tically a  specific.  It  will  succeed  when  all  other 
methods  fail. 

In  purpura  haemorrhagica  the  results  of  transfu- 
sion are  only  fairly  good.  Repeated  transfusions 
are  often  necessary  to  control  the  bleeding. 

In  acute  lymphatic  leukaemia  only  a  temporarily 
favorable  effect  can  be  secured  by  transfusion. 

In  bleeding  of  the  new-born  transfusion  is  a 
specific.  An  almost  exsanguinated  infant  in  a 
dying  state  is  transformed  immediately  into  a  rosy 
and  crying  baby.  As  in  haemophilia,  transfusion 
will  save  the  lives  of  those  who  are  not  helped  by 
subcutaneous  injections  of  serum  or  blood. 

3.  Toxaemia.  Transfusion  has  long  been  used 
in  a  limited  number  of  types  of  toxaemia.  It  should 
be  tried  in  the  toxaemia  of  pregnancy  and  in  tox- 
aemias associated  with  pneumonia  and  typhoid 
fever. 

4.  Infections.  In  localized  pyogenic  infections 
transfusion  will  increase  the  patient's  vitality  and 
aid  in  overcoming  the  infection. 

In  bacteraemia  when  the  source  of  the  organisms 
can  be  found  and  eliminated  the  results  are  excellent, 
as  in  cases  of  sinus  thrombosis  following  mastoiditis 
in  which  the  jugular  vein  has  been  ligated. 

5.  Shock.  Transfusion  is  at  times  valuable  in 
shock.  The  nearer  the  transfusion  approaches  the 
advent  of  the  shock,  the  more  apt  it  is  to  be  suc- 
cessful. 

6.  General  debility.  Transfusion  used  as  a 
supporting  measure  preliminary  to  operations  lessens 
the  postoperative  mortality. 


SURGICAL  DUGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Wood,   F.   C:    Diagnostic   Incision   of  Tumors. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  764. 

Early  diagnosis  is  necessary  in  order  to  judge  the 
nature  and  extent  of  the  proper  surgical  procedure 
for  the  treatment  of  cancer.  Correct  diagnosis  is 
often  impossible  without  microscopic  examination 
of  the  tumor. 

Although  fragments  of  tumors  have  long  been 
incised  for  diagnostic  purposes,  surgeons  are  not 
agreed  as  to  whether  such  incision  increases  the 
danger  of  metastasis.  Ewing  justifies  biopsy  if  a 
diagnosis  cannot  be  made  otherwise,  while  Bain- 
bridge,  Greennough,  and  others  condemn  it. 

Many  cancers  may  be  diagnosed  by  experienced 
surgeons  without  microscopic  examination,  but 
numerous  mistakes  have  been  made  both  in  operat- 
ing upon  benign  tumors  too  extensively  as  well  as 
in  neglecting  malignant  growths. 

The  author  states  that  metastasis  does  not  always 
follow  exploratory  incision  of  tumors  as  he  has 
seen  many  malignant  growths  incised  and  even 
partially  removed  without  such  results.  The  danger 
of  dissemination  by  way  of  the  blood  stream  seems 
small  as  the  flow  of  blood  tends  to  wash  particles 
out  of  the  cut  vessels.  Furthermore,  the  effect  of 
opening  lymph  channels  has  not  been  studied 
scientifically.  A  more  frequent  cause  of  metastasis 
would  seem  to  be  the  handling  of  the  tumor  during 
both  the  diagnosis  and  the  treatment,  as  is  sug- 
gested by  the  frequent  presence  of  haemorrhagic 
areas  on  manipulated  tumors  and  of  dislodged 
cancer  particles  in  the  blood  stream. 

These  facts  have  been  brought  out  experimentally 
in  mice.  Tyzzer  showed  by  a  limited  number  of 
experiments  on  the  Japanese  waltzing  mouse  that 
partial  excision  of  a  carcinomatous  growth  does  not 
promote  metastasis. 

The  author  experimented  with  the  Flexner- 
Jobling  rat  carcinoma  on  673  white  rats  which  were 
divided  into  three  groups.  From  those  in  Group  i 
a  portion  of  the  tumor  was  excised  asepticaUy  and 
the  skin  then  sutured  over  the  wound.  After  ten 
to  twelve  days,  this  being  the  maximum  time  re- 
quired to  obtain  a  microscopic  diagnosis,  the  entire 
tumor  was  carefully  excised  in  order  that  the  forma- 
tion of  metastases  might  be  checked.  The  animals 
were  killed  and  examined  from  three  to  four  weeks 
later.  From  the  second  group  of  animals,  inoculated 
at  the  same  time,  the  tumors  were  removed  on  the 
same  day  as  those  in  Group  i  and  the  animals  were 
killed  and  examined  from  three  to  four  weeks  later. 
This  group  thus  formed  a  check  on  the  first,  for  if 
the  number  of  metastases  was  the  same  in  both 
series  it  would  be  evident  that  the  incision  of  the 
tumors  had  riot  increased  the  amount  of  metastasis 
since  in  both  series  the  tumors  had  been  in  the 
animal  body  for  the  same  length  of  time  and  had 
been  removed  by  the  same  method.  Great  care 
was  taken  to  avoid  massaging  the  growths.    The 
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third  group  of  inoculated  animals  was  killed  at  the 
same  time  as  those  of  Groups  i  and  2  and  formed  a 
check  on  the  metastasizing  power  of  the  tumor. 

In  Group  i  the  average  percentage  of  metastases 
was  22.2;  in  Group  2,  it  was  21.8;  and  in  Group  3 
it  was  32.2,  the:  figures  including  metastases  in  the 
lungs  and  the  axillary,  superior  mediastinal, 
mediastinal,  and  peritoneal  lymph  nodes. 

These  results  demonstrate  that  under  the  given 
conditions  in  rats  the  metastasis  of  the  Flexner- 
Jobling  carcinoma  is  not  increased  when  the  tumor 
is  incised,  a  fragment  removed  aseptically,  and  the 
growth  allowed  to  remain  in  the  body  for  from  ten 
to  twelve  days  thereafter.  They  permit  the  d&- 
duction  also  that  tumors  in  the  human  body  are 
not  widely  distributed  by  incisiofn  as  has  been 
thought  and  that  therefore  when  the  tumors  are 
situated  in  such  portions  of  the  body  that  a  mutila- 
ting or  highly  dangerous  operation  is  necessary 
for  their  removal,  they  should  be  examined  micros- 
copically if  a  diagnosis  can  be  made  in  no  other  way. 

Control  Series  3  shows  that  the  frequency  of 
metastasis  is  a  function  of  the  time  that  the  tumor 
remains  in  the  body  and  again  emphasizes  the  fact 
that  a  malignant  tumor  should  be  removed  as 
soon  as  the  diagnosis  is  made. 

It  is  preferable  that  such  diagnosis  be  made  imme- 
diately by  frozen  section  if  facilities  are  available 
so  that,  if  necessary,  the  operation  can  be  continued 
under  the  same  anaesthesia.  The  patient's  future  is 
not  necessarily  compromised,  however,  if  a  small 
fragment  of  the  tumor  is  removed,  the  wound 
closed,  and  the  operation  completed  as  soon  as  a 
microscopic  examination  is  obtained.  With  modern 
rapid  methods  of  preparing  sections  the  lapse  of 
time  need  not  be  more  than  three  or  four  days. 

M.  H.  HOBART. 

Young,  F.  W.  B. :  The  Treatment  of  Septic  Wounds 
by  Ionization.  Lancet,  1919,  cxcvii,  529. 

This  article  is  a  report  of  cases  treated  at  a  general 
military  hospital  which  demonstrate  the  sterilizing 
effect  of  ionization  prior  to  delayed  primary  suture. 

In  previous  laboratory  experiments  the  author 
had  shown  that  the  chlorine  ion  is  detrimental  to 
bacterial  activity.  The  growth  of  staphylococcus 
albus  and  aureus  was  inhibited  by  a  short  exposure 
to  a  small  current.  He  showed  experimentally  also 
that  phagocytosis  is  stimulated  by  the  passage  of  a 
small  current  for  a  short  time. 

Chlorine  was  chosen  because  it  was  less  apt  to 
irritate  the  tissues  than  metal  ions.  The  average 
dosage  was  10  ma.  for  twenty  minutes  daily  followed 
by  a  sterile  saline  dressing. 

The  wounds  in  six  cases  were  sterilized  prior  to 
delayed  primary  suture.  In  four  cases  the  results 
were  successful,  in  one  partially  successful,  and  in 
one  a  failure.  Twelve  cases  of  cellulitis  were 
treated  successfully.  Three  cases  of  gunshot  wounds 
of  the  extremities  were  treated  in  preparation  for 
skin  grafting,  and  one  before  a  periosteal  graft.  In 
four  cases  of  joint  involvement  treated  the  results 


were  completely  successful  in  only  one.  The  three 
other  patients  were  not  treated  continuously  be- 
cause of  their  low  vitality. 

The  technique  was  to  immerse  the  limb  or  injured 
part  when  possible  in  a  porcelain  bath  with  a 
carbon  electrode.  The  inert  electrode  was  placed 
under  the  buttocks  or  strapped  to  an  uninjured 
limb.  If  it  was  impossible  to  immerse  the  part, 
several  thicknesses  of  lint  were  wrung  out  of  i  per 
cent  sodium  chloride  solution  and  Carrel  tubes  were 
placed  in  contact  with  the  wound  and  covered  with 
lint.  The  electrode  was  fastened  to  the  lint  and  by 
means  of  the  tubes  a  fresh  solution  was  supplied 
during  the  treatment. 

The  author  concludes  that  ionization  is  not  su- 
perior to  other  methods  of  sterilization  for  delayed 
primary  suture,  but  that  cellulitis  responds  well  to 
it  and  the  results  are  extremely  satisfactory. 

O.  C.  Melson. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Abel,  J.  J.,  and  Kubota,  S.:  On  the  Presence  of 
Histamine  (/3-iminazoIylethylamine)  in  the 
Hypophysis  Cerebri  and  Other  Tissues  of  the 
Body,  and  Its  Occurrence  among  the  Hydro- 
lytic  Decomposition  Products  of  Protein. 
Pharmacol,  (s"  Exper.  Therap.,  1919,  xiii,  243. 

During  the  past  four  years  investigations  on 
the  chemical  and  pharmacological  properties  of  the 
gastric  and -intestinal  mucosa  have  been  in  progress 
in  the  authors'  laboratory.  The  results  obtained 
have  been  described  in  previous  papers.  The  so- 
called  "peristaltic  hormones"  or  "motilines" 
which  European  investigators  have  shown  to  be  pre- 
sent in  extracts  of  the  intestinal  mucosa  and  the 
chemical  nature  of  which  has  been  entirely  unknown 
up  to  the  present,  were  among  the  principles  that 
first  engaged  attention. 

The  well  known  "Witte's  peptone"  so  often  used 
in  the  past  to  induce  experimentally  a  state  of 
collapse  known  as  "peptone  shock"  has  made  us 
familiar  with  the  fact  that  proteoses  are  either  toxic 
in  themselves,  as  has  often  been  maintained,  or  else 
retain,  firmly  attached  to  themselves,  smaller  and 
highly  toxic  molecules  which  exist  quite  independent- 
ly in  the  medium  from  which  the  "peptone.'"  were 
obtained.  The  latter  view  is  the  one  held  by  the 
authors  ?nd  their  earlier  papers  show  that  in  all 
instances  of  the  kind  here  indicated  it  was  possi- 
ble to  purify  a  given  albumose  so  that  it  no  longer 
exhibited  pharmacological  activity,  pressor,  ox\'toxic, 
or  secretory. 

The  authors'  main  conclusions  may  be  stated  as 
follows: 

I.  Histamine,  j3-iminazolylethylamine,  a  sub- 
stance which  stimulates  plain  muscle  tissue  in 
minute  dcses,  which  depresses  the  circulation,  and 
which  causes  a  shock-like  prostration  when  adminis- 
tered in  doses  beyond  the  limits  of  toleration,  is  a 
widely  distributed  constituent  of  all  animal  tissues, 
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organ  extracts,  and  enzymatic  products,  such  as 
Witte's  peptone  and  erepton,  whether  derived  from 
animal  or  vegetable  proteids.  While,  as  is  well 
known,  certain  bacteria  are  capable  of  producing 
the  base  by  decarboxylating  histamine,  its  occur- 
rence as  here  described  is  entirely  independent  of 
micro-organisms.  Hydrolysis  of  pure  proteins,  such 
as  crystallized  albumin,  pure  casein,  and  edestin, 
with  hydrochloric  acid  yields  a  base  which,  in  the 
authors'  opinion,  is  identical  with  histamine  or  at 
best  is  a  similarly  acting  substitution  product  of  it. 

2.  It  follows  from  the  above  that  histamine  is  a 
constituent  of  our  diet  and  that  we  daily  consume 
no  inconsiderable  amount  of  the  base,  some  of  which 
is  present  in  the  form  of  the  free  base  or  a  simple 
salt,  while  more  of  it  is  in  all  probability  produced  in 
the  course  of  digestion.  The  latter  assertion  is 
based  on  the  fact  that  enzymatic  products,  such  as 
Witte's  peptone  and  erepton,  contain  the  base  in 
larger  amount  than  the  original  material  from  which 
these  products  are  derived. 

3.  Histamine  plays  an  important  role  as  a  stimu- 
lant of  the  gastric  and  intestinal  musculature  and 
also  as  a  dilator  of  capillaries  during  digestion.  This 
last  action  is  probably  of  importance  also  as  regards 
organs  in  general  during  periods  of  increased  activity. 
It  has  been  further  suggested  that  histamine  is  the 
most  powerful  among  the  depressant  substances 
which  have  their  origin  in  mutilated  tissues  and 
hence  plays  the  leading  role  among  the  chemical 
factors  concerned  in  traumatic  shock. 

4.  Histamine  is  the  plain  muscle-stimulating  and 
depressor  constituent  of  the  posterior  lobe  of  the 
pituitary  gland.  The  physiological  and  chemical 
evidence  in  favor  of  the  identity  of  the  two  princi- 
ples coincide  at  every  point.  As  histamine  occurs 
to  some  extent  in  all  tissues,  it  can  no  longer  be  con- 
sidered a  hormone  or  substance  specific  to  the  pitui- 
tary gland.  There  is  no  explanation  to  offer  at 
present  for  the  relatively  high  concentration  in 
which  the  base  is  found  in  the  posterior  lobe  of  this 
organ. 

5.  The  animal  organism  can  tolerate  considerable 
amounts  of  histamine  when  it  is  given  by  mouth. 

G.  E.  Beilby. 

Wegeforth,  P.,  and  Essick,  G.  R.:  The  Effect  of 
Subarachnoid  Injections  of  Antiseptics  upon 
the  Central  Nervous  System.  /.  Pharmacol. 
&"  Exper.  Therap.,  1919,  xiii,  335. 

Subarachnoid  injections  of  antiseptics  have  been 
advocated  by  Franca  and  Wolff  as  a  means  of  com- 
bating infection  of  the  subarachnoid  space.  The 
use  of  such  chemicals  was  advised  not  only  in  the 
meningococcic  infections  in  which  specific  therapy 
is  of  utmost  service  but  also  in  the  other  types  of 
infection  for  which  serum  treatment  has  not  yet 
been  developed. 

Time  has  not  permitted  the  investigation  of  as 
large  a  series  of  these  agents  as  desired,  nor  have 
sufficient  experiments  been  completed  with  some  of 
the  antiseptics  used.    A  method  of  irrigation  similar 


in  part  to  that  first  devised  by  Leonard  Hill  was 
employed  to  test  the  initial  toxicity  of  some  of  the 
solutions  and  promises  much  in  the  pharmacological 
investigation  of  the  subarachnoid  space.  Certain 
phases  of  this  work  have  been  so  significant  in  re- 
sult as  to  justify  generalizations  regarding  the  sub- 
arachnoid injection  of  antiseptics  for  it  is  apparent 
that  chemical  bodies  applied  directly  to  the  central 
nervous  system  have  a  much  greater  initial  toxicity 
than  when  applied  elsewhere.  Microscopic  exam- 
ination of  the  central  nervous  system  reveals 
in  these  cases  anatomical  changes  which  persist 
after  the  toxicity  of  the  antiseptic  has  subsided. 

Although  the  early  experiments  with  fairly  high 
dilutions  killed  the  animals,  the  results  were  not 
unexpected  and  the  fact  that  eventually  a  point  in 
dilution  could  be  reached  at  which  the  bactericidal 
qualities  of  the  solution  were  preserved  and  the 
toxicity  for  the  animals  lost,  indicated  that  such  in- 
jections might  have  a  therapeutic  value.  However, 
an  investigation  of  the  pathology  of  the  central 
nervous  system  of  the  animals  which  were  appar- 
ently unaffected  clinically  by  the  drug  made  it 
imperative  to  study  the  problem  from  a  different 
point  of  view,  namely,  the  ultimate  pathologic 
changes.  Accordingly,  subarachnoid  injections  of 
small  amounts  of  chloramine  in  Ringer's  solution 
were  made  and  the  cerebrospinal  fluid  examined  each 
day  thereafter.  Within  twenty-four  hours  after 
such  an  injection,  the  number  of  white  blood-cells 
and  the  globulin  content  of  the  fluid  showed  enormous 
increases.  From  this  maximum  at  twenty-four 
hours  a  gradual  decrease  in  cell  count  and  globulin 
occurred,  a  normal  being  reached  about  the  fifth 
or  sixth  day.  However,  with  the  decrease  in  the 
abnormality  of  cerebrospinal  fluid,  the  condition 
of  the  animal  did  not  improve  but  became  progres- 
sively worse. 

The  protocol  of  a  typical  experiment  of  this  kind 
in  which  a  subarachnoid  injection  of  a  i  per  cent 
solution  of  chloramine  was  made  by  lumbar  needle 
showed  the  return  to  normal  of  the  cerebrospinal 
fluid  as  judged  by  cell  count  and  globulin  but  clini- 
cally the  animal  did  not  improve. 

The  authors  summarize  the  article  as  follows: 

The  toxicity  of  certain  antiseptics  within  the 
meninges  has  been  tested  and  the  results  recorded 
in  detail.  Most  of  the  chemical  bodies  employed 
possessed  definite  toxicity  so  that  unless  given  in 
suitable  dilution  and  amount,  the  death  of  the 
animal  ensued.  With  chloramine  and  flavine,  a 
secondary  cause  of  death  in  five  to  ten  days  in 
addition  to  the  initial  toxicity  was  brought  about 
through  direct  injury  to  the  central  nervous  system. 
Following  the  injection  of  small  amounts  of  a  suit- 
able dilution  the  animals  remained  apparently 
normal  but  all  showed  at  autopsy  pathologic  changes 
in  the  meninges. 

The  lesion  consisted  of  a  more  or  less  complete 
obliteration  of  the  meningeal  (subdural  and  sub- 
arachnoid) spaces  with  serofibrinous  exudate;  in 
the  more  severe  cases  the  nervous  system  became 
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involved  in  a  process  of  destruction  by  a  direct  con- 
tinuity from  the  meninges.  The  blocking-off  of  the 
subarachnoid  space  was  complete  in  only  one  case, 
as  demonstrated  by  the  subsequent  injection  of  ink. 
It  was  not  sufficient,  however,  for  the  localization 
of  the  infection.  The  subarachnoid  injection  of 
lysol  and  potassium  permanganate  in  the  presence 
of  an  otherwise  fatal  meningeal  infection  did  not  pro- 
long life.  C.  E  Rf.ilby. 

Wolf,  C.  G.  L.:  The  Biochemistry  of  Pathogenic 
Anaerobes.  VII.  Bacillus  Proteus.  J.  Path.  6* 
Bacterial.,  1919,  xxii,  289.    . 

The  organisms  included  under  the  name  of  bacil- 
lus proteus  do  not  belong  strictly  to  the  pathogenic 
anaerobes.  They  are  so  closely  associated  with  the 
principal  agents  in  gas  gangrene  infection  of  wounds, 
however,  that  any  examination  of  the  biochemistry 
of  symbiotic  growth  must  be  preceded  by  an  investi- 
gation of  the  chemical  activities  of  these  micro- 
organisms. 

The  possible  significance  of  bacillus  proteus  in 
wound  infections  is  very  great  for  under  modern  war 
conditions  many  wounds  are  infected  with  it.  With 
an  organism  so  widespread  and  utilized  by  investi- 
gators so  often  as  an  object  of  research,  it  is  remark- 
able that  no  real  agreement  has  been  reached  re- 
garding some  fundamental  notions  as  to  its  metab- 
olism. 

The  characteristics  which  have  been  given  of  this 
group  are  fairly  clear  and  the  organisms  found  in 
wound  infections  correspond  to  the  definition.  Jor- 
dan defines  bacillus  proteus  as  a  motile  organism 
fermenting  glucose  and  saccharose,  rarely  lactose. 
It  is  for  the  most  part  vigorously  proteolytic,  lique- 
fying gelatin  and  blood  serum.  It  precipitates  and 
then  dissolves  casein.  Proteus  vulgaris  is  a  gas  pro- 
ducer. Lactose  is  never  attacked.  In  glucose  broth 
it  always  produces  less  CO2  than  H2. 

The  results  in  the  present  paper  were  obtained 
with  strains  of  bacillus  proteus  isolated  from  wounds 
by  Douglas  and  MTntosh.  The  strains  provided 
by  Douglas  gave  group  agglutination  reactions  in 
common.  As  a  control,  transfers  were  returned  to 
him  at  the  conclusion  of  the  work  and  he  reported 
that  the  strains  had  not  changed  in  their  group  re- 
actions during  the  time  they  were  out  of  his  posses- 
sion. The  strains  of  proteus  obtained  from  M'- 
Intosh  were  submitted  to  the  agglutination  tests  of 
the  Douglas  serum  and  it  was  found  that  they  too 
were  of  the  same  type. 

The  organisms  used  were  thirteen  strains  obtained 
from  Douglas  and  three  from  MTntosh.  They 
corresponded  to  the  definition  of  proteus  given  by 
Jordan  in  that  they  fermented  glucose  and  saccha- 
rose and  rarely  lactose.  They  precipitated  and 
partly  dissolved  casein,  and  were  motile.  They 
were  all  Gram-negative. 

The  strains  "Rothwell"  and  "Scougall"  from 
the  Douglas  series  were  selected  arbitrarily,  assur- 
ance having  been  given  by  him  that  the  cultural 
characteristics   of   the  various   strains   were   very 


similar.     The  strain  used  from   M'lntosh's  series 
was  also  taken  at  random. 

The  results  of  these  experiments  are  summarized 
by  the  author  as  follows: 

Bacillus  proteus  grown  upon  verious  media  does 
not  exhibit  any  of  the  qualities  of  a  putrefactive 
organism.  It  is  a  moderate  gas  former,  the  largest 
amount  of  gas  being  obtained  in  cultures  of  cooked 
meat.  Compared  with  putrefactive  organisms,  such 
as  bacillus  sporogenes  and  bacillus  histolyticus,  its 
proteolytic  activities  are  not  great. 

The  two  strains  examined  attacked  lactose.  The 
analytical  result  gave  a  lactose  consumption  of  69 
grams  per  liter. 

The  volatile  acid  production  was  very  small.  In 
none  of  the  exf)eriments  was  any  putrefactive  smell 
noticeable,  and  no  indol  was  produced  under  the 
most  favorable  circumstances  for  its  development. 
Bacillus  proteus  contains  a  powerful  urea-splitting 
ferment,  being  capable  of  transforming  45  per  cent 
of  the  total  nitrogen  of  urine  into  ammonia. 

G.  E.  Beilby. 

Dochez,  A.  R.,  Avery,  O.  T.,  and  Lancefield,  R.  C: 
Studies  on  the  Biology  of  the  Streptococcus. 

J.Exper.  M.,  1919,  xxx,  179. 

The  complete  biological  classification  of  any 
pathogenic  micro-organism  presents  a  very  complex 
problem.  The  first  phase  of  the  undertaking  con- 
cerns itself  with  the  development  of  reliable  methods 
for  the  determination  of  antigenic  difTerences  be- 
tween members  of  the  species  and  the  application  of 
these  methods  to  the  discovery  of  the  immunological 
relationships  between  a  limited  number  of  strains 
purposely  selected.  In  this  way  the  degree  of 
similarity  and  diversity  of  type  is  shown  and  also 
the  probable  number  of  types  and  the  proportion 
of  classifiable  to  unclassifiable  strains.  The  next 
step  of  necessity  is  the  testing  of  the  adequacy  and 
universality  of  the  information  so  gained  by  apply- 
ing the  tentative  classification  to  a  large  number  of 
strains  of  the  organism  obtained  under  what  may  be 
described  as  normal  conditions  of  pathogenicity. 

That  some  sort  of  equilibrium  has  been  estab- 
lished in  nature  among  micro-organisms  that  have 
produced  disease  over  long  periods  of  time  is  not 
unlikely.  Indeed,  evidence  obtained  from  the 
study  of  pneumococci  supports  this  view,  although 
departure  from  the  norm  may  occur  under  special 
conditions.  After  the  relationship  of  the  pathogens 
of  the  species  to  one  another  has  been  discovered, 
it  then  becomes  important  for  the  purposes  of  an 
epidemiological  study  to  compare  the  pathogenic 
with  the  saprophytic  varieties  by  the  same  methods. 
This  task  requires  years  for  its  completion  and  many 
difficulties  and  seemingly  unexplainable  phenomena 
are  encountered.  In  the  beginning,  the  broader 
lines  of  differentiation  must  be  drawn  and  divergent 
results  discarded  for  the  time  being  since,  if  the 
original  conception  is  correct,  most  of  the  dis- 
crepancies disappear  with  the  advance  of  knowl- 
edge. 
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In  this  paper  are  presented  the  facts  so  far  ob- 
tained in  the  present  study  of  streptococcus  haimoly- 
ticus  in  accordance  with  the  plan  outlined  above. 
The  strains  were  collected  in  a  limited  community 
during  the  course  of  what  may  be  considered  an 
epidemic  of  bronchopneumonia  secondary  to  measles. 
Individuals  from  all  parts  of  the  United  States, 
however,  were  passing  rapidly  through  this  com- 
munity which  was  a  center  for  primary  training  of 
the  aviation  service,  so  that  a  wider  range  of  terri- 
tory is  represented  than  the  immediate  community 
itself. 

All  strains  were  investigated  as  to  their  cultural 
reactions,  bile  solubility,  capacity  to  haemolyze  red 
blood  cells  and  ferment  the  different  test  sugars,  and 
as  to  the  hydrogen-ion  concentration  limiting  their 
growth,  and  thus  identified  as  accurately  as  pos- 
sible as  streptococcus  haemolyticus  of  the  human 
type. 

This  work  has  cleared  up  a  number  of  points  which 
have  been  in  dispute  for  many  years.  In  the  first 
place,  streptococcus  haemolyticus  of  human  origin 
is  not  a  unit  type  as  was  previously  supposed,  but 
probably  consists  of  a  number  of  types,  at  least 
four  of  which  have  been  definitely  identified.  Pre- 
vious investigators  have  stated  that  freshly  isolated 
human  strains  change  their  antigenic  properties 
on  animal  passage,  and  that  the  latter  procedure  for 
the  development  of  animal  virulence  gives  a  com- 
mon antigenic  character  to  all  strains.  The  authors 
have  found  no  evidence  to  support  this  contention; 
in  fact,  immune  sera  produced  with  human  strains 
that  have  never  been  passed  through  animals 
afford  a  high  degree  of  protection  against  strains 
that  have  received  many  animal  passages.  In 
addition,  the  antigenic  differences  between  strains 
of  streptococcus  haemolyticus  which  have  been 
passed  through  animals  are  as  distinct  as  those  be- 
tween strains  which  have  not  been  so  passed.  The 
types  of  streptococcus  haemolyticus  studied  were 
obtained  almost  exclusively  from  the  respiratory 
tract  and  from  a  limited  source  of  supply,  and  there 
is  some  reason  to  believe  that  those  which  produce 
cellulitis,  erysipelas,  and  septicaemia  may  be  of 
somewhat  different  character.  It  is  readily  seen, 
therefore,  that  only  a  beginning  has  been  made  in 
the  classification  of  streptococcus  haemolyticus  and 
that  before  the  classification  is  complete  and  the 
relative  dominance  of  the  different  pathogenic 
varieties  is  determined,  much  work  remains  to  be 
done. 

The  results  of  the  study  are  summarized  as  fol- 
lows : 

1.  Immunological  differences  have  been  shown 
to  exist  between  strains  of  streptococcus  haemolyticus 
of  the  human  Itype. 

2.  Four  biological  types  were  identified  by 
means  of  the  reactions  of  agglutination  and  pro- 
tection. 

3.  At  least  two  other  types  were  encountered 
and  the  indications  are  that  more  exist. 

G.  E.  Beilby. 


Luden,  G. :  The  Value  of  Blood-Cholesterol  Deter- 
minations and  Their  Place  in  Cancer  Research. 

J,  Lab.  a"  Clin.  Med.,  1919,  iv,  719. 

Following  a  discussion  of:  (i)  the  nature  of  the 
test  for  cholesterol;  (2)  the  importance  of  a  uniform 
method  for  cholesterol  determinations  (3)  the 
source  of  the  cholesterol  intake;  (4)  the  facts  that 
influence  the  blood  cholesterol;  and  (5)  the  practical 
results  to  be  expected  in  cancer  research  from  the 
study  of  cholesterol  metabolism,  the  author  sum- 
marizes her  work  as  follows: 

1.  The  test  for  cholesterol  is  not  a  diagnostic 
test,  but  furnishes  information  concerning  cholester- 
ol tnetabolism;  it  will  therefore  furnish  informa- 
tion regarding  the  disturbances  of  cholesterol 
metabolism  connected,  for  instance,  with  cholelithi- 
asis and  carcinoma. 

2.  Cholesterol  metabolism  is  influenced  by  the 
rate  of  basal  metabolism;  in  myxoedema  it  was 
found  to  be  inversely  proportional  to  the  basal  metab- 
olism. 

3.  The  reaction  for  cholesterol  is  a  purely  chemical 
reaction  and  technical  procedures  play  a  prominent 
part  in  the  results  obtained.  Consequently  the 
method  of  extraction  and  the  conditions  under 
which  the  color  reaction  takes  place  determine  the 
values  of  blood  cholesterol  found. 

4.  In  clinical  work  intended  to  promote  our 
knowledge  concerning  the  relation  between  the 
cholesterol  content  of  the  blood  and  pathologic 
conditions,  a  uniform  method  of  procedure  shoijJd 
be  adopted  for  cholesterol  determinations  since 
this  alone  will  insure  comparable  findings.  A 
detailed  account  of  the  technique  used  in  the 
determinations  is  given  as  this  technique  is  based  on 
the  determination  of  more  than  1,500  blood  samples, 
which  made  possible  the  recognition  and  elimination 
of  many  elements  of  error  in  the  work. 

5.  The  cholesterol  content  of  the  blood  is  in- 
fluenced by  a  number  of  factors:  the  nature  of  the 
diet,  the  rate  of  basal  metabolism,  radium  treat- 
ment, bacterial  infection  (ulceration,  infectious 
disease),  and  haemorrhage.  These  factors  should 
be  duly  considered  in  the  clinical  interpretation  of 
blood-cholesterol  values.  The  cholesterol  content 
of  the  blood  is  intimately  related  to  lipoid  metab- 
olism and  can  be  influenced  by  dietetic  measures. 

6.  It  is  known  that  the  inefficiency  of  an  indi- 
vidual organ  may  give  rise  to  a  particular  type  of 
metabolic  disturbance;  inefficiency  of  the  thyroid 
results  in  myxoedema,  pancreatic  inefficiency  in 
diabetes. 

7.  There  can  be  little  doubt  that  there  is  an 
intimate  relation  between  disturbances  of  the 
cholesterol  metabolism  and  the  lawless  proliferation 
of  cells  observed  in  carcinoma,  although  it  is  not  yet 
known  what  organ  is  initially  responsible  for  these 
disturbances. 

8.  The  results  obtained  in  the  treatment  of 
diabetes  show  what  may  be  achieved  in  spite  of 
organic  inefficiency.  These  results  have  been  ob- 
tained by  means  of  chemical  investigations  and  by 
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dietetic  measures  calculated  to  counterbalance  the 
inefficiency  of  the  pancreas.  The  histologic  study 
of  the  pancreas,  on  the  other  hand,  did  not  materially 
advance  our  knowledge  in  the  treatment  of  the  dis- 
ease. 

9.  The  fact  that  in  a  number  of  carefully  con- 
trolled cases  the  tumors  receded  and  the  patients  be- 
came clinically  well  although  their  condition  had 
been  pronounced  hopeless,  constitutes  proof  positive 
that  the  human  body  may  wage  a  successful  battle 
against  malignant  disease. 

INDUSTRIAL  SURGERY 

Hopkins,  C.  W.:  A  Study  of  Traumatic  Hernia, 
So-Called,  among  Railroad  Employees.  Mod. 
Med.,  1919,  i,  389. 

So  many  unjust  claims  are  allowed  against  the 
railroads  under  present  conditions,  that  the  law 
should  take  cognizance  of  the  fact  that  hernia 
(indirect  inguinal  hernia)  results  from  a  develop- 
mental defect  and  that  accidental  injury  can  be 
made  only  a  secondary  cause.  Over  qq  per  cent  of 
the  claims  for  traumatic  hernia  are  filed  by  men  not 
previously  examined.  The  only  protection  possible 
for  the  railroads  at  the  present  time  is  the  routine 
examination  of  all  employees  in  order  to  obtain  a 
record  of  their  physical  condition  at  the  time  of 
employment.  If  a  rational  interpretation  of  the 
traumatic  hernia  question  cannot  be  made,  work- 
men with  an  inherent  inguinal  defect  should  be 
excluded  from  certain  industries. 

Even  when  symptoms  are  present  on  only  one 
side,  Hopkins  usually  performs  a  bilateral  operation 
as,  potentially  at  least,  the  condition  is  very  apt  to 
be  bilateral.  Many  of  the  cases  of  alleged  trau- 
matic hernia  operated  upon  within  forty-eight  hours 
of  the  supposed  injury  show  no  extravasation  of 
blood  or  serum  and  not  the  slightest  laceration  of 
the  tissues — merely  the  well-known  picture  of  weak 
abdominal  musculature,  almost  no  conjoined  tendon, 
and  a  well-formed  sac.  R.  B.  Bettman. 

HOSPITAL,  MEDICOLEGAL,  AND  MEDICAL 
EDUCATION 

Valid  Law^ — Meaning  of  the  Word  "Medicine" — 
Neuropathy.  CommonweaUh  vs.  Siebert  (Pa.), 
105  All.  R.,  p.  507. 

According  to  the  statute  of  Pennsylvania  it  is 
unlawful  for  any  person  to  engage  in  the  practice  of 
medicine  and  surgery  or  to  hold  himself  forth  as 
a  practitioner  in  medicine  and  surgery  or  to  assume 
the  title  of  doctor  of  medicine  and  surgery  or  doctor 
of  any  specific  disease  or  to  diagnose  diseases  or  to 
treat  diseases  by  the  use  of  medicines  and  surgery 
unless  he  has  firSt  fulfilled  the  requirements  of  this 
act  and  has  received  a  certificate  of  licensure  from 
the  bureau. 

Of  great  importance  in  this  connection  is  the 
interpretation  of  the  word  "medicine."  The  Su- 
preme Court  of  Pennsylvania  stated  that  the  term 


indicates  nothing  more  than  a  remedial  agent  which 
has  the  property  of  curing  or  mitigating  diseases,  or 
is  used  for  that  purpose.  Another  meaning  indicates 
an  art  of  heahng  or  science  which  has  for  its  province 
the  treatment  of  diseases  generally.  In  the  first 
definition  medicine  is  defined  as  a  drug  and  in  the 
second  as  a  profession.  The  statute  uses  the  word 
in  the  latter  sense  because  the  purpose  of  the  statute 
is  not  to  restrict  the  sale  of  drugs  or  other  remedial 
agents  but  to  restrict  the  practice  of  medicine  as  an 
art  or  science  whose  object  is  the  preservation  of 
health. 

The  defendant  in  the  case  reviewed,  J.  A.  Seibert, 
held  himself  out  to  the  public  as  a  neuropath  and 
invited  the  confidence  of  the  public  generally  by  the 
sign  exposed  in  front  of  his  office  citing  him  as  "Dr. 
J.  A.  Seibert,  Neuropath. "  The  defendant  appeared 
to  make  a  distinction  between  neuropathy  and 
medicine  but  the  Court,  having  in  mind  the  legislative 
meaning  of  the  term  "medicine, "  held  that  a  practi- 
tioner of  neuropathy  was  the  meaning  of  the  above 
quotation  for  the  use  of  this  term  necessarily  im- 
plied that  he  was  skilled  in  the  science  of  pathology 
which  science  has  for  its  province  the  treatment  of 
diseases.  J.  A.  Castagnino. 

Duty  to  Provide  Prompt  Emergency  Treatment. 

Fonlanella   vs.   New    York    Central    Railroad   Com- 
pany, (N.  Y.),  174  N.  Y.  Sup  p.  p.  537. 

The  plaintiff,  a  foreman  in  the  employ  of  the  de- 
fendant, while  working  in  a  manhole  was  injured 
at  about  9:30  a.m.  by  the  cover  of  the  manhole 
which  fell  upon  him  and  broke  his  leg.  He  was  taken 
to  an  emergency  hospital  which  he  reached  about 
10  o'clock  but  was  not  given  treatment  until  a  few 
minutes  before  11  o'clock.  Testimony  further 
showed  that  the  assistant  station  master  had 
attempted  to  reach  one  of  the  company's  physi- 
cians and,  failing  this,  had  then  tried  to  get  another 
in  the  company's  employ.  There  was  some  con- 
troversy as  to  why  the  physician  did  not  arrive 
prior  to  1 1  o'clock.  According  to  the  testimony,  in- 
fection sets  in  immediately  in  a  wound  of  the  kind 
under  consideration  and  therefore  it  requires  imme- 
diate attention;  a  delay  of  minutes  may  permit  the 
development  of  the  infection  to  such  an  extent  that 
amputation  may  become  necessary. 

Immediately  after  the  emergency  treatment  at 
one  hospital  by  one  surgeon  the  patient  was  taken 
in  an  ambulance  to  another  hospital.  The  jury 
found  upon  the  evidence,  and  the  court  stated  on 
what  it  deemed  was  sufficient  evidence,  that  the 
delay  of  approximately  an  hour  at  the  emergency 
hospital  permitted  the  infection  to  develop  to  such 
an  extent  that  it  became  necessary  to  amputate  the 
leg;  that  the  defendant  had  not  used  reasonable 
care  in  providing  prompt   emergency   treatment. 

The  trial  judge  held  that  the  defendant  railroad 
company  was  not  liable  for  the  negligence  of  the 
first  physician  in  failing  to  get  to  the  hospital.  The 
liability  found  by  the  court  was  placed  on  the  negli- 
gence of  the  assistant  station  master  for  failing  to 
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provide  emergency  treatment  for  over  an  hour.  A 
corporation  must  always  act  through  its  agents  and 
when  prompt  service  may  be  vital  to  the  welfare  of 
the  injured  person  it  is  incumbent  upon  the  institu- 
tion to  use  reasonable  diligence  in  providing  emer- 
gency treatment.  This  is  a  non-delegated  duty  on 
the  part  of  the  railroad  company,  and  the  defendant 
was  properly  held  responsible  for  the  negligence  of 
the  assistant  station  master. 

The  judgment  in  the  Trial  Court  was  for  $20,000 
damages  but  this  was  reduced  by  the  Court  of 
Appeals  to  $1 2,000.  The  action  was  not  brought  for 
the  original  injury  but  was  predicated  upon  the 
negligence  of  the  defendant  company  as  above 
stated.  J.  A.  Castagnino. 

Evidence  and   Instructions  in  Malpractice  Case. 

Dameron  vs.  Ansbro  (Cal.),  178  Pac.  R.,  p.  874. 

The  case  of  Dameron  vs.  Ansbro  was  a  suit 
brought  by  a  physician  for  professional  services  and 
a  hospital  bill  in  which  the  defendant  filed  a  set  oR 
claiming  malpractice.  The  case  was  predicated  upon 
the  following  facts  which  were  shown  by  the  evi- 
dence. 

The  defendant  was  injured  in  a  train  wreck  and 
at  his  request  was  taken  to  the  plaintiff's  hospital. 
He  suffered  ten  fractures  of  the  legs  and  arms  He 
claimed  that  after  nearly  ten  weeks  of  successful 
treatment,  the  attending  physician,  while  attempting 
to  reduce  adhesions  in  the  knees,  negligently  re- 
broke  some  of  the  original  fractures.  The  Court 
held  that  the  plaintiff  was  entitled  to  recover  the 
reasonable  value  of  the  use  of  the  room  and  of 
board  and  nurse  hire  irrespective  of  the  question  of 
the  skill  used  by  the  physician  in  the  treatment  and 
that  in  its  opinion  the  verdict  ought  to  have  been 
for  the  plaintiff  physician. 

The  Court  held  that  it  was  error  to  give  the  jury 
an  instruction  which  completely  ignored  the  test 
by  which  a  physician  charged  with  malpractice 
should  be  judged;  that  is,  the  test  fixed  by  the  law 
based  on  the  methods  and  practice  of  the  school  to 
which  the  physician  belongs.  It  held  also  that  the 
instruction  further  permitted  the  jury  to  apply  its 
own  standard  of  care  or  that  of  each  individual  juror 
to  the  treatment  given  the  defendant. 

In  the  opinion  of  the  Court  only  an  expert  could 
properly  testify  to  the  nature  of  the  treatment  re- 
quired and  to  the  amount  of  force  that  might  be 
exercised  to  break  such  adhesions  as  existed  in  this 
case,  but  that  the  instruction  proposed  was  faulty 
as  implying  that  only  an  expert  could  testify  as  to 
the  amount  of  force  that  actually  was  used  and  the 
method  of  treatment  that  was  actually  employed. 
If  there  had  been  no  dispute  as  to  the  facts,  it 
would  have  been  a  question  solely  for  experts.  It 
was  not  an  error,  however,  to  refuse  the  instructions 
because  there  was  a  conflict  as  to  the  facts. 

The  Court  then  discussed  the  latitude  allowed  in 
the  choice  of  facts  forming  the  basis  of  hypothetical 
questions,  stating  that  if  the  question  is  fair  and 
understandable  by  the  witness  it  is  not  to  be  ex- 


cluded because  it  does  not  include  all  the  important 
facts  in  the  case.  If  objection  is  made  to  hypo- 
thetical questions,  the  objection  should  be  specific, 
stating  the  facts  upon  which  it  is  based. 

Statements  by  the  attending  physician  at  the 
time  of  the  treatment  are  proper  and  may  be  in- 
cluded in  a  hypothetical  question  but  not  state- 
ments of  assisting  physicians. 

The  question  as  to  whether  it  was  an  error  to  refuse 
to  allow  the  plaintiff  to  introduce  a  human  skeleton 
for  the  purpose  of  illustrating  his  testimony  is  a 
matter  for  the  decision  of  the  Trial  Court. 

Evidence  that  the  plaintiff  was  a  member  of  a 
county  medical  association  was  not  admissible  for 
the  purpose  of  showing  that  the  association  pro-  ■ 
tected  any  member  in  litigations  of  this  kind. 

J.  A.  Castagnino. 

Physician  Not  Liable  for  Testifying  to  Insanity. 

Corcoran  vs.  Jerrel  (Iowa),  170  N.  W.  R.  p.  776. 

The  case  of  Corcoran  vs.  Jerrel  was  a  suit  brought 
against  a  physician  for  libel  because  he  had  testified 
that  in  his  judgment  the  plaintiff  was  insane  and 
should  be  sent  to  a  hospital  for  treatment.  The 
defendant,  who  had  been  previously  employed  as 
the  plaintiff's  physician,  was  subpoenaed,  sworn, and 
examined  before  the  commissioners  on  the  trial. 
His  testimony  was  reduced  to  writing  and  signed  by 
him.  On  the  following  day  the  plaintiff  was  taken 
by  the  sheriff  to  the  hospital  from  which  she  was 
later  paroled  and  finally  discharged  as  cured.  Plain- 
tiff's petition  demanded  damages  in  large  sum, 
alleging  that  the  statements  signed  by  the  defendant 
before  the  commissioners  were  false,  malicious,  and 
libelous. 

The  principal  defense  relied  upon  by  the  attorney 
for  the  defendant  was  that  the  statements  com- 
plained of  were  made  by  the  defendant  as  a  witness 
under  oath  and  therefore  privileged.  The  plaintiff 
sought  to  avoid  the  plea  of  privilege  on  the  ground 
that  no  notice  of  these  proceedings  was  served  upon 
her.  The  Iowa  statute,  however,  does  not  require 
notice  of  the  filing  of  an  information  alleging  in- 
sanity to  be  served  upon  the  person  whose  mental 
condition  is  being  investigated.  There  was  nothing 
in  the  record  to  show  that  the  defendant  was  actu- 
ated by  improper  motives  or  that  he  acted  in  bad 
faith  toward  the  plaintiff.  He  was  subpoenead, sworn, 
and  examined  on  oath  and  therefore  his  testimony 
was  equally  privileged.  Whether  an  action  for  libel 
could  be  maintained  against  him  if  the  proceedings 
before  the  commissioners  had  been  invalid  was  not 
a  question  before  this  court.  So  far  as  the  record 
disclosed,  the  proceedings  before  the  commissioners 
were  regular  and  valid  and  all  of  the  statements 
made  by  the  plaintiff  were  clearly  privileged. 

J.  A.  Castagnino. 

The  Relative  Value  of  Medical  Expert  Testimony. 

People  vs.  Harvey  (III.),  122  N.  E.,  p.  138. 

In  the  case  of  the  people  vs.  Harvey,  the  defend- 
ant was  convicted  of  manslaughter  by  assault.    This 
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principal  controversy  was  whether  the  death  was  the 
result  of  the  assault  or  of  disease.  One  of  the  points 
raised  by  the  defendant's  counsel  was  that  the  Court 
erred  in  refusing  to  give  the  following  instructions: 

''The  Court  has  allowed  in  this  case  the  introduc- 
tion of  expert  testimony  as  to  the  cause  of  the  death 
of  Ida  Murray.  The  Court  instructs  you  that  the 
opinions  expressed  by  such  witnesses  are  not  binding 
or  conclusive  upon  you.  It  is  ifor  you  to  determine 
from  all  the  facts  and  circumstances  in  the  case  what, 
in  fact,  was  the  cause  of  the  death  of  Ida  Murray, 
and  you  are  not  to  act  upon  expert  opinions  to  the 
entire  exclusion  of  other  testirrtony." 

The  Supreme  Court  in  holding  that  this  instruc- 
tion was  properly  refused  stated  that  it  tended  to 
cast  discredit  upon  expert  testimony  and  that  there 
could  be  no  question  that  the  weight  to  be  given 
expert  testimony  is  to  be  determined  by  the  jury. 
There  is  no  rule  of  law  which  requires  them  to  sur- 
render their  judgment  or  to  give  a  controlling  influ- 
ence to  the  opinions  of  scientific  witnesses.  When 
several  competent  experts  concur  in  their  opinion 
and  no  expert  evidence  is  introduced  tending  to  prove 
the  contrary,  the  jury  are  still  bound  to  decide  the 
issue  on  the  basis  of  their  own  judgment  assisted  by 
the  testimony  of  the  experts.  Expert  testimony 
must  be  treated  as  the  evidence  of  lay  witnesses.  It 
must  not  be  rejected  arbitrarily.  Jurors  are  to  con- 
cede to  it  the  influence  which,  according  to  their 
intelligence  and  impartiality  of  mind  and  in  view  of 
all  the  facts  and  circumstances  developed  at  the  trial 
and  the  common  knowledge  and  experience  of  man- 
kind, they  deem  justifiable.  When  common  knowl- 
edge utterly  fails,  expert  opinion  may  become  con- 
trolling. 

The  Court  held  that  the  relative  weight  given  to 
medical  and  non-medical  witnesses  cannot  be  deter- 
mined by  any  rule  of  law  although  the  strong  pre- 
sumption would  be  that  when  both  classes  of  experts 
are  given  the  same  opportunities  for  observation,  the 
testimony  of  medical  experts  would  be  entitled  to 
the  greater  weight.  J.  A.  Castagnino. 

Release  to  Company  No  Defense  to  Surgeon  For- 
getting Identity  of  Patient.  Purchase  vs. 
Seelye  (Mass.),  121  N.  E.  R.,  p.  413. 

The  Supreme  Court  of  Massachusetts  reviewed 
the  case  which  was  based  upon  an  action  brought 
to  recover  for  an  operation  without  consent  which 
resulted  in  a  verdict  for  the  defendant.  A  release 
to  a  railroad  company  was  introduced  in  evidence, 
the  Review  Court  sustaining  exceptions  to  this 
admission  and  to  the  rule  that  the  release  by  the 
plaintiff  to  the  railroad  company  was  a  bar  to  this 
action. 

While  in  the  employ  of  the  railroad  company,  the 
plaintiff  suffered  a  rupture  in  the  right  groin.  He 
consulted  the  defendant  who  operated  upon  him  the 
following  day.  The  day  subsequent  to  the  operation 
the  plaintiff  discovered  that  the  operation  had  been 
performed  on  his  left  side,  and  when  mentioning 
this  fact  to  the  defendant,  the  defendant  said  that 


he  (the  defendant)  had  mistaken  him  for  another 
patient  who  had  a  hernia  on  the  left  side.  Subse- 
quently an  operation  was  performed  by  the  de- 
fendant on  the  plaintiff's  right  side. 

Later  the  plaintiff  settled  his  claim  against  the 
railroad  company,  signing  a  release  which  included 
among  other  things  a  release  of  all  claims  and 
demands  "arising  or  which  may  arise  out  of  said 
injury. "  This  release  was  claimed  by  the  defendant 
herein  to  be  a  bar  to  further  action. 

The  Court  of  Appeals,  however,  held  that  if  in  an 
action  brought  against  it  to  recover  for  the  original 
injury,  the  plaintiff's  employer  would  have  been 
liable  for  the  negligence  of  the  defendant  in  the 
case  at  bar,  then  the  release  included  such  damages 
and  would  be  a  bar  to  the  present  action  for  the 
reason  that  the  plaintiff  had  a  claim  against  both 
the  defendant  and  the  railroad  company  for  the  same 
cause  of  action  and  a  release  of  one  of  the  wrong- 
doers would  operate  as  a-  release  of  both. 

It  is  a  well-settled  rule  in  Massachusetts  that  in 
an  action  for  personal  injuries  arising  out  of  the 
alleged  negligence  of  the  defendant,  the  plaintiff  is 
entitled  to  recover  for  the  injuries  resulting  from  the 
defendant's  negligence  even  though  such  injuries 
are  aggravated  by  the  defendant 's  physician  if,  in 
the  selection  and  employment  thereof,  the  plaintiff 
exercised  due  and  reasonable  care. 

The  question  was  whether  the  act  of  the  defendant 
in  operating  by  mistake  on  the  plaintiff  was  a  natural 
and  probable  result  of  the  negligence  of  the  rail- 
road company.  The  Court  was  of  the  opinion  that 
the  general  rule  as  above  stated  was  not  applicable 
to  the  state  at  bar. 

There  was  sufficient  evidence  to  show  that  the 
defendant  made  a  mistake  in  the  identity  of  the 
plaintiff  at  the  time  the  operation  was  performed; 
that  he  then  believed  he  was  operating  upon  another 
patient  who  had  a  hernia  on  the  left  side.  The 
railroad  company  could  not  be  held  liable  for  his 
mistake  and  belief.  Such  a  mistake  was  not  an  act 
of  negligence  which  could  be  held  or  found  to  be 
the  natural  and  probable  result  of  the  original 
injury. 

The  Court  was  of  the  opinion  that  the  act  of  the 
defendant  in  operating  upon  the  wrong  side  of  the 
plaintiff  was  a  wrongful,  independent,  and  inter- 
vening cause  for  which  the  original  wrongdoer  was 
in  no  way  responsible.  In  order  to  hold  that  the 
release  was  faulty  and  a  bar  to  the  attending 
physician  it  would  be  necessary  for  the  Court  also 
to  hold  that  the  railroad  company  would  have  been 
liable  for  the  consequences  of  the  plaintiff's  injury 
through  the  mistake  of  the  defendant  for  operating 
upon  the  wrong  side  of  the  plaintiff. 

J.  A.  Castagnino. 

Result  of  Original  Injury.  Med.  Rec.,  1919,  xcvi,  548. 

The  Michigan  Supreme  Court  held  in  a  recent 
decision  that  the  State  Accident  Fund  was  not 
entitled  to  be  relieved  from  the  weekly  payment  of 
indemnity  on  the  ground  that  the  disability  was 
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caused  by  unskilful  treatment  or  by  refusal  to  sub- 
mit to  an  operation  on  the  part  of  the  injured  servant. 
In  the  case  under  consideration  one  physician  testi- 
fied that  in  his  opinion  the  applicant  was  totally 
disabled,  the  disability  being  due  largely  to  the 
original  injury.  In  his  opinion,  even  if  the  physician 
who  had  treated  the  arm  had  done  the  best  that 
could  be  done  under  the  circumstances,  that  is,  had 
used  the  care  of  a  skilled  practitioner,  there  might 
still  be  total  disability  of  the  arm. 

According  to  other  medical  testimony,  however, 
it  appeared  that  an  operation  would  ameliorate  the 
condition  and  that  the  servant  might  recover  from 
one-fourth  to  one-half  of  the  former  use  of  the  arm. 
The  Court  eliminated  the  question  of  fact  and  stated 
that  when  there  is  competent  testimony  supporting 
the  conclusions  reached  by  the  Industrial  Accident 
Board  it  affirms  the  order  of  that  board. 

J.  A.  Castagnino. 

MILITARY  SURGERY 

Bevan,  A.  D. :  The  Problem  of  Hospital  Organiza- 
tion with  Special  Reference  to  the  Co-ordina- 
tion of  General  Surgery  and  the  Surgical 
Specialties.  Mil.  Surgeon,  1919,  xlv,  150. 

To  secure  the  best  co-operation  between  general 
surgery  and  the  surgical  specialties,  hospital  organi- 
zation and  administration  should  be   as   follows: 

1.  We  should  adopt  the  plan  of  utilizing  the 
services  of  both  our  general  surgeons  and  our  sur- 
gical specialists. 

2.  The  scheme  of  organization  and  administration 
of  the  various  surgical  divisions  in  military  hospitals 
should  be  along  accepted  lines  as  in  our  best  civil 
hospitals. 

3.  In  the  hospitals  close  to  the  line,  including  cas- 
ualty and  base  hospitals  which  will  have  the  early 
management  of  the  gross  injuries  from  shell  wounds 
and  small-caliber  bullets,  the  organization  should 
be  so  planned  that  the  general  surgeons  will  have 
charge  of  these  gross  injuries  irrespective  of  their 
anatomical  location,  and  the  few  surgical  specialists 
on  the  staff  of  these  hospitals  will  do  such  work 
as  is  assigned  to  them  by  the  surgeon  in  charge. 

4.  Well  back  of  the  line  there  should  be  developed 
special  hospitals,  such  as  orthopedic  hospitals, 
hospitals  for  head  surgery,  special  fracture  hospi- 
tals, etc.  In  these  special  institutions  the  surgical 
staff  should  be  so  organized  that  the  specialists  will 
have  complete  control  of  the  management  of  the  cases. 
There  should  be  on  the  staff  a  few  men  representing 
special  fields,  such  as  internal  medicine,  neurology, 
ophthalmology,  etc.,  and  these  men  should  do 
such  work  as  they  may  be  called  upon  to  do  by  the 
staff  of  specialists  in  charge  of  the  hospital. 

5.  The  effort  made  to  establish  schools  in  special 
departments  giving  special  instruction  in  surgery 
of  the  brain,  fractures,  orthopedics,  etc.,  should  be 
continued  and  amplified  as  much  as  possible.  These 
schools  should  be  devoted  to  special  fields  of  surgery 
and  should  give  short  courses  reviewing  the  work 


of  a  special  field,  especially  from  the  standpoint  of 
the  experience  obtained  in  the  recent  war.  They 
should  not  attempt  the  impossible  task  of  creating 
specialists  in  these  particular  fields  in  a  short  period, 
but  should  be  regarded  as  furnishing  courses  of 
instruction  to  general  surgeons  which  will  make  them 
more  competent  in  such  special  fields  of  work. 

6.  The  specialists  in  charge  of  the  special  hospi- 
tals to  be  created  well  back  of  the  line  should  be 
drawn,  not  from  the  students  taking  these  special 
courses,  but  from  the  well-trained  specialists  now 
available.  E.  C.  Robitshek. 

Manson,  F.  M.:  Report  of  Surgical  Service,  U.  S. 
Army  Base  Hospital,  Camp  Dodge,  Iowa,  on 
the  Epidemic  of  Influenza  of  1918.   Am.  J.  M. 

Sc,  1919,  clviii,  244. 

The  total  number  of  cases  of  empyema  recog- 
nized by  antemortem  aspiration  and  by  autopsy 
at  this  camp  from  Sept.  29,  1918,  to  Dec.  31,  1918, 
exclusive  of  a  period  of  eleven  days  at  the  height  of 
the  epidemic  when  autopsies  were  discontinued,  was 
150,  an  incidence  compared  to  that  of  pneumonia 
as  I  is  to  13. 

Other  complications  encountered  were  as  follows: 
mastoiditis,  14;  otitis  media,  105;  frontal  sinusitis,  i; 
purulent  peritonitis,  4;  appendicitis  (ruptured),  2; 
multiple  abscesses,  4;  phlegmon  of  neck,  i;  phleg- 
mon of  chest,  i;  ileus  (mechanical),  i;  and  oedema 
of  the  glottis,  I. 

The  average  time  intervening  between  the  diagno- 
sis of  pneumonia  and  empyema  in  64  cases  treated 
in  the  first  month  of  the  epidemic  was  six  days, 
while  that  in  41  cases  treated  after  the  first  month 
was  twenty-one  days.  Many  patients  admitted  to 
the  hospital  with  a  diagnosis  of  pneumonia  showed 
pleural  effusion  present  at  the  time  of  admission. 
•  Th  e  bacteriology  of  the  cases  treated  was  as  follows  : 
fluids  showing  haemostreptococci,  29;  haemostrep- 
tococci  with  other  organisms,  19;  non-haemolytic 
streptococci,  4;  non-haemolytic  streptococci  with 
others,  3;  staphylococci,  4;  staphylococci  with 
other  organisms,  6;  pneujnococci,  11;  pneumo- 
cocci  with  others,  9;  influenza  bacilli,  i;  no  growth, 
6;  no  report,  14. 

In  the  cases  of  the  first  month  the  clinical  picture 
was  that  of  septicaemia.  The  rapidity  with  which 
fluid  accumulated  was  remarkable. 

The  mortality  in  94  cases  during  the  first  month 
was  70  per  cent,  while  that  in  the  64  treated  cases  was 
56  per  cent.  The  mortality  after  the  first  month  was 
40  per  cent  and  in  41  cases  treated  during  this 
period  it  was  24  per  cent. 

The  diagnosis  of  empyema  was  often  difficult,  the 
physical  signs  being  confusing  and  changing  rapidly. 

Substernal  pus  pockets  and  purulent  mediastinitis 
were  found  in  17  per  cent  of  cases  at  autopsy  and 
were  seldom  diagnosed  before  death.  Interlobar 
empyema  occurred  in  8  per  cent  of  cases,  encapsu- 
lated pockets  in  28  cases,  and  lung  abscess  in  11. 

The  treatment  in  this  series  consisted  of  the  use 
of   several   methods.     During   October   when   the 
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epidemic  was  at  its  height  aspirations  were  done  in 
35  cases,  with  a  mortality  of  60  per  cent.  Aspiration 
followed  by  the  injection  of  2  per  cent  formalin  in 
glycerin  was  done  in  43  cases  with  a  mortality  of 
42  per  cent.  Aspiration  with  later  Brewer-tube 
drainage  was  used  in  25  cases  and  the  mortality  was 
24  per  cent. 

After  November  i  the  closed  method  was  used 
with  trocar-cannula  thoracotomy,  irrigation  with 
Dakin's  solution,  and  later  injection  of  2  per  cent 
formalin  in  glycerin.  Nineteen  of  these  patients 
had  preliminary  aspirations.  The  mortality  was 
8  per  cent.  V.  P.  Diederich. 

Taylor,   G.:    On   Abdominothoracic   Wounds   of 
Warfare.  British  M.  J.,  1919,  ii,  131. 

The  author  reviews  his  own  experience  and  that 
of  his  associates  in  the  treatment  of  wounds  involv- 
ing both  the  thorax  and  abdomen.  In  this  connec- 
tion mention  is  made  of  the  fact  that  in  1910  he 
observed  Bland-Sutton  carry  out  an  operation 
which  was  the  prototype  of  the  procedure  re-intro- 
duced by  Duval  in  191 7  and  found  to  be  so  efficient 
in  dealing  with  wounds  of  this  kind. 

The  prompt  treatment  of  all  such  wounds  appar- 
ently accounts  for  the  great  improvement  in  the 
results  obtained  during  the  closing  months  of  the 
war,  and  to  Lockwood  is  due  much  credit  for  his 
part  in  the  development  of  this  class  of  surgery. 

As  regards  the  necessity  for  immediate  suture  of 
the  diaphragm,  Taylor  states  that  in  several  in- 
stances, and  especially  on  the  right  side,  the  dia- 


phragm has  been  deUberately  left  unsutured  with 
favorable  results.  Statistics  show  that  the  imme- 
diate prognosis  of  abdominothoracic  wounds  is 
determined  chiefly  by  the  nature  of  the  abdominal 
injury.  Those  that  are  associated  with  a  wound  of 
a  hollow  viscus  are  often  fatal.  In  the  author's 
personal  experience  with  cases  of  this  kind  submit- 
ted to  operation  50  per  cent  of  those  who  had  an 
injury  to  a  hollow  viscus  recovered,  while  of  those 
who  had  wounds  of  a  solid  viscus  70  per  cent  recov- 
ered. The  total  number  of  recoveries  amounted  to 
64  per  cent. 

Cases  operated  upon  by  the  author  and  by  others 
are  cited  to  demonstrate  the  accomplishments  of 
war  surgery.  A  patient  with  a  penetrating  chest 
wound,  laceration  of  the  diaphragm,  liver,  and  right 
kidney,  and  a  hernia  of  the  colon  was  operated  upon 
by  Lockwood  six  hours  after  admission.  Thoracot- 
omy under  paravertebral  and  local  anaesthesia  was 
done  with  excision  of  the  tissues  of  the  wounds  of 
entry  and  exit,  resection  of  a  gangrenous  portion  of 
the  colon,  suture  of  the  laceration  of  the  diaphragm 
(which  was  5  inches  long  and  ]4  inch  from  the  parie- 
tal attachment),  and  nephrectomy.  The  patient 
had  an  uneventful  recovery.  Other  cases  cited  were 
those  in  which  there  were  wounds  of  the  stomach 
and  those  in  which,  with  injuries  of  the  chest,  the 
spleen  was  so  lacerated  as  to  require  its  removal. 

The  point  which  the  author  makes  as  regards  the 
choice  of  operation  in  diaphragmatic  hernia  is  that 
the  thoracic  route  is  by  far  the  best  method  of 
approach.  W.  }.  Tucker. 
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UTERUS 

Young,  J.  v.:  Sacral  Suspension  of  the  Uterus  for 
the  Relief  of  Pathologic  Mechanical  Retro- 
version and  Descensus.  Surg.,  Gynec.  6*  Obst., 
1919,  xxix,  267. 

The  author  gives  a  general  review  of  the  causes  of 
mechanical  retroversion  and  descensus.  He  sum- 
marizes his  conception  of  the  indicated  surgery  as 
follows: 

"In  nullipara,  for  physiological  retroversion, 
round  ligament  shortening;  for  pathologic  mech- 
anical retroversion  and  descensus,  sacral  suspension 
and,  if  needed,  round  ligament  shortening;  when 
there  is  a  conical  long  cervix,  the  tracheloplastic 
operation  of  Sturmdorf. 

"In  multipara,  the  restoration  of  all  birth  trauma; 
dilatation  and  curettage  if  indicated ;  for  the  hyper- 
trophied  infected  lacerated  cervix,  the  trachelo- 
plastic operation  for  cystocele,  the  restoration  of  the 
vesicovaginal  endopelvic  fascia  by  the  method  of 
Rawls;  for  rectocele,  the  restoration  of  the  recto- 
vaginal endopelvic  fascia,  and  the  muscular  inter- 
position perineorrhaphy." 

The  operation  for  sacral  suspension  is  described 
as  follows: 

The  incision  of  choice  is  the  curved  Pfannenstiel 
incision.  After  the  abdomen  is  opened,  the  patient 
is  placed  in  the  extreme  Trendelenburg  position  and 
the  intestines  are  gravitated  into  the  abdominal 
cavity  and  held  in  place  by  oil-impregnated  pads. 
All  gauze  wipes  that  enter  the  abdomen  are  also  oil- 
impregnated. 

Inspection  then  determines  the  indicated  surgery 
which  is  performed  prior  to  the  suspension.  At  this 
point  the  uterus  is  lifted  up  and  the  sigmoid  is  in- 
spected. In  these  cases  the  author  has  so  frequently 
found  perisigmoid  adhesions  that  he  has  come  to 
consider  the  freeing  of  the  sigmoid  a  part  of  the 
operation.  The  sigmoid  is  often  found  adherent  to 
the  round  ligament  as  far  as  the  internal  ring.  Twice 
Young  found  it  adherent  to  the  bladder. 

The  uterus  being  held  upward,  the  base  of  the  left 
uterosacral  ligament,  or  the  one  opposite  the  opera- 
tor, is  picked  up  with  a  long  French  clamp  (Clamp  i) 
and  a  long  catgut  stitch  is  passed  through  it.  It  is 
then  tied.  This  is  repeated  on  the  right  ligament 
(Clamp  2).  These  stitches  are  then  brought  out  over 
the  edge  of  the  wound  and  held  by  an  assistant, 
Clamps  I  and  2  having  been  removed  as  each  stitch 
was  placed.  These  stitches  serve  two  purposes;  they 
hold  the  uterus  out  of  the  way,  without  injuring  it, 
and  bring  the  ligaments  well  into  view.  For  demon- 
stration purposes  a  towel  may  be  used. 

The  left  ligament,,  or  the  ligament  opposite  the 
operator,  is  now  brought  into  view  and  the  point  of 


shortening  marked  with  a  French  clamp  (Clamp  3), 
The  other  ligament  is  then  exposed  and  a  point  on 
it  opposite  Clamp  3  is  grasped  with  another  French 
clamp  (Clamp  4).  The  operator  determines  the 
point  of  shortening  by  traction  on  the  ligaments, 
first,  on  one  at  a  time,  then  on  both  together,  being 
careful  to  allow  ample  rectal  room  and  at  the  same 
time  to  replace  the  cervix  in  its  normal  position. 
This  may  be  checked  off  by  putting  two  fingers  in 
the  space  between  Clamps  3  and  4  and  the  anterior 
surface  of  the  sacrum  with  the  palmar  surface  of  the 
fingers  toward  the  uterus.  In  this  way  the  operator 
may  judge  exactly  the  length  of  the  proposed  re- 
constructed sacral  swing. 

Two  AUis  clamps  now  grasp  the  ligament  at  its 
origin.  The  breadth  of  the  jaw  of  the  clamp  is  par- 
allel with  the  ligament,  one  clamp  above  and  the 
other  below  it,  just  at  the  site  of  the  first  catgut 
suture.  Traction  on  these  two  clamps  will  draw  the 
lower  segment  of  the  uterus  into  view  and  pull  upon 
the  base  of  the  ligament.  This  will  enable  the 
operator  to  take  the  next  step,  which  is  to  make  the 
buttonhole.  The  buttonhole  is  made  at  the  base  of 
the  ligament  by  means  of  a  knife  and  extends  along 
its  median  line.  It  should  cut  the  catgut  traction 
stitch.  This  incision  should  be  i  centimeter  long 
and  down  to  the  uterine  tissue.  It  is  then  extended 
to  1.5  centimeters  along  the  ligament  by  placing  a 
blunt  pair  of  scissors  in  the  cut  and  opening  the 
blades. 

A  French  clamp  (Clamp  5)  is  then  placed  on  the 
ligament  midway  between  Clamp  3  and  the  AUis 
clamps,  marking  the  reduplication  point.  Clamp  3 
and  the  AUis  clamps  are  now  apprbximated  to  see  if 
the  sacral  end  of  the  reduplicated  ligament  wUl  reach 
the  buttonhole  without  strain. 

A  medium-sized  Pagenstecher  linen  suture  is  now 
put  in  place  in  the  ligament  at  the  site  of  Clamp  3, 
which  is  then  removed. 

The  needle  is  introduced  into  the  buttonhole  and 
made  to  penetrate  the  uterine  tissue  to  a  sufficient 
depth  to  give  a  firm  hold,  after  which  the  suture  is 
tied.  During  this  procedure  Clamp  5  is  drawn  up- 
ward and  backward  and  slightly  outward.  This 
brings  into  view  the  three  arms  of  the  ligament, 
uterine,  middle,  and  sacral.  A  second  stitch  is  then 
placed  through  the  lips  of  the  buttonhole  at  right 
angles  to  the  incision,  and  as  it  is  introduced,  first 
one,  and  then  the  other  AUis  clamp  is  removed. 
Before  tying  this  second  stitch,  the  first  one  is  cut 
short.  The  second  stitch  closes  the  buttonhole, 
buries  the  first  stitch,  and  completes  the  implanta- 
tion of  the  sacral  arm  of  the  redupUcated  ligament. 
This  second  stitch  is  left  long  for  traction  and  mark- 
ing purposes. 

A  third  stitch  is  then  placed  through  the  three 
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layers  or  arms  of  the  reduplicated  ligament,  midway 
in  the  folded-over  area,  or,  if  the  reduplication  is 
long  enough  to  need  it,  two  stitches  may  be  used. 
Care  must  be  taken  to  penetrate  all  three  arms  of 
the  reduplication  in  each  stitch  to  a  sufficient  depth 
to  hold  strongly.  A  stitch  is  then  introduced  at  the 
site  of  Clamp  s  and  carried  through  the  sacral  arm 
of  the  reduplicated  ligament  in  such  a  manner  that 
the  joining  will  be  smooth.  All  these  stitches  are 
left  long  and  attached  to  clamps  outside  the  abdo- 
men for  marking  purposes.  The  procedure  is  then 
repeated  on  the  opposite  ligament. 

By  slight  traction  on  these  linen  stitches  the 
operator  may  judge  of  the  completeness  of  his  work 
and  the  length  of  the  newly-made  ligaments.  As  a 
further  test,  two  fingers  may  be  placed  as  at  the  time 
of  placing  Clamps  3  and  4. 

The  linen  stitches  are  then  cut  short.  The  knots 
may  be  covered  with  a  Lembert  stitch  involving 
only  the  peritoneum. 

If  in  the  opinion  of  the  operator  the  fundus  needs 
holding  down  and  forward,  the  round  ligaments  are 
shortened,  either  by  the  Alexander  operation  or  by 
a  modification  of  the  Gilliam  operation  which  leaves 
no  pockets  in  the  peritoneum. 

The  author  has  performed  270  sacral  suspensions 
of  the  uterus  and  10  of  the  cervical  stump  after 
hysterectomy,  a  total  of  280,  with  2  deaths,  one 
from  acute  nephritis,  the  other  in  a  case  in  which 
excessive  peritoneal  trauma  of  a  previous  operation 
produced  insurmountable  complications. 

When  it  is  necessary  to  reconstruct  extensive 
birth  trauma,  the  operation  should  be  done  in  two 
stages  separated  by  one  week  or  more. 

The  labors  Young  has  attended  after  sacral  sus- 
pension have  been  most  satisfactory.  The  greatest 
number  of  labors  in  any  one  case  has  been  four. 
This  patient  has  since  remained  well  without  gyne- 
cological symptoms,  the  uterus  is  now  in  a  normal 
position,  and  the  adnexa  are  negative. 

C.  H.  Davis. 

Hemaman- Johnson,  F. :  X-Rays  in  the  Treatment 
of  Certain  Forms  of  Dysmenorrhcea :  A  Plea  for 
Their  More  Extensive  Use.  Lancet,  1919,  cxcvii, 
432. 

The  author  advises  more  extensive  use  of  the 
X-ray  in  cases  of  menstrual  disturbance  when 
medical  methods,  such  as  the  use  of  drugs  and  hy- 
giene, and  minor  surgical  treatment,  such  as  dila- 
tation, have  failed  and  there  is  no  gross  lesion  or 
deformity. 

Cases  in  which  major  surgery  has  been  unsuc- 
cessful have  also  been  helped  by  the  X-ray.  In 
other  cases  it  is  advisable  to  try  X-ray  treatment 
before  doing  a  major  operation  as  the  method  is 
without  risk  and  does  not  interfere  with  a  later 
operation. 

Best  success  is  obtained  with  the  X-ray  in  the 
treatment  of  patients  who  are  free  from  gross 
organic  lesions  but  have  excessive,  prolonged,  and 
frequent  menstruation  with  the  usual  menstrual 


pain,  headaches,  mental  depression,  and  general 
debility  due  to  excessive  loss  of  blood.  If  pain  is 
a  more  pronounced  symptom  than  loss  of  blood, 
cure  is  less  probable,  but  the  treatment  should  be 
tried.  ' 

A  wide  cone  of  rays  is  used.  The  rays  are  filtered 
through  3  millimeter  aluminum,  the  ovaries  and 
the  uterus  being  equally  exposed  and  other  parts  of 
the  body  protected.  Ordinarily  7  treatments  are 
given  during  5  intermenstrual  intervals,  2  during 
each  of  the  first  intervals,  the  fourth  interval  being 
skipped,  and  a  final  treatment  being  given  during 
the  fifth  interval. 

At  the  time  of  the  first  period  after  the  beginning 
of  the  treatments  the  symptoms  are  generally  more 
severe,  but  at  the  second  period  are  a  little  better. 
By  the  third  period  a  distinct  improvement  is 
noted  if  the  treatment  is  to  succeed.  In  young 
persons  small  doses  are  given  to  restrain  excessive 
ovarian  function.  The  dose  does  not  cause  sterility 
nor  burn  the  skin.  B.  Jameson. 

Montgomery,  E.  E.:  A  Consideration  of  Uterine 
Myomata,  with  Some  of  the  Complications 
Seen  in  Practice.   Am.  J.  Ohst.,  1919,  Ixxx,  256. 

This  study  is  based  on  the  consideration  of  251 
consecutive  cases  subjected  to  operation,  102  to 
partial  hysterectomy,  144  to  complete  hysterecto- 
my, and  the  remaining  5  to  removal  of  the  myoma 
through  the  vagina. 

Of  the  patients  upon  whom  a  partial  hysterectomy 
was  performed,  5  died,  a  mortality  of  4.9  per  cent, 
while  of  those  subjected  to  complete  hysterectomy, 
8  died,  a  mortality  of  5.5  per  cent. 

Due  to  the  continued  irritation  or  disturbance 
of  the  circulation,  the  presence  of  the  fibroid  in- 
creases the  danger  of  complicating  infections.  Tu- 
bal collections  are  not  infrequent,  large  haematoma- 
tous  cysts  of  the  ovary  are  also  common,  and  in 
many  cases  extensive  adhesions  and  inflammatory 
changes  greatly  complicate  the  operative  procedure. 
In  one  case,  where  the  small  intestine  with  its  me- 
sentery was  spread  over  a  large  fibroid,  the  author 
trimmed  the  growth  out,  leaving  the  coils  of  in- 
testine adherent  to  its  surface. 

Often  the  appendix  may  become  involved  and 
therefore  it  should  always  be  investigated.  It 
was  removed  in  103  of  the  series  of  cases  reported 
although  this  was  not  absolutely  necessary  in  all. 
Not  infrequently  it  will  be  found  that  it  has  under- 
gone cystic  change. 

In  numerous  reports  myoma  is  cited  as  a  cause  of 
carcinoma.  In  the  cases  reported,  however,  carci- 
noma was  a  complication  in  only  8.  In  4  cases  it 
involved  the  body  of  the  uterus;  in  3,  the  cervix; 
and  in  i,  the  fallopian  tube. 

The  author's  data  with  reference  to  child-bearing 
are  incomplete,  and  his  records  are  confined  to  pri- 
vate cases.  These  show  that  66  women  had  borne 
one  or  more  children,  5  had  been  pregnant  and  had 
aborted,  22  were  nuUiparous,  and  30  were  immar- 
ried.  Edward  L.  Cornell. 
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Bailey,  H.:  Further  Observations  on  ttie  Radium 
Treatment  of  Uterine  Cancer.  Am.  J.  Obst., 
1919, Ixxx,  300. 

Three  hundred  and  thirty-six  cases  are  included 
in  this  report.  Of  this  number  there  were  iqo  cases 
termed  primary,  that  is,  in  which  no  operative  pro- 
cedure had  been  undertaken  except  perhaps  in  a  few 
cases  a  mild  cauterization  or  an  operation  of  the 
Percy  type.  Eleven  patients  were  treated  as  a 
prophylactic  measure  following  a  hysterectomy. 
Fourteen  were  treated  for  malignant  disease  of  the 
vulva,  vagina,  or  ovary.  There  were  then  325 
cases  of  carcinoma  of  the  uterus  with  evident  malig- 
nant growth  at  the  time  treatment  was  begun.  All 
of  the  cases  were  followed  both  by  letter  and  by 
actual  examination  at  a  return  clinic  held  once  a 
week  at  the  hospital. 

Since  191 6  the  most  advanced  cases  have  been 
rejected  in  all  but  a  few  instances.  Cases  in  which 
there  is  ulceration  receive  much  more  palliation  from 
the  zinc  chloride  or  the  acetone  treatment.  Ad- 
vanced cases  in  which  the  parametrium  is  deeply  in- 
volved on  one  or  both  sides,  providing  they  are 
primary  so  that  the  cervix  offers  a  location  for  the 
radium  approximately  in  the  middle  of  the  tumor, 
are  frequently  greatly  benefited,  even  to  the  extent 
that,  as  occurred  in  two  instances,  they  are  freed 
from  signs  of  the  disease  for  considerable  periods. 
These  cases  probably  do  better  with  preliminary 
cauterization. 

The  results  have  been  disappointing.  Further 
development  of  tumor  tissue  in  the  parametrium  has 
occurred  early  in  every  case.  In  the  borderline 
cases  the  most  amazing  results  were  obtained  with 
radium  which  rendered  most  of  them  operable  and 
in  nearly  all  caused  the  disappearance  of  cancer 
cells  in  the  local  lesion.  In  the  author's  series  the 
latter  statement  was  upheld  by  the  pathologic 
picture  in  7  uteri  removed  following  radiation. 
In  none  was  there  found  any  cancer  of  the  cervix. 
Of  17  patients  who  belonged  to  this  class  in  1918  and 
were  treated  with  radium  alone,  5  died  of  cancer  and 
8  are  in  poor  condition.  Four  in  this  group  are  in 
good  condition  and  may  have  some  prospect 
although  to  date  they  cannot  be  said  to  be  free  from 
all  clinical  evidence  of  the  trouble. 

Through  a  period  of  four  years  21  operable  cases 
were  treated;  2  in  1915,  4  in  1916,  3  in  1917,  11  in 
1918,  and  I  in  1919.  Five  of  these  were  operated 
upon  after  the  treatment.  Five  cannot  be  included 
in  this  consideration. 

Of  the  16  patients  remaining  one  patient  with 
cancer  of  the  cervix  died  and  one  with  cancer  of  the 
fundus  died  after  the  operative  removal  of  the 
uterus.  Fourteen  patients  are  still  alive.  Of  these, 
7  had  cancer  of  the  body  of  the  uterus,  and  7,  cancer 
of  the  uterine  cervix.  Four  of  the  former  and  3  of 
the  latter  are  in  good  condition.  Of  the  remainder, 
4  are  in  poor  shape  and  the  remaining  3  in  a  hope- 
less condition.  One  patient  with  cancer  of  the  uterus 
and  one  with  cancer  of  the  cervix  have  been  well  for 
over  four  years,  one  with  cancer  of  the  cervix  has 


been  well  for  two  years,  and  9  have  lived  more  than 
one  year  since  the  treatment. 

The  prophylactic  treatment  following  the  removal 
of  the  tumor  offers  a  field  in  which  a  great  deal 
may  be  accomplished,  provided  the  operator  does 
not  remove  most  of  the  vagina  as  this  cavity  gives 
the  only  practical  entrance  for  radium  applicators. 
There  were  1 1  such  cases,  with  one  death,  and  2  in 
which  there  was  a  general  fibrosis  of  the  pelvis  with 
return  of  the  tumor.  In  8  cases  there  is  no  clinical 
evidence  of  the  disease,  and  in  7  of  these,  this  condi- 
tion had  continued  for  periods  longer  than  one  year. 

In  a  number  of  cases  of  early  recurrent  cancer  fol- 
lowing hysterectomy,  treatment  with  massive  doses 
and  by  cross-fire  has  resulted  in  complete  retro- 
gression, and  in  numerous  cases,  in  a  prolongation  of 
life.  In  27  of  such  cases  in  191 8  there  were  only  8 
deaths.  The  rest  of  the  patients  were  discharged 
from  the  records  by  May  i,  191 9. 

The  technique  followed  by  the  author  is  given  in 
detail  and  8  case  reports  are  appended.  The  con- 
clusions drawn  are  as  follows: 

Practically  all  of  the  patients  treated  by  com- 
plete radiation  of  the  local  lesion  and  the  lymph- 
atic and  other  involved  tissue  in  the  paramet- 
rium pass  through  a  period  of  improvement. 
In  all  but  the  more  advanced  conditions  this 
improvement  consists  of  a  disappearance  of  the 
ulceration,  a  lessening  or  entire  disappearance 
of  the  discharge,  a  gain  in  weight,  and  a  general 
improvement  in  health.  Undoubtedly  life  is  pro- 
longed. In  a  number  of  cases  there  is  some  slight 
degree  of  rectal  irritation,  beginning  a  week  or  ten 
days  after  treatment  and  lasting  two  or  three  weeks. 
In  a  few  instances  there  is  a  fibrosis  of  the  pelvic  con- 
nective tissue,  especially  at  the  base  of  the  broad 
and  uterosacral  ligaments.  When  this  bridge  of 
tissue  constricts  the  rectum  to  any  marked  degree  a 
fistula  communicating  with  the  vault  of  the  vagina 
forms  above  it.  When  this  occurs  all  pain  is  re- 
lieved and  the  patient  gains  at  once  and  is  not 
nearly  as  miserable  as  might  be  expected. 

After  a  longer  or  shorter  time  of  well-being  follow- 
ing the  treatment  many  patients  have  further  de- 
velopment of  cancerous  tissue  behind  the  vault  of 
the  vagina.  In  the  effort  to  save  those  that  have  a 
retrogression  after  six  or  eight  months,  the  author 
has  pushed  the  radium  treatment  of  the  para- 
metrium, both  by  vaginal  and  by  surface  radiation, 
to  the  highest  limits  of  safety  and  has  thereby  caused 
in  many  who  now  appear  to  be  free  from  cancer 
various  types  of  pelvic  sclerosis,  both  mild  and 
severe. 

The  method  in  use  makes  it  possible  to  give  the 
entire  treatment  in  a  forty-eight  hour  period  and 
with  only  moderate  discomfort  to  the  patient.  In 
most  instances  the  local  slough  and  signs  of  irritation 
in  the  vault  of  the  vagina,  seen  so  frequently  follow- 
ing the  use  of  the  older  method,  are  now  absent. 

The  most  spectacular  results  in  the  entire  series 
were  those  of  the  4  Wertheim  operations  which 
followed  a  month  after  the  radiation.    In  3  of  these 
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no  cancer  cells  were*  found  in  the  uteri  or  the  para- 
metrial  tissue  that  was  removed,  while  in  the  fourth 
case  only  a  few  markedly  hydropic  and  degenerated 
cancer  cells  were  present  in  the  parametrium. 

From  the  results  in  cases  of  cancer  of  the  uterine 
body  it  would  appear  to  be  necessary  to  remove  the 
uterus  after  a  preliminary  radiation  or,  when  this  is 
inadvisable,  to  radiate  the  entire  pelvis  as  completely 
as  is  done  in  cases  of  cervical  tumor. 

The  results  in  cases  of  recurrent  cancer  following 
a  hysterectomy  are  very  promising.  It  should  be 
understood  that  it  is  as  important  to  radiate  these 
patients  immediately  after  operation  as  it  is  to 
operate  early  in  the  course  of  the  disease. 

So  great  has  been  the  palliation  from  the  radium 
that  it  may  be  said  that  no  uterine  cancer  case  re- 
ceives proper  treatment  without  thorough  radiation 
of  the  tissues  of  the  pelvis.       Edward  L.  Cornell. 

Janeway,  H.  H. :  The  Treatment  of  Uterine  Cancer 
by  Radium.  Surg.,Gynec.  b'Obst.,  1919,  xxix,  242. 

The  writer  briefly  reviews  the  published  statistics 
regarding  the  radical  removal  of  the  uterus  in  cases 
of  cancer.  For  convenience,  these  statistics  are  ar- 
ranged in  three  tables  showing  the  number  of  cases, 
the  percentage  operability,  the  operations,  the 
mortality,  the  number  of  traced  cases  from  three  to 
five  years  after  operation,  the  cures,  the  name  of  the 
surgeon,  and  the  type  of  operation.  From  this 
study  the  author  concludes  that  the  radical  opera- 
tive treatment  of  cancer  has  not  proved  satisfactory 
in  that  such  a  comparatively  small  percentage  of 
cases  are  operable  and  the  immediate  mortality  is 
high. 

Also  reviewed  are  the  published  reports  on  the 
treatment  of  uterine  cancer  with  radium.  Janeway 
agrees  with  other  writers  in  regard  to  the  impor- 
tance of  radium  as  a  therapeutic  agent  in  this  condi- 
tion. He  reports  17  cases  of  carcinoma  of  the  cer- 
vix, 12  clinically  cured  to  date,  from  three  and  one- 
third  years  to  six  months  after  treatment.  In  4 
cases  of  recurrent  carcinoma  of  the  cervix,  2  of  the 
patients  were  clinically  cured  sixteen  and  twenty- 
five  months  after  treatment,  respectively,  and  i  was 
improved.  Of  4  cases  of  carcinoma  of  the  fundus, 
2  were  clinically  cured  fourteen  and  twenty-one 
months  after  operation,  respectively.  In  5  cases  of 
carcinoma  of  the  external  genitals,  3  patients  have 
been  clinically  cured  to  date,  twenty-one  and  six- 
teen months  after  treatment  was  begun,  i  is  im- 
proved, and  I  unimproved. 

The  article  gives  a  brief  resume  of  the  dosage,  the 
hours  of  exposure,  and  the  method  of  applying  the 
radium  as  reported  by  different  writers.  In  his  own 
work  Janeway  has  used  single  applications  of  radi- 
um, dividing  it  into  three  or  six  capsules  which  are 
applied  at  different  points  to  insure  cross-fire  radia- 
tion. 

The  methods  of  application  employed  are  de- 
scribed as  follows: 

"  For  cancer  of  both  the  fundus  and  the  cervix  we 
advise  the  use  of  three  of  these  tubes  containing  1 50 


milligrams  of  radium  and  inserted  in  the  uterocervi- 
cal  canal,  arranged  end-to-end  in  a  long  rubber  tube. 
For  cancer  of  the  cervix  three  additional  tubes  are 
placed  against  the  cervical  ulcer.  The  tubes  placed 
against  the  cervical  ulcer  should  be  distributed 
evenly  over  its  surface  and  the  best  method  of  retain- 
ing them  in  such  a  position  is  by  embedding  them 
within  a  mold  of  the  cervical  ulcer  and  vagina  made 
of  dental  modeling  compound.  This  compound  is 
the  preparation  which  dentists  use  for  obtaining 
impressions  of  the  teeth.  Placed  in  hot  water,  it 
becomes  soft  like  putty,  and  in  this  condition  may 
be  inserted  into  the  vagina.  Left  there,  it  cools  to 
the  body  temperature  at  which  it  becomes  hard 
enough  to  retain  its  shape.  It  forms,  therefore,  a 
perfect  mold  of  the  interior  of  the  vagina  and  may 
be  easily  removed  and  re-inserted,  and  when  re- 
inserted it  always  finds  the  same  position  in  the 
vagina.  Upon  this  mold  is  an  impression  of  the 
cervical  ulcer.  The  three  radium  tubes  may  be  em- 
bedded at  equal  distances  from  each  other  within 
the  area  of  the  mold  which  shows  the  impression 
made  by  the  cervical  ulceration.  When  the  mold 
then  is  re-inserted  into  the  vagina,  these  tubes  come 
into  accurate  apposition  and  are  evenly  distributed 
over  the  ulcer.  This  mold  serves  an  additional  func- 
tion in  holding  the  vaginal  walls,  and  with  them  the 
bladder  and  rectum,  away  from  the  cervix  and  the 
radium  lying  against  it,  and  thus  protects  these  or- 
gans from  burning.  If  the  radium  is  so  placed  that 
it  comes  into  dangerous  proximity  to  the  bladder 
and  rectum,  a  piece  of  lead  may  be  embedded 
behind  it,  in  the  opposite  surface  of  the  mold,  thus 
still  more  completely  insuring  the  protection  of  the 
bladder  and  rectum.  An  absolute  protection  of  the 
bladder  and  rectum  and  overhanging  vaginal  walls 
is  not  desirable.  Schottlaender  and  Kermauner 
have  shown  that  in  a  definite  percentage  of  cases  of 
cancer  of  the  cervix,  metastatic  extensions  are 
already  present  in  the  vaginal  walls,  at  some  dis- 
tance from  the  cervix.  It  is,  therefore,  not  desirable 
to  protect  the  vagina  too  strongly  when  applying 
radium  to  the  cervix. 

"Some  protection  is  advantageous  because  in  its 
absence  disagreeable  bladder  and  rectal  tenesmus 
and  discomfort  from  burning  in  the  vagina  can  fol- 
low strong  applications  to  the  cervix.  The  cervix 
itself  is  practically  insensitive  to  strong  treatment. 
I  have  found  that  the  separation  of  the  vaginal  walls 
by  the  dental  molds  is  sufficient  and  yet  allows  a 
desirable  amount  of  radiation  of  the  vagina. 

"Special  provision  for  directing  strong  radiations 
against  the  broad  ligaments  with  a  comparative 
neglect  of  the  anterior  and  posterior  parametrium  is 
probably  unsafe  as  compared  with  a  uniform  radia- 
tion of  all  the  parametrial  tissue. 

"The  distribution  of  the  radiations  should,  there- 
fore, be  made  as  diffuse  as  possible  around  the  cervi- 
cal ulcer  as  a  center. 

"Attempts  to  supplement  the  internal  treatment 
of  uterine  cancer  for  the  purpose  of  more  effectively 
reaching  extensions  into  the  uterus,  broad  ligaments. 
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and  lymph  nodes  by  the  application  of  heavily  fil- 
tered radium  over  the  abdomen  are  of  undeter- 
mined value."  C.  H.  Davis. 

Vital  Aza:  The  Treatment  of  Uterine  Cancer  with 
Radio- Active  Substances  (Tratamiento  del  cdncer 
uterino  mediante  cl  cmpleo  de  las  sustancias  radio- 
activas).  Med.  Ibera,  1919,  Nfimero  extraordi- 
nario,  i  Cong.  nac.  de  med.  y  drug.,  62. 

Radio-active  substances  cause  atrophy  and  death 
of  neoplastic  epithelial  cells  by  diminishing  and 
suspending  mitosis.  This  destruction  is  followed  by 
very  active  proliferation  of  the  connective  tissue 
leading  to  cicatrization  by  which  the  loss  in  the 
tissues  is  made  up.  Clinically  the  author  has  ob- 
served cures  of  epithelial  neoplasms  by  the  use  of 
radium  and  mesothorium. 

In  gynecology  limited  or  operable  cancers  of  the 
uterine  cervix  are  influenced  favorably  by  radium 
treatment,  the  figures  being  clinical  cures  in  80 
per  cent  of  the  cases  and  cures  continuing  for  more 
than  three  years  in  50  per  cent.  Inoperable  cancers 
of  the  cervix  are  clinically  cured  in  58  per  cent  of  the 
cases  and  in  38  per  cent  appear  to  remain  cured  after 
a  period  of  three  years. 

Cancers  of  the  body  of  the  uterus  should  still 
be  treated  chiefly  by  the  surgeon  when  there  are 
no  conditions  of  a  general  nature  to  prevent  it. 

Roentgen-ray  treatment  may  be  combined  with 
radium  treatment.  Chemotherapy  is  also  an 
efficacious  adjunct  to  radium  treatment  as  it  sen- 
sitizes the  epithelial  cells. 

Postoperative  recurrences  should  be  treated 
with  radium,  mesothorium,  or  roentgen  rays  but  the 
chance  of  curq  is  small. 

When  there  is  co-existence  of  uterine  cancer  and 
pregnancy  radium  therapy  may  be  tried  with  success. 

In  summarizing,  the  author  states  that  he  is  far 
from  considering  that  the  problem  of  uterine  cancer 
is  cleared  up  by  radium  therapy  since  as  yet  the 
mortality  is  very  high.  However,  as  the  death  rate 
in  cases  treated  by  operation  is  equally  high,  radium 
treatment  is  justified  not  so  much  by  its  paltry 
successes  as  by  the  failures  of  surgery. 

M.  M.  Matthies. 
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Legueu,  F. :  The  Transperltoneovesical  Route  in 
the  Treatment  of  Certain  Vesicovaginal  Fis- 
tulse  (De  la  voie  transperitoneov6sicale  pour  la 
cure  de  certaines  fistulas  v6sico-vaginales) .  Ann. 
de  gynec.  el  d'obst.,  1919,  xliii,  414. 

Legueu  refers  especially  to  operative  vesico- 
vaginal fistulae  following  total  hysterectomy.  His 
operative  technique  is  divided  into  five  stages.  The 
first  stage  consists  in  splitting  the  posterior  bladder 
wall  by  a  median  incision  carried  to  the  mucosa  and 
as  far  as  the  vagina.  The  vagina  is  opened  and  the 
fistula  laid  bare  from  the  bladder  to  the  vaginal 
orifice.  In  the  second  stage  the  bladder  orifice  is 
separated  from   the  vaginal  orifice.     In  the  third 


stage  the  upper  extremity  of  the  vagina  is  sutured 
with  silk.  In  the  fourth  stage  the  bladder  is  sutured 
in  several  planes,  i.e.,  a  catgut  suture  which  includes 
the  mucosa  and  part  of  the  muscular  layer,  a  silk 
suture  of  the  muscle  and  serosa,  and  a  third  row  of 
peritonization  sutures.  The  last  stage  is  the  periton- 
ization of  the  bleeding  surfaces.  If  possible,  the 
upper  vaginal  stump  is  peritonized  under  the 
peritoneum  of  the  broad  ligament. 

Legueu  has  operated  upon  12  cases  in  this  way, 
1 1  of  which  were  operative  fistula;  following  abdom- 
inal hysterectomy  and  i  an  obstetrical  fistula.  There 
was  one  death.  The  patient  who  died  had  a  bladder 
perforation  the  size  of  a  5-franc  piece  following  a 
hysterectomy.  Death  was  due  to  anuria  and 
uraemia,  but  the  ureters  were  not  involved  by  the 
ligatures  and  the  bladder  was  not  cut.  The  result 
would  have  been  the  same  if  any  other  method  had 
been  followed.  The  other  11  patients  recovered 
without  incident,  recovery  being  immediate  and 
complete. 

The  method  described  is  rarely  indicated  in  cases 
of  obstetrical  fistulae  as  generally  they  are  situated 
too  low.  It  is  of  greatest  value  for  fistulae  situated 
high,  especially  those  following  total  abdominal 
hysterectomy.  W.  A.  Brennan. 

Koster,  H. :  An  Operation  for  the  Restoration  of 
the  Rectovaginal  Septum.  Am.  J.  Obst.,  1919, 
Ixxx,  173. 

The  operation  described  was  devised  by  Weisbrod 
of  Brooklyn  fifteen  years  ago.  The  various  steps 
are  illustrated.  It  has  been  used  in  the  treatment  of 
more  than  2,000  patients,  a  considerable  percentage 
of  whom  were  subsequently  followed  through  labors 
in  the  obstetrical  service  at  the  same  institution. 
The  results  as  regards  elasticity  of  the  repaired  parts 
were  most  gratifying.  Excluding  the  customary 
breakdowns  incident  to  infection  in  the  usual  small 
percentage  of  cases,  the  operation  has  not  failed  to 
accomplish  the  desired  result,  namely,  reconstruction 
of  the  rectovaginal  septum  with  permanent  obliter- 
ation of  the  rectocele.  E.  L.  Cornell. 

MISCELLANEOUS 

Dalch6,  P.:    The  Pituitary  Gland  in  Gynecology 

(L'hypophyse  dans  le  traitement  des  maladies  des 
femmes).  Rev.  mens,  de  gynec.  et  d'obst.,  1919,  xiv, 
•     165. 

Dalche  reviews  the  physiological  action  of  pituitary 
extracts,  i.e.,  their  vasoconstrictive  and  coagulating 
power  and  slight  tendency  to  increase  the  blood 
pressure. 

In  clinical  therapeutics  the  genital  condition 
which  most  frequently  indicates  treatment  with 
pituitary  extract  is  metrorrhagia.  It  should  be 
remembered  that  the  action  of  the  pituitary  gland 
is  especially  marked  during  menstruation.  The 
hyperovaria  of  puberty  which  is  manifested  by 
metrorrhagia  is  therefore  one  of  the  first  indications 
for  the  use  of  pituitary  extract. 
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Utero-ovarian  hyperaemia  in  the  young  is  another 
indication,  as  well  as  certain  cases  of  congestive 
dysmenorrhoea  and  menstrual  ovaritis. 

At  the  time  of  the  menopause  pituitary  extracts 
are  of  value  in  the  treatment  of  uterine  sclerosis. 
While  this  condition  is  observed  at  every  age,  it  is 
more  frequent  in  the  old. 

During  the  period  of  genital  life  from  puberty  to 
the  menopause,  the  most  important  indication  is  the 
ha;morrhage  due  to  fibroids.  In  bleeding  fibroids 
pituitary  extracts  are  a  most  useful  medicament. 
Also  in  intermenstrual  dysmenorrhoea,  as  well  as 
certain  general  disturbances  of  genital  origin 
(tachycardia,  obesity)  the  extracts  will  be  found  of 
value. 

Dalch6  does  not  use  injectable  extracts.  He 
prefers  powders  to  be  taken  by  mouth.  The  dosage 
recommended  is  from  20  to  40  centigrams  per  day. 
He  often  combines  the  pituitary  extract  with  other 
glandular  extracts,  i.e.,  those  of  the  ovary,  thyroid, 
etc.,  according  to  the  indications. 

W.  A.  Brennan. 

Recas^ns,  S.:  Menstrual  Psychoses  (Psicosis  men- 
struales).  Med.  Ibera,  1919,  Nfimero  extraordinario, 
I  Cong.  nac.  de  med.  y  drug.,  67. 

Menstruation  frequently  produces  psychic  disturb- 
ances which  range  from  melancholic  depression  to 
acute  mania. 

The  pathogenesis  of  such  psychic  changes  of  men- 
strual origin  is  rooted,  probably,  in  a  derangement  of 
the  equilibrium  of  the  hormones  due  to  endocrine 
insufl&ciency  and  especially  an  insufl&ciency  in  the 
secretion  of  the  ovary. 

The  manifestations  of  psychic  disturbance  occur 
in  oligomenorrhcea  or  complete  amenorrhoea;  ovar- 
ian hyperfunction  does  not  produce  them. 

The  acute  mania  of  menstrual  origin  appears  on 
the  days  preceding  the  menses  and  diminishes  or 
disappears  slowly  some  days  after  the  termination 
of  the  period. 

Menstrual  psychic  disturbances  very  frequently 
accompany  sclerocystic  ovaritis  and  genital  hypo- 
plasia. 

The  psychic  states  which  appear  to  be  related  to 
the  menstrual  function  may  be  prevented  or 
corrected  by  opotherapy,  especially  homologous  or 
homorganotherapy. 

The  use  of  grafts  of  human  ovaries  is  an  eflficacious 
method  of  curing  this  type  of  nervous  condition. 

Arsonvalization  and,  in  general,  the  use  of  high 


frequency  currents  in  conjunction  with  opotherapy 
are  curative  means  giving  excellent  results  in  acute 
and  intermittent  cases. 

Extirpation  of  the  nymphae  and  clitoridectomy 
are  of  no  value  whatever.  M.  M.  Matthies. 

Neel,  J.  C:  The  Etiolof^y  and  Treatment  of  Cysto- 
cele.    Surg.,Gynec.  b'Obsl.,  1919,  xxix,  320. 

The  author  gives  a  brief  statement  regarding  the 
cause  of  cystocele  and  advocates  a  lapping-over  of 
vesicovaginal  fascia  according  to  the  general  scheme 
of  repairing  herniae  in  other  portions  of  the  body. 
He  describes  the  technique  of  his  operation  as 
follows: 

The  cervix  is  drawn  down  and  a  deep  transverse 
incision  is  made  just  below  the  bladder  wall,  through 
the  vaginal  mucosa  and  the  underlying  fascia.  The 
proximal  flap  is  caught  with  forceps,  care  being 
taken  to  include  the  fascia.  With  a  pair  of  blunt 
scissors,  preferably  the  Mayo  type,  the  dissection 
is  carried  between  the  muscle  wall  of  the  bladder  and 
the  fascia  to  the  urethra.  A  median  incision  is  then 
made  and  the  bladder  is  dissected  free  from  the  cer- 
vix and  fascia  and  displaced  upward  to  its  normal 
position.  This  section  is  carried  out  by  a  small  piece 
of  gauze  over  the  finger,  the  pressure  being  applied 
chiefly  over  the  fascia  and  the  edge  of  the  bladder. 
The  fascial  and  mucosal  edges  are  then  caught 
separately  with  clamps  and  the  separation  is  begun 
by  sharp  dissection,  care  being  taken  to  locate  the 
proper  layer  in  order  to  preserve  the  entire  fascia. 
By  blunt  dissection  the  separation  is  carried  well  up 
to  the  pubic  bones  on  either  side.  The  remaining 
steps  of  the  operation  are  identical  with  those  em- 
ployed in  the  treatment  of  hernia.  The  two  flaps 
of  fascia  are  overlapped  by  mattress  sutures  of  No.  2 
chromic  catgut  which  are  placed  as  close  as  possible 
to  the  pubic  bones.  The  excess  mucosa  is  then  ex- 
cised and  the  cut  edges  are  approximated  with  a  run- 
ning suture  of  catgut. 

The  author  states  that  this  operation  was  first 
performed  by  him  in  July,  1916.  Since  that  time 
he  has  employed  it  in  all  cases  of  cystocele  and  in 
none  has  there  been  even  the  slightest  tendency 
toward  a  recurrence.  Recently  he  saw  a  delivery 
at  term  of  a  patient  upon  whom  he  had  performed 
this  operation  one  and  one-half  years  previously. 
The  labor  was  not  delayed,  the  bladder  did  not 
appear  in  sight  during  the  entire  delivery,  and  there 
was  no  tearing  of  the  anterior  vaginal  wall. 

C.  H.  Davis. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Etnge,  L.  A. :  Pregnancy  after  Uterine  Suspension. 

Calif ornia  State  J .  M.,  1919,  xvii,  320. 

The  author  reports  a  series  of  cases  following 
ventral  suspension  which  were  observed  in  the  Stan- 
ford Woman's  Clinic.  All  types  of  suspension 
operations  are  represented  in  the  series,  including 
the  Webster,  Gilliam,  Kelly-Neel,  Coffey,  and 
ventral,  and  1 7  cases  in  which  the  type  was  unknown. 
A  total  of  35  cases  are  tabulated.  Twenty  of  the 
women  were  delivered  normally  and  thirteen  (37V7 
per  cent)  had  dystocia  which  in  7  cases  (20  per  cent) 
necessitated  operative  deliveries.  Of  the  operative 
cases  4  were  high  forceps  cases,  while  in  2  a  version 
was  done  and  in  i  a  caesarean  section.  None  of 
the  patients  experienced  undue  difficulty  during 
pregnancy. 

The  writer  believes  that  experience  has  shown 
that  much  obstetrical  pathology,  such  as  spontaneous 
abortion,  placenta  prasvia,  atypical  presentation 
due  to  distortion  of  the  uterus,  difficult  labor  re- 
quiring operative  interference,  inability  of  the 
cervix  to  dilate  on  account  of  faulty  anatomical 
position,  the  early  formation  of  Bandl's  ring,  and 
the  dangerous  thinning  out  and  sacculation  of  the 
posterior  wall  of  the  fundus,  are  attributable  to 
ventral  suspension  and  the  commonly  associated 
fixation. 

Treatment  varies  from  simple  corrective  measures 
to  difficult  operative  interference.  If  the  distortion 
of  the  uterus  is  such  that  delivery  is  doubtful, 
classical  cassarean  section  \yill  always  be  the  most 
hopeful  procedure. 

In  closing,  the  writer  emphasizes  his  belief  that 
the  child-bearing  age  and  suspensions  which  may 
fix  the  uterus  to  the  anterior  abdominal  wall  are 
incompatible.  H.  K,  Gibson. 

Beck,  A.  G. :  The  Treatment  of  Extra-Uterine  Preg- 
nancy after  tlie  Fifth  Month.  /.  Am.  M.  Ass., 
19 19,  Ixxiii,  962. 

From  a  study  of  262  cases  of  extra-uterine  preg- 
nancy operated  upon  after  the  fifth  month,  the  author 
comes  to  the  following  conclusions: 

There  is  very  little  added  risk  in  delaying  the 
operation  until  the  thirty-eighth  week  if  the  patient 
is  kept  under  observation. 

Interference  at  the  thirty-eighth  week  offers  the 
best  opportunity  for  the  survival  of  the  child. 

Preliminary  preparation  for  the  treatment  of 
haemorrhage  should  precede  operation. 

Before  attacking  the  placenta  a  careful  explora- 
tion should  be  made. 

Removal  of  the  placenta  gives  the  best  results. 


The  conditions  which  favor  removal  of  the  pla- 
centa are:  (i)  its  attachment  by  a  pedicle  which  can 
be  ligated;  (2)  easy  exposure  of  the  ovarian  and 
uterine  extremities  of  its  blood  supply;  and  (3)  easy 
exposure  of  the  ovarian  extremity  of  its  blood 
supply  on  the  side  involved  and  sufficient  accessi- 
bility of  the  uterus  to  permit  a  hysterectomy  from 
the  opposite  side  and  ligation  of  the  uterine  end 
of  the  placental  supply. 

Preliminary  ligation  of  the  vessels  supplying  the 
placental  site  should  precede  all  attempts  at  removal. 
When  preliminary  control  of  these  vessels  is  im- 
possible, the  placenta  should  be  left  in  the  abdomen. 

Closure  of  the  abdomen  without  drainage  is 
indicated  when  haemorrhage  and  infection  are  ab- 
sent, even  though  the  placenta  is  not  removed.  The 
retained  placenta  will  ultimately  be  absorbed. 

There  is  a  slight  danger  of  secondary  haemor- 
rhage, and  occasionally  there  may  be  infection  from 
the  adjacent  intestines  before  absorption  is  complete. 

These  complications  will  necessitate  a  second 
operation.  If  suppuration  takes  place,  drainage 
may  be  obtained  through  the  vagina. 

Marsupialization  should  be  limited  to  cases  in 
which  the  removal  of  the  placenta  is  contra-indi- 
cated and  the  presence  of  infection  requires  drain- 
age, or  in  which  haemorrhage  necessitates  the  use  of 
a  tampon. 

Continuous  drainage  invites  infection  in  these 
cases,  as  is  shown  by  the  results  obtained  when  this 
was  a  procedure  of  choice.       Edward  L.  Cornell. 

Williams,  J.  W. :  An  Early  Ovum  in  Situ  in  the  Act 
of  Aborting.  Am.  J.  Obst.,  1919,  Ixxx,  269. 

The  specimen  described  was  contained  in  a  uterus 
removed  by  supravaginal  amputation.  It  was  of 
interest  because  it  represented  an  early  human 
ovum  removed  thirty-eight  days  after  the  cessation 
of  the  last  period;  because  it  was  already  hopelessly 
abnormal  and  represented  the  youngest  stage  of 
hydatidiform  mole  with  which  the  author  was  famil- 
iar; and  because  it  was  in  the  act  of  aborting  and 
gave  important  information  concerning  the  mechan- 
ism of  abortion. 

In  the  first  180  of  the  900  serial  sections  it  was 
found  that  the  egg  lay  free  in  the  uterine  cavity  and 
consisted  merely  of  a  chorionic  membrane  devoid  of 
villi  which  enclosed  a  relatively  large  coelomic 
cavity.  The  former  was  separated  from  the  surface 
of  the  decidua  vera  by  coagulated  blood.  In  the 
next  1 20  sections  the  ovum  was  found  to  be  enclosed 
between  a  quite  thin  decidua  capsularis  on  one  side 
and  a  thin  layer  of  compact  decidua  on  the  other, 
which  latter  was  separated  from  the  main  compact 
layer  by  a  narrow  slit  covered  on  either  surface  by 
cuboidal  epithelium.    In  this  area  a  few  villi  pro- 
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Diagram  constructed  at  right  angles  to  the  plane  of  the  serial  sections  showing  the 
ovum  partly  free  in  the  uterine  cavity  and  partly  embedded  in  the  compact  layer  of  the 
decidua.     D.  C:  Decidua  capsularis.     D.  V.:  Decidua  vera. 


jected  from  the  periphery  of  the  chorionic  membrane. 

In  the  next  300  to  350  sections,  the  decidua  capsu- 
laris was  thicker  and  the  lower  surface  of  the  egg 
directly  in  contact  with  the  compact  layer  of  the 
decidua  basalis  which  became  thinner  so  that 
eventually  the  glands  of  the  spongy  layer  of  the  de- 
cidua became  visible.  At  the  same  time  the 
chorionic  villi  became  more  abundant  and  more 
complicated  in  structure,  while  the  coelomic  cavity 
became  smaller  and  smaller  and  eventually  was  re- 
duced to  a  small  slit.  Following  this,  the  remaining 
sections  showed  that  all  that  was  left  of  the  egg  was 
deeply  embedded  chorionic  villi  and  in  the  section 
following  even  these  had  disappeared.  In  this 
portion  of  the  specimen  the  decidua  capsularis  was 
relatively  thick,  while  the  opposite  surface  of  the 
egg  was  in  contact  with  the  spongy  portion  of  the 
decidua  basalis. 

The  .author  attempted  to  reconstruct  these  con- 
ditions in  the  accompanying  diagram  which  repre- 
sents roughly  the  relative  participation  of  the 
several  portions  of  the  egg.  In  studying  this  dia- 
gram it  should  be  borne  in  mind  that  the  sections 
were  cut  at  right  angles  to  the  plane  represented. 
It  clearly  shows  that  the  proximal  pole  of  the  ovum 
lay  free  in  the  uterine  cavity,  while  its  other  four- 
fifths  were  enclosed  within  the  compact  layer  of  the 
decidua  and  came  nearer  the  spongy  layer  as  the 
distal  pole  was  approached. 

This  was  a  very  early  abortion  in  progress.  One 
pole  of  the  decidua  capsularis  had  ruptured  and  the 
corresponding  pole  of  the  ovum  was  being  extruded 
through  the  defect  while  the  opposite  pole .  still 
retained  its  organic  connection  with  the  adjacent 
decidua.  Edward  L.  Cornell. 

Morse,   A.:    Experimental  Reproduction  of  Pre- 
mature Separation  of  the  Placenta.    Am.  J. 

Obst.,  1919,  Ixxx,  283. 

The  intramuscular  lesions  of  the  uterus  in  pre- 
mature separation  of  the  placenta  are  not  provoked 
by  an  acute  distention  of  the  uterine  cavity.    They 


depend  upon  obstruction  of  the  uterine  circulation. 
When  such  an  obstruction  is  produced  artificially 
in  rabbits  by  ligating  the  veins  of  one  horn  of  the 
bicornate  uterus,  the  lesions  resulting  are  identical 
with  those  in  women  with  premature  separation 
of  the  placenta.  Similar  lesions  are  observed  also 
following  simple  rotation  of  the  uterus. 

The  primary  lesion  in  placental  separation  is  an 
engorgement  of  the  decidual  sinuses  and  a  haem- 
orrhagic  extravasation  into  the  decidua.  The 
intramuscular  haemorrhages  occur  as  a  secondary 
lesion  when  the  circulatory  disturbance  is  excessive. 
Probably  the  excessive  mobility  of  the  uterus  pre- 
disposes to  a  similar,  though  spontaneous,  acute 
constriction  of  the  veins  of  the  broad  ligament  in 
women  advanced  in  pregnancy.  The  albuminuria 
which  sometimes  accompanies  placental  separation 
is  probably  secondary  to  the  disturbance  in  the 
uterine  circulation  and  not  an  indication  of  a  pri- 
mary nephritic  toxaemia.         Edward  L.  Cornell. 

Pellissier,  P.:  The  Epidemic  of  Influenza,  1918- 
1919,  in  the  Tarnier  Clinic  (L'epidemie  de 
grippe,  1918-1919  k  la  clinic  Tarnier).  Arch.  mens, 
d'ost.  et  de  gynic,  1919,  viii,  28. 

In  the  Tarnier  obstetrical  cUnique  at  Paris  during 
1Q18-1919,  75  cases  of  influenza  were  observed  in  the 
course  of  pregnancy  or  labor. 

In  these  cases  the  form  of  the  epidemic  was  almost 
exclusively  pulmonary.  Of  the  75  women,  16  died,  a 
mortality  of  22  per  cent. 

Labor  occurring  in  the  course  of  influenza,  and 
particularly  at  its  beginning,  aggravated  the  disease. 
The  aggravation  consisted  in  an  increase  of  the  pul- 
monary and  cardiac  disturbances  as  well  as  in  the 
phenomena  of  intoxication  of  the  organism. 

Genital  infection  did  not  appear  to  be  more  fre- 
quent among  patients  with  influenza. 

The  lacteal  secretion  was  not  interfered  with  by 
the  disease. 

Haemorrhages  were  not  particularly  frequent 
before  or  after  labor. 
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Neither  the  progress  of  the  labor  nor  the  delivery 
was  modified  in  influenza  patients.  Except  when 
the  condition  of  asphyxia  of  the  mother  indicated 
that  efi"orts  at  expulsion  should  be  avoided,  there  was 
no  more  than  the  usual  intervention. 

Abortion  occurred  in  20  per  cent  of  the  cases  and 
premature  delivery  in  77  per  cent. 

Of  27  infants  born  prematurely  from  the  seventh 
month  there  were  11  still-births  or  deaths  imme- 
diately after  birth  (52  per  cent).  Five  of  20  infants 
born  at  term  were  dead  (25  per  cent).  Two,  which 
were  born  alive,  became  diseased  and  recovered 
(10  per  cent).  Among  5  infants  from  i  month  to  6 
months  of  age  there  were  3  deaths  (40  per  cent). 
One  of  the  2  remaining  infants  was  attacked  by  the 
disease  but  recovered. 

The  facts  suggest  to  the  author  that  when  in- 
fluenza shows  its  maximum  intensity  in  a  woman 
gravid  less  than  six  months,  it  causes  her  death 
before  the  expulsion  of  the  fcEtus.  In  severe  cases 
it  often  kills  the  foetus. 

When  the  pregnancy  is  advanced  from  seven  to 
eight  and  one-half  months  the  very  severe  forms  of 
influenza  cause  the  death  of  the  foetus  first  and 
then  of  the  mother  before  premature  delivery  is 
produced.  Premature  delivery  is  most  frequent  at 
this  period  of  the  pregnancy.  It  is  not  accom- 
panied by  any  obstetrical  complications,  but  the 
condition  of  the  mother  is  aggravated. 

W.  A.  Brennan. 

Anderodias,  J. :  Influenza  of  Pulmonary  Type  and 
Pregnancy  (Grippe  a  forme  pulmonaire  et  gros- 
sesse).  Rev.  mens,  de  gynec,  d'obsi.  et  dc  pSdiat., 
1919,  xiv,  201. 

The  recent  epidemic  of  influenza  has  again  demon- 
strated the  gravity  of  this  disease  when  it  attacks 
the  pregnant  woman.  The  author  gives  short  his- 
tories of  2Q  cases  observed  between  August,  1918 
and  March,  1Q19.  The  prognosis  was  more  unfavor- 
able than  in  previous  epidemics  of  this  nature,  the 
mortality  being  34  per  cent.  This  figure  is  sup- 
ported by  the  replies  to  inquiries  made  of  other 
obstetricians. 

The  29  cases  reported  were  cases  of  influenza  with 
pulmonary  complications  and  in  all  the  period  of 
pregnancy  was  at  or  beyond  the  fourth  month.  The 
predominating  form  of  pulmonary  complication  was 
either  a  uni-  or  a  bilateral  pneumonia.  Of  8  patients 
with  double  bronchopneumonia,  5  died;  of  13  with 
unilateral  bronchopneumonia,  4  died;  of  3  with 
pulmonary  congestion,  i  died.  There  were  no 
deaths   in    5   cases   of   simple   bronchial   influenza. 

Of  II  of  these  women  who  either  aborted  or  had 
a  premature  delivery,  6  died  and  there  was  no  abate- 
ment of  the  symptoms  in  any  case  after  the  expul- 
sion of  the  foetus.  The  latter  rather  aggravated 
the  condition.  In  6  cases  in  which  the  disease  caused 
the  death  of  the  foetus  in  the  uterus,  5  of  the  women 
died. 

The  effects  of  influenza  epidemics  generally  on 
the  development  of  pregnancy  is  a  matter  concern- 


ing which  opinions  are  much  divided.  The  eflfect  of 
any  particular  epidemic  as  regards  the  termination 
of  pregnancy  is  a  function  of  the  severity  of  the  in- 
fection and  of  the  complications  arising  from  it. 

Several  of  the  women  in  the  author's  29  cases 
were  near  term  at  the  time  of  the  influenzal  attack. 
Of  8  women  less  than  seven  months  pregnant,  3 
aborted;  of  16  pregnant  longer  than  seven  months, 
7  were  delivered  prematurely. 

With  regard  to  the  question  as  to  why  influenza 
so  often  interrupts  pregnancy,  the  author  is  inclined 
to  believe  that  the  answer  must  be  sought  in  the 
toxins  formed  by  the  infecting  bacteria  which  act  on 
the  nerve  centers  and  the  uterine  muscle  fibers.  The 
intoxication  alone  is  suflFicient  to  cause  the  death  of 
the  foetus  within  the  uterus. 

In  the  29  cases  3  of  the  women  did  not  come  to 
labor  during  the  disease  period  but  went  to  term 
and  were  delivered  of  healthy  infants.  In  the  other 
26,  16  infants  survived.  In  9  cases  the  foetus  died 
in  the  uterus  or  the  mother  died  undelivered.  One 
infant  which  was  born  prematurely  died  after  fifteen 
days.  The  proportion  of  the  infants  saved,  i.e.,  61 
per  cent,  is  suffitiently  high  to  show  that  the  bacteri- 
al toxin  is  not  always  fatal  to  them  even  in  very 
severe  infections.  In  3  cases  in  which  the  mothers 
died  from  the  attack  the  infants  lived. 

The  treatment  employed  has  been  venesection 
subcutaneous  or  intravenous  injections  of  electrar- 
gol,  fixation  abscesses,  and  camphorated  oil  in  large 
doses.    Induced  labor  is  not  recommended. 

W.  A.  Brennan. 

Delle  Chiaie,  S.:  Sterilization  of  the  Woman  in 
Caesarean  Section  (Sulla  sterilizzazione  della 
donna  nel  parto  cesareo).  Riforma  med.,  igig,  xxxv, 
355- 

Delia  Chiaie  is  not  a  partisan  of  the  systematic 
sterilization  of  a  woman  destined  to  repeated 
caesarean  sections.  There  should  be  other  factors 
beside  the  patient's  wishes  and  the  possibility  of 
danger  (which  latter  he  believes  is  exaggerated) 
to  justify  such  a  procedure.  In  15  cases  of  repeated 
caesarean  operation  he  has  sterilized  the  patient  in 
only  5  instances.  He  finds  most  methods  of  steriliza- 
tion faulty.  In  his  most  recent  operation  he  uses  a 
method  of  his  own  which,  beside  being  very  simple 
to  execute,  is  more  trustworthy  as  to  its  efficiency 
and  has  the  advantage  that  it  does  not  alter  the 
topographical  relations  between  the  uterus  and  the 
adnexa.    This  technique  is  as  follows: 

1.  The  tube  is  detached  from  the  corresponding 
uterine  horn  by  two  incisions,  one  anterior  and  the 
other  posterior,  made  as  if  a  small  wedge  of  muscular 
tissue  were  to  be  removed. 

2.  At  about  a  centimeter  in  front  of  the  tubal 
angle  a  buttonhole  is  opened  in  the  uterine  wall 
with  care  to  avoid  injuring  the  round  ligament  and 
penetrating  into  the  cavity  of  the  organ. 

3.  The  extremity  of  the  tube  detached  from  its 
normal  insertion  is  grafted  into  the  new  trajectory 
by  fixing  it  with  two  or  three  silk  sutures. 
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4.  The  same  manoeuvre  is  done  on  the  opposite 
side. 

This  short  operation  resembles  the  salpingo-utero- 
anastomosis  as  practised  by  Walkins  from  which  it 
differs  only  in  that  the  author  resects  the  tube. 

In  the  two  cases  in  which  the  operation  has  been 
done  it  has  prevented  pregnancy  for  three  years  and 
two  years  respectively,  W,  A.  Brennan, 

LABOR  AND  ITS  COMPLICATIONS 

Jegfte,  E.:  The  Complications  Arising  from  Ob- 
stetrical Examinations  and  the  Value  of  Ex- 
ternal Manipulation  (Das  Risiko  der  inneren 
geburtshilflichen  Untersuchung  und  ihr  Ersatz 
durch  aeussere  Verfahren).  Cor.-Bl.  f.  schweiz. 
Aerzle,  1919,  xlix,  1033. 

The  morbidity  rate  of  the  puerperium  still  varies 
from  5  to  20  per  cent  despite  the  very  great  pre- 
cautions for  asepsis  taken  during  recent  decades. 
Jegge  believes  that  this  is  due  principally  to  the 
spontaneous  infection  of  the  patient  herself  as  it  is 
impossible  to  render  the  vagina  absolutely  aseptic, 
especially  in  multiparae.  Since  the  introduction  of 
rubber  gloves  the  morbidity  has  decreased  only  by 
from  I  to  2.5  per  cent. 

In  the  year  191 7,  in  the  Frauenspital,  Basel,  500 
parturients  were  examined  internally  with  every 
precaution  and  their  condition  compared  with  that 
of  5CX)  others  not  so  examined  from  1914  to  1917. 
These  included  only  cases  of  spontaneous  delivery. 
The  tabulated  results  given  by  Jegge  show  that  the 
morbidity  was  considerably  higher  in  the  women 
who  were  subjected  to  internal  examination  than  in 
those  not  examined  in  this  way,  being  8,5  per  cent 
in  the  former  and  only  5.2  per  cent  in  the  latter. 

These  findings  have  led  to  the  discontinuance  of 
such  internal  examinations. 

By  methods  described  by  Jegge  the  desired  obste- 
trical information  is  obtained  in  95  per  cent  of  the 
cases  without  a  vaginal  examination.  The  degree 
of  dilatation  of  the  os  may  be  ascertained  almost  as 
well  per  rectum  as  by  way  of  the  vagina.  While  the 
rectal  route  does  not  give  information  as  to  the  ex- 
ternal OS,  this  can  be  found  by  palpating  the  con- 
traction ring,  the  ridge  where  the  thick  non-elastic 
body  of  the  uterus  joins  the  cervix.  The  latter  is  an 
elastic  tube  which,  as  it  stretches,  pushes  the  cir- 
cvilar  contraction  ridge  or  band  before  it.  The 
palpating-  finger  can  follow  this  band  and  its  height 
is  an  index  of  the  increasing  diameter  of  the  os. 
Jegge's  experience  with  this  method  of  palpation  has 
demonstrated  that  it  is  instructive  and  reliable  in 
91  per  cent  of  cases.  It  failed  absolutely  in  only  4 
per  cent. 

The  author  insists  that  by  using  the  various  ex- 
ternal methods  of  examination  the  internal  examina- 
tions through  the  vagina  may  be  entirely  avoided 
in  almost  every  case.  The  internal  examination 
should  be  resorted  to  only  when  indications  call  for 
rapid  and  special  methods  of  delivery  or  when  the 
findings  by  external  manoeuvres  are  too  vague  to 


give  the  necessary  information.  Generally  obste- 
tricians fail  to  recognize  the  risks  they  run  by  re- 
sorting to  internal  examinations,  especially  in  cases 
in  which  pelvic  anomaly  or  placenta  praevia  may 
render  a  caesarean  operation  necessary. 

W.  A.  Bkennan. 

Wilhelm,  F*  E.:  The  Hour-Glass  Uterus.   /.  Mis- 
souri M.  Ass.,  19 19,  xvi,  295. 

Wilhelm  reports  six  cases  of  hour-glass  uterus  and 
states  that  this  condition  should  be  suspected  in 
obstetrical  cases  when,  though  the  passage  and 
passenger  are  normal,  the  chUd  does  not  descend. 
In  five  of  the  author's  series  of  cases  manual  dilata- 
tion of  Bandl's  ring  which  was  about  the  neck 
and  version  under  deep  ether  anaesthesia  were  fol- 
lowed by  extraction.  All  of  the  infants  were  bom 
dead.  In  the  sixth  case,  dilatation  was  easier  and 
forceps  were  applied.  In  this  instance  the  child  was 
alive. 

Hour-glass  contraction  of  the  uterus  may  occur: 
(i)  in  front  of  the  entire  foetus;  (2)  about  some  part 
of  the  foetus;  (3)  following  delivery  of  the  foetus 
and  ahead  of  the  placenta;  and  (4)  following  one 
twin  and  ahead  of  the  second  child.  The  author's 
conclusions  are: 

1.  Foetal  mortality  in  cases  of  hour-glass  uterus 
is  high. 

2.  Hour-glass  uterus  is  most  apt  to  occur  in 
primiparae. 

3.  Little  danger  to  the  mother  results  from 
manual  dilatation  and  delivery. 

4.  The  best  results  are  obtained  when  the 
diagnosis  is  made  early. 

5.  Caesarean  section  is  the  method  of  choice 
when  the  ring  is  ahead  of  the  entire  foetus. 

6.  The  contraction  ring  occurs  most  often  in 
prolonged  labors  with  malposition  of  the  foetus, 
though  the  ring  may  be  the  cause  rather  than  the 
effect.  W.  F.  Hewitt. 


PUERPERIUM  AND  ITS  COMPLICATIONS 

Copeland,  G.  G.:  The  Treatment  of  Puerperal 
Septicaemia.  A  Special  Consideration  of  In- 
travenous Sterilization  with  Chlorazene  and 
Eusol.  Canadian  Med.  Quart.,  1919,  ii,  407. 

More  than  8,000  women  die  every  year  in  North 
America  from  puerperal  sepsis  and  the  writer 
believes  that  95  per  cent  of  the  appalling  mortality 
and  morbidity  is  preventable  by  a  minimum  of 
interference  and  a  flawless  technique  in  the  treat- 
ment of  obstetrical  cases. 

In  75  per  cent  of  cases  a  vaginal  examination  dur- 
ing labor  is  not  necessary  as  the  presentation,  the 
descent  of  the  presenting  part,  the  dilatation,  soft- 
ness, and  thickness  of  the  cervix,  and  the  state  of 
the  membranes  may  be  ascertained  by  combined 
abdominal  and  rectal  examination.  The  vulva 
should  be  shaved  and  an  abundance  of  soap  and 
water  and  an  efficient  antiseptic  solution  should  be 
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used,  care  being  taken  that  no  contaminated  fluid 
enters  the  vagina.  Other  treatment  should  consist 
in  general  measures,  rest  in  bed,  sunlight,  fresh 
air,  easily  digested  food,  plenty  of  water,  large 
doses  of  quinine  (later  iron),  and  if  the  stomach  will 
tolerate  it,  a  fresh  yeast  cake.  If  the  stomach  is 
upset,  glucose  may  be  given  by  rectal  drip,  inter- 
stitially,  or  intravenously. 

The  writer  knows  of  no  better  method  of  bracing 
a  starving  and  toxic  heart  than  the  use  of  200  grams 
of  glucose  in  1,000  cubic  centimeters  of  saline  solu- 
tion sterilized  by  boiling  and  given  interstitially. 
Elimination  by  the  kidneys,  bowels,  and  skin 
should  be  stimulated  but  the  patient  must  not  be 
exhausted  by  excessive  purgation.  Special  tqxins 
and  bacteria  may  be  eliminated  from  the  genital 
tract  by  posture.  The  uterus  should  not  be  entered 
except  for  the  treatment  of  haemorrhage.  Retained 
membranes  and  bits  of  placenta  will  drain  out  with 
the  lochia.  If  in  cases  of  blood-stream  infection  it  is 
certain  that  a  considerable  piece  of  placenta  is 
retained  and  conditions  are  favorable  for  its  removal, 
it  might  be  advisable  to  clear  it  out  with  the  gloved 
finger  covered  with  sterile  gauze  and  employ  con- 
tinuous irrigation  with  Carrel-Dakin  solution  in 
the  manner  described  by  Sherman.  In  the  absence 
of  blood-stream  infection  one  should  hesitate  before 
entering  the  uterus  as  this  procedure  might  convert 
a  local  infection  into  a  general  infection.  It  is  almost 
impossible  to  touch  the  interior  of  the  uterus  without 
dislodging  infected  thrombi  into  the  blood  stream 
and  breaking  down  the  wall  of  leucocytes.  Chloro- 
form should  not  be  used  as  an  anaesthetic  as  it 
destroys  the  white  blood  cells. 

If  septic  foci  develop,  as  in  pelvic  cellulitis,  they 
should  be  dealt  with  by  recognized  surgical  methods 
at  the  opportune  time.  If  a  definite  diagnosis  can 
be  made  and  conditions  and  experience  warrant  it, 
the  ligation  and  removal  of  thrombosed  and  infected 
veins  may  be  productive  of  much  good  but  is  a  risky 
procedure  unless  the  surgeon  is  skilled  and  familiar 
with  this  special  region. 

When  the  specific  organism  has  been  demonstrated 
in  the  blood  stream  b)'  smear  or  culture  or  when  the 
clinical  course  indicates  its  probable  existence,  a 
stock  antitoxic  serum  may  be  of  great  value  if  given 
early  and  in  large  doses.  However,  the  author  be- 
lieves that  this  is  of  greater  value  when  the  bacterial 
toxins  are  being  absorbed  rather  than  when  the 
organisms  themselves  are  being  thrown  into  the 
blood  stream.  When  the  temperature  is  rapidly 
falling  the  serum  should  be  withheld  for  a  time  at 
least  as  bad  results  have  been  reported  following  its 
administration  under  such  conditions. 

The  author  has  been  unable  to  obtain  consis- 
tently good  results  with  colloids  of  gold  and  silver 
given  intravenously.  On  the  basis  of  his  own  experi- 
ence and  that  of  many  others,  he  believes  that  we 
have  now  powerful  therapeutic  agents  in  certain 
chlorine  compounds.  The  intravenous  injection 
of  chlorazene  (chloramine-T) ,  eusol,  and  certain 
arsenic    preparations    such    as    salvarsan,    galyl. 


arsphenamine,  diarsenol,  etc.,  has  proved  beyond 
a  doubt  that  they  are  powerfully  germicidal.  The 
author's  results  with  chlorazene,  and  to  a  very 
limited  extent  with  galyl,  have  been  strikingly  good. 
To  his  knowledge  no  bad  effects  have  been  noted 
following  the  administration  of  chlorazene,  although 
he  has  heard  of  one  death  following  the  intravenous 
injection  of  undiluted  eusol.  This  cannot  be  said 
of  salvarsan  and  its  allied  products.  Carrel-Dakin 
solution  when  given  intravenously  has  caused 
haemolysis. 

The  author  reports  one  case  in  his  series  in  which 
a  rigor  and  a  temperature  of  103  degrees  Fahrenheit 
on  the  second  day  postpartum  were  followed  on  the 
third  day  by  a  temperature  of  105  degrees.  The 
blood  culture  was  teeming  with  virulent  streptococci. 
After  an  intravenous  injection  of  chlorazene, 
there  was  another  rigor,  the  temperature  rose  to  106 
degrees,  and  the  woman  appeared  to  be  in  extremis, 
but  on  the  following  day  the  temperature  fell  to 
97  degrees  and  further  blood  cultures  proved  nega- 
tive. 

The  article  is  summarized  as  follows:  In  the 
majority  of  cases  the  uterus  should  be  left  alone. 
Glucose  in  saline  solution  given  intravenously  or 
interstitially  is  an  excellent  food  and  stimulant  for 
a  toxic  and  starved  heart.  The  intravenous  injec- 
tion under  strict  asepsis  of  13.8  grains  of  chlorazene 
dissolved  in  100  cubic  centimeters  of  cold  sterile 
water  diluted  with  physiological  saline  solution  to 
400  cubic  centimeters  and  brought  to  blood  heat 
seems  to  kill  the  streptococcus  and  several  other 
organisms  in  the  blood-stream  infection  and  also  to 
destroy  the  toxins.  This  will  constitute  a  cure  if  re- 
infection does  not  occur.  If  necessary,  it  may  be 
repeated  in  four  or  five  days.  The  dose  mentioned 
is  a  maximum  dose;  smaller  doses  have  also  been 
effective.  Eusol  may  be  given  intravenously  diluted 
four  times  with  sterile  saline  solution.  Death  follows 
the  administration  of  undiluted  eusol. 

The  author  reports  twelve  cases  in  which  there 
were  two  deaths,  one  due  to  streptococcic  bacter- 
aemia  and  the  other  to  infection  by  a  Gram-positive 
diplobacillus  which  was  not  affected  by  the  chlo- 
razene. H.  K.  Gibson. 

MISCELLANEOUS 

Denis,  W.,  and  Talbot,  F.  B.:  A  Study  of  the  Lac- 
tose, Fat,  and  Protein  Content  of  Women's 
Milk.  Am.  J.  Dis.  Child.,  1919,  xviii,  93. 

For  the  determination  of  lactose  in  human  milk 
the  authors  employed  the  titration  method  based  on 
the  reduction  of  copper  in  phosphate  solution  as 
described  by  Folin  and  McEllroy.  This  procedure 
has  an  advantage  over  others  in  that  it  obtains  the 
results  in  a  relatively  short  period  of  time  and  with 
considerable  accuracy  and  only  i  or  2  cubic  centi- 
meters of  the  milk  are  needed  for  duplicate  deter- 
minations. Fat  was  determined  by  the  methods  of 
Babcock  or  Bloor,  depending  upon  the  amount  of 
milk  available.     Protein  was  calculated  from  the 
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total  nitrogen  values  obtained  by  means  of  the  Kjel- 
dahl-Gunning  method,  using  the  factor  6.25. 

The  experimental  work  consisted  of  determina- 
tions of  the  composition  of  the  milk  (i)  at  difTerent 
stages  of  lactation;  (2)  at  the  beginning  and  end 
of  a  single  nursing;  (3)  when  the  milk  was  taken 
practically  simultaneously  from  both  breasts;  (4) 
when  the  milk  was  taken  at  three-hour  periods 
during  the  course  of  a  single  day. 

The  technique  employed  in  collecting  the  samples 
was  as  follows:  i  ounce  of  milk  was  expressed  or 
drawn  before  the  infant  nursed,  the  infant  was  then 
allowed  to  nurse  the  usual  tirne  but  never  longer 
than  twenty  minutes,  and  another  ounce  of  milk  was 
then  drawn  or  expressed  after  the  infant  had  finished. 
In  this  manner  samples  of  both  fore-milk  and  strip- 
pings  were  obtained. 

The  a^^erage  amount  of  lactose  in  60  samples  was 
7.19  per  cent.  The  percentage  of  fat  in  the  milk 
of  different  women  varied  within  wide  limits,  the 
lowest  amount  in  mixed  milk  being  1.5  per  cent  and 
the  highest  9.9  per  cent.  The  protein  was  found  to 
be  highest  during  the  colostrum  period  and  showed  a 
general  tendency  to  diminish  as  lactation  progressed. 
It  was  usually  over  1.5  per  tent  up  to  the  fourth 
week,  and  after  the  twelfth  week  it  averaged  below 


1.2  per  cent.  As  a  rule  there  was  more  lactose  at  the 
beginning  of  nursing  than  at  the  end.  The  percent- 
age of  fat  was  much  greater  at  the  end  of  nursing 
than  at  the  beginning.  The  average  difiference  in 
fat  before  and  after  nursing,  however,  was  less  than 
4  per  cent. 

The  results  obtained  from  the  studies  reported 
are  summarized  as  follows: 

There  is  a  rapid  increase  in  lactose  during  the 
days  when  colostrum  changes  into  milk  and  a 
further  increase  as  lactation  progresses.  The  re- 
verse is  true  of  protein. 

After  the  colostrum  period  there  does  not  seem  to 
be  any  relation  between  the  stage  of  lactation  and 
the  amount  of  fat  in  the  milk. 

There  is  a  higher  percentage  of  lactose  at  the 
beginning  of  a  single  nursing  than  at  the  end.  Asa 
rule  the  percentage  of  fat  is  much  higher  at  the  end 
of  nursing  than  at  the  beginning.  In  the  amount  of 
protein  there  is  very  little  difiference. 

Samples  of  milk  which  are  taken  from  both 
breasts  of  the  same  woman  simultaneously  tend  to 
have  the  same  composition  but  vary  in  their  per- 
centages of  fat. 

Toward  the  middle  of  the  afternoon  or  later  the 
volume  of  milk  tends  to  diminish.     H.  K.  Gibson. 
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ADRENAL,  KIDNEY,  AND  URETER 

Colston,  J.  A.  C,  and  Waters,  C.  A.:  The  Role  of 
the  X-Ray  in  the  Diagnosis  of  Long-Standing 
Renal  Tuberculosis.  Bull.  Johns  Hopkins  Hosp., 

I9IQ,  XXX,  268. 

Colston  and  Waters  call  attention  to  the  progress 
which  has  been  made  in  the  last  decade  in  the 
investigation  of  diseases  of  the  urinary  tract,  due 
largely  to  the  use  of  the  cystoscope  and  ureteral 
catheter.  A  differentiation  of  lesions  has  been  made 
possible  which  before  that  time  was  impossible. 

There  is  no  disease  of  the  kidney  which  can  be 
more  certainly  diagnosed  by  the  use  of  these  modern 
methods  than  renal  tuberculosis.  The  demonstration 
of  diminution  in  the  renal  function,  together  with  the 
presence  of  pus  cells  and  of  tubercle  bacilli  in  the 
catheterized  specimen  of  urine  collected  from  one 
side,  leaves  no  possibility  of  doubt  as  to  the  condi- 
tion with  which  one  has  to  deal. 

However,  while  in  the  majority  of  cases  a  diagnosis 
can  be  arrived  at  by  the  use  of  these  methods, 
in  many  instances,  especially  cases  of  long  duration, 
cystoscopy  and  ureteral  catheterization  are  impossi- 
ble on  account  of  the  changes  which  have  taken  place 
in  the  bladder  mucosa.  It  may  be  impossible  to 
recognize  the  ureteral  orifices  or  they  may  not  admit 
the  ureteral  catheter.  There  are  also  some  cases 
in  which  extensive  ulcerative  processes  have  led 
to  such  contracture  of  the  bladder  as  to  prevent  the 
introduction  of  the  cystoscope  or  render  it  too  painful 
for  the  patient  to  bear.  While  in  many  of  these 
cases  tubercle  bacilli  may  be  demonstrable  in  the 
bladder  urine,  it  cannot  be  deterrnined  in  which 
kidney  the  lesion  is  located,  owing  to  the  fact  that 
the  ureters  cannot  be  catheterized  and  in  most 
cases  of  renal  tuberculosis, there  are  a  few  definite 
symptoms  referred  to  the  kidney  itself. 

When  it  is  possible  to  introduce  the  ureteral 
catheter,  the  diagnosis  is  usually  easy,  but  there  are 
types  of  long-standing,  chronic  tuberculous  processes 
with  sluggish  ulceration  in  which  only  a  few  pus 
cells  can  be  demonstrated  and  tubercle  bacilli  may 
not  be  found  even  in  repeated  catheterized  speci- 
mens. 

In  some  cases  in  which  the  disease  has  progressed 
to  complete  destruction  of  the  kidney,  terminating 
in  caseation  and  deposition  of  calcium  salts  —  the 
so-called  autonephrectomy  —  the  calcium  salts 
will  cast  a  shadow  on  the  X-ray  negative  varying 
in  density  in  proportion  to  the  extent  of  the  process. 
It  is  in  just  these  cases  when,  for  any  of  the  reasons 
given,  a  definite  diagnosis  cannot  be  made,  that  the 
X-ray  will  often  be  the  determining  factor  in  the 
recognition  of  the  lesion. 

When   the  normal   kidney   subsT;ance  has   been 


largely  replaced  by  calcified  caseation  a  complete 
outline  of  the  kidney  and  even  of  the  ureter  may  be 
seen  on  the  X-ray  plate,  and  in  such  cases  a  definite 
diagnosis  can  be  made  immediately  without  the 
demonstration  of  tubercle  bacilli  and  without 
recourse  to  ureteral  catheterization  except  to  deter- 
mine the  integrity  of  the  opposite  kidney. 

The  authors  emphasize  the  fact,  therefore,  that 
it  should  be  a  routine  procedure  to  make  a  plain 
X-ray  examination  of  the  urinary  system  in  all 
suspected  cases  of  renal  tuberculosis  before  cystos- 
copy and  ureteral  catheterization. 

When  the  calcification  is  limited  to  a  single  area 
in  the  kidney  there  may  be  some  difficulty  in  differ- 
entiating this  process  from  calculus,  but  a  critical 
observation  of  the  density,  shape,  and  position  of 
the  shadow  will  leave  little  room  for  doubt.  When 
the  kidney  has  been  completely  destroyed,  the 
characteristic  lobular  appearance  of  the  shadows 
due  to  the  calcified  caseous  cavities  is  very  definite 
and  is  never  seen  in  any  other  type  of  kidney  lesion. 

By  means  of  stereoscopic  plates  the  individual 
abscess  cavities  can  be  clearly  distinguished  from 
each  other,  provided,  of  course,  that  the  process  has 
been  of  sufficient  duration  to  produce  deposition  of 
calcium  salts  in  the  areas  of  caseation.  Calcification 
of  the  ureter  is  rare,  but  when  it  does  occur,  it  is 
characteristic,  the  ureter  showing  on  the  negative  as 
a  dense  shadow,  the  calcification  involving  the 
upper  portion,  the  lower  portion,  or  even  its  entire 
course. 

In  addition  to  what  is  shown  by  the  sclerosis  of  the 
ureter  itself,  a  shadow  may  be  cast  by  the  caseous 
material  which  is  sometimes  seen  filling  the  lumen 
of  the  ureter  and  represents  the  contents  of  the 
cavities  of  the  kidneys. 

The  fact  that  calcification  occurs  as  a  late  process 
in  renal  tuberculosis  and  will  show  an  opacity  on  the 
X-ray  plate  has  long  been  known,  but  the  practical 
value  of  this  simple  method  has  been  too  little 
emphasized. 

During  the  past  few  years  several  cases  of  renal 
tuberculosis  have  been  recognized  at  the  Brady 
Urological  Institute  from  the  X-ray  plate  alone. 
To  emphasize  the  value  of  the  routine  X-ray  exam- 
ination the  authors  present  a  summary  of  some 
of  the  more  interesting  of  these  cases. 

It  has  not  been  the  authors'  purpose  to  discuss 
the  very  great  assistance  of  the  data  which  may  be 
obtained  from  the  pyelogram  and  cystogram.  In  an 
occasional  case,  when  sufficient  information  cannot 
be  obtained  by  other  means,  a  diagnosis  can  be  made 
by  these  studies.  It  has  been  the  practice  at  the 
Brady  Clinic,  however,  to  refrain  from  a  pyelograph- 
ic  study  if  a  definite  diagnosis  of  renal  tuberculosis 
can  be  made  by  the  usual  methods.  There  have  been 
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no  bad  results  following  this  method  but  it  was  felt 
that  when  the  diagnosis  was  already  certain  the 
additional  instrumentation  was  not  justified. 

As  a  result  of  the  foregoing  discussion  the  following 
conclusions  have  been  reached: 

1.  X-ray  studies  of  the  entire  urinary  tract 
should  be  carried  out  in  all  cases  of  suspected  renal 
tuber  dulosis. 

2.  In  some  instances  when  other  methods  of 
examination  have  failed,  a  definite  diagnosis  of  renal 
tuberculosis  can  be  made  from  the  plain  X-ray  alone, 
but  whenever  possible  catheterization  of  the  other 
yreter  should  be  done  to  establish  the  integrity  of  the 
opposite  kidney. 

3.  The  shadows  depend  entirely  upon  the  amount 
of  calcification  which  has  taken  place  in  the  diseased 
kidney. 

4.  Various  types  of  shadows  may  be  seen  in  the 
plain  X-ray  of  a  tuberculous  kidney,  varying  from 
the  indefinite  shadows  cast  by  small  areas  of  cal- 
cification to  the  characteristic  lobulated  shadow 
which  is  typical  of  a  completely  destroyed  kidney. 

5.  Pyelography  and  cystography  may  clear  up  the 
situation  in  some  cases  but  these  procedures  should 
not  be  carried  out  if  a  diagnosis  can  be  made  by  other 
and  more  simple  methods.  G.  E.  Beilby. 

Stark,  G.  W.:  Diagnosis  of  Renal  Colic.    N.  York 
State  J.  M.,  1919,  xix,  331. 

The  author's  conclusions,  based  on  a  study  of  146 
cases  of  renal  and  ureteral  disease,  are  as  follows: 

1.  Renal  obstruction  has  been  very  much  neg- 
lected by  the  profession. 

2.  Of  the  146  patients  the  great  majority  had  been 
seeking  aid  for  from  four  months  to  nine  years;  of 
these,  96  per  cent  have  been  cured;  only  11  per  cent 
have  had  to  resort  to  surgery;  in  i)/2  per  cent  the 
results  are  doubtful,  and  2}^  per  cent  have  not  been 
cured. 

Renal  colic  is  a  symptom  due  to  obstruction  in  the 
urinary  tract,  the  most  common  etiological  factors 
being  strictures,  kinks,  accidental  tying  off  of  the 
ureter,  stone  in  the  ureter,  adhesions,  and  the  pres- 
sure of  tumors. 

The  pathologic  conditions  usually  confused  with 
renal  colic  are  appendicitis,  disease  of  the  adnexa, 
gall-bladder  disease,  duodenal  ulcer,  peritoneal  ad- 
hesions, pancreatic  disease,  lumbago,  and  neu- 
rasthenia. 

Any  case  of  abdominal  pain  in  which  there  is  pus 
in  the  urine  or  frequency  of  voiding  or  a  history 
suggesting  renal  colic  should  be  referred  to  the 
urologist  for  examination. 

During  the  routine  examination  of  patients,  the 
author  encountered  difl&culty  in  passing  a  No.  6  or 
7  ureteral  catheter  in  a  large  number  of  cases. 
Often,  however,  by  using  a  smaller  catheter  and 
re-inforcing  it  with  a  wire,  he  was  able  to  pass  the 
obstruction.  As  a  result  the  patient  was  frequently 
relieved  of  the  obscure  pain  and  gastric  symptoms, 
and  if  pus  and  temperature  had  been  present,  the 
temperature  usually  dropped. 


Inferring  from  this  fact  that  many  instances  of 
renal  colic  are  due  to  stricture  of  the  ureter,  the 
author  passes  ureteral  bougies  ranging  in  size  from  a 
filiform  to  a  No.  1 2  F.  These  he  operates  through  a 
water  cystoscope,  his  treatment  of  pyelitis  and 
similar  conditions  being  based  on  drainage  and 
irrigation. 

The  ureter  is  dilated  from  two  to  four  points  at 
intervals  of  five  to  fifteen  days.  Following  the  dila- 
tation, the  size  of  the  kidney  pelvis  is  determined  by 
distention  with  boric  acid  solution.  This  having 
been  done,  about  two- thirds  of  the  amount  of  a  25 
per  cent  argyrol  solution  are  injected  and  allowed 
to  drain  through  the  ureter.  Should  the  argyrol  fail 
to  remedy  the  condition,  silver  nitrate  is  used. 
Silver  nitrate  should  never  be  employed,  however, 
until  full  dilatation  of  the  ureter  has  been  ac- 
complished. If  possible,  a  No.  8  catheter  is  passed 
up  to  the  kidney,  the  pelvis  is  washed  out  with 
distilled  water,  and  silver  nitrate  varying  in  strength 
from  I  to  4  per  cent  is  then  injected.  The  amount  of 
silver  nitrate  used  is  about  two-thirds  normal 
capacity.  This  is  then  allowed  to  drain  through  the 
catheter.  If,  for  example,  5  cubic  centimeters  are 
injected,  the  catheter  is  not  removed  until  5  cubic 
centimeters  have  drained  back.  When  infection 
is  the  most  prominent  symptom,  lavage  is  repeated  as 
often  as  every  other  day.  When  obstruction  is  most 
marked,  treatments  are  given  every  ten  days. 

In  the  146  cases  of  renal  and  ureteral  disease 
upon  which  the  author  bases  his  findings,  over  one 
thousand  lavages  have  been  given,  and  with  the 
exception  of  a  few  hours  of  renal  colic,  which  oc- 
curred only  in  a  few  cases,  there  were  no  unfavorable 
results.  Six  patients  with  essential  haematuria  of 
from  six  to  fourteen  months'  duration  were  cured 
by  kidney  lavage.  Of  twenty-one  patients  with 
kidney  ptosis,  nineteen  were  symptomatically 
cured  and  two  greatly  improved.  Two  cases  were 
treated  by  the  methods  described  following  surgical 
suspension.  By  forcible  dilatation  and  lavage  great 
relief  was  obtained  from  the  almost  xmbearable  pain 
which  persisted  after  the  suspension.  Eventually, 
however,  both  patients  were  subjected  to  nephrec- 
tomy. Twenty-eight  cases  of  renal  pain  without  pus 
were  apparently  cured.  Of  eight  patients  with  stone 
in  the  kidney,  five  were  treated  by  pyelotomy,  two 
by  nephrectomy,  and  one  refused  operation.  Three 
patients  had  stone  in  the  ureter.  In  two  cases  the 
stone  was  advanced  down  the  ureter  by  dilatation; 
in  the  other  case  it  will  be  necessary  to  remove  it 
surgically.  There  were  eighty-four  cases  of  pus 
kidney  with  or  without  obstruction.  In  twelve,  a 
nephrectomy  was  performed.  One  patient,  who 
refused  operation,  was  treated  by  dilatation  and  lav- 
age and  is  apparently  well  one  year  later.  In 
another  case  in  which  there  was  pus  in  the  left 
kidney  and  a  very  advanced  nymphitis,  death 
occurred  one  year  after  treatment  was  stopped. 
One  patient  with  double  pyelitis  is  still  under 
treatment;  the  remaining  sixty-nine,  as  far  as  the 
author  can  learn,  have  been  cured.     J.  P.  O'Neil. 
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Rivarola,  R.  A.:  Renal  Lithiasis  and  Calculus  of 
the  Bladder  in  Infancy.  (Quirurgica  infantil 
lithiasis  renal  y  calculos  de  la  vejiga).  Sctnana 
mid.,  1919,  xxvi,  18. 

Rivarola  refers  to  a  clinical  case  of  bladder  cal- 
culus in  a  child. 

In  Buenos  Aires,  though  the  occurrence  of  vesical 
calculi  does  not  reach  the  high  figure  reported  by 
Bokay  in  Hungary,  the  condition  is  seen  frequently 
in  the  Children's  Hospital.  Males  are  affected  more 
often  than  females. 

Bladder  calculus  is  in  reality  only  one  incident  of 
renal  lithiasis.  The  majority  of  authors  are  in  accord 
in  accepting  the  theory  ascribing  its  origin  to  the 
uric  infarct  which  is  observed  in  the  kidney  of  the 
new-born  infant.  This  uric  infarct,  due  to  the 
normal  physiological  surcharge  of  uric  acid  in  the 
urine  of  the  new-born,usually  becomes  disseminated 
within  the  early  weeks  of  life.  When  the  urine  is 
not  sufficiently  solvent,  however,  all  of  it  may  not 
be  removed  and  its  residue  may  form  the  nuclei  of 
future  stones.  It  may  remain  in  the  kidney  pelvis 
or  in  the  ureter,  or  may  reach  the  bladder  where 
in  infants  it  is  very  often  found. 

The  treatment  preferred  by  the  author  is  litho- 
tripsy or  litholapaxy  when  feasible.  When  the  cal- 
culus is  voluminous  or  the  bladder  is  infected,  he 
sections  the  bladder.  Both  methods  have  given 
good  results.  Following  the  removal  of  the  calculus 
attention  should  be  paid  to  hygiene  and  especially  to 
the  diet.  W.  A.  Brennan. 

Braasch,  W.  F. :  Dilatation  of  the  Ureter  and  Renal 
Pelvis.  /.  Am.  M.  Ass.,  1919,  Ixxiii,  731. 

The  article  deals  with  dilatation  of  the  ureters 
and  renal  pelves  as  demonstrated  by  pyelography, 
special  stress  being  laid  upon  the  dilatation  which 
results  from  inflammation.  Dilatations  of  the 
ureter  or  renal  pelvis  are  ascribed  by  the  author  to 
three  etiological  factors:  (i)  mechanical  obstruction; 
(2)  infection;  and  (3)  disturbance  of  innervation. 
Each  of  these  is  demonstrable  clinically,  pathologi- 
cally, and  by  means  of  pyelography  as  a  distinct 
entity,  although  they  are  often  found  in  combina- 
tion. 

MECHANICAL  DILATATION 

Continued  obstruction  in  any  portion  of  the 
urinary  tract  results  in  dilatation  of  the  portion 
above  it.  In  such  cases  when  examined  pyelograph- 
ically  the  predominant  dilatation  is  found  to  be  in 
the  renal  pelvis  rather  than  the  calyces  or  ureter, 
the  pelvic  outline  remaining  comparatively  regular. 
The  degree  of  the  dilatation  varies  and  is  classified 
as:  (i)  early  hydronephrosis  with  broadening  of  the 
base  of  the  calyx,  increase  in  the  size  of  the  true 
pelvis,  and  flattening  out  of  the  terminal  irregulari- 
ties; (2)  moderate  hydronephrosis  with  broadening 
of  the  entire  calyx,  a  greater  increase  in  the  size  of 
the  pelvis,  and  resulting  change  in  the  angle  of 
insertion  of  the  ureters;  (3)  large  hydronephrosis 
with  partially  filled    calyces  showing   as  rounded 


individual  areas,  and  a  difluse  outline  of  the  rounded 
sac  resulting  from  dilution  of  the  injecting  fluid. 

In  the  ureter  dilatation  is  greatest  near  the  point  of 
obstruction  and  diminishes  as  it  nears  the  pelvis. 
Pathologically  the  great  distention  of  the  ureters  is 
as  a  rule  the  result  of  obstruction  as  inflammatory 
dilatation  rarely  attains  a  greater  diameter  than  2 
centimeters.  Clinically,  intermittent  mechanical 
obstruction  is  nearly  always  accompanied  by  pain 
resulting  from  overdistension  of  the  pelvis  and 
ureter. 

INFLAMMATORY   DILATATION 

At  necropsy  dilated  ureters  and  pelves  are  often  re- 
vealed with  no  evidence  of  mechanical  obstruction  to 
account  for  them.  The  renal  pelvis  being  opened, 
dilatation  of  the  calyces  of  variable  degree  is  found, 
while  the  walls  of  the  pelvis  are  thicker  than  in 
dilatation  resulting  from  mechanical  obstruction. 
This  thickening  of  the  walls  occurs  also  in  the 
ureters  which  are  often  tortuous.  The  dilatation 
of  the  ureters,  however,  seldom  exceeds  2  centimeters. 

Microscopic  examination  of  such  cases  reveals 
evidence  of  inflammatory  changes  resulting  from 
infection.  There  is  a  greater  degree  of  leucocytic 
infiltration  with  more  marked  connective-tissue 
changes  in  the  submucosa  and  serosa  and  a  greater 
increase  in  the  thickness  of  the  serosa  than  in 
dilatation  from  mechanical  obstruction. 

Any  degree  of  chronic  infection  involving  the  re- 
nal pelvis  and  ureter  is  followed  by  dilatation  which 
results  either  from  a  change  in  the  tissues  and  a 
consequent  retraction  in  the  walls  of  the  pelvis  and 
ureter  or  from  necrosis.  The  extent  of  such  di- 
latation varies  from  scarcely  recognizable  ir- 
regularities of  the  calyces  to  complete  destruction  of 
the  renal  pelvis,  and  differs  from  the  dilatation 
resulting  from  mechanical  obstruction  in  that  it  is 
greatest  in  the  calyces  and  ureter  rather  than  in 
the  pelvis  the  outline  of  which  is  comparatively  ir- 
regular. 

Dilatation  of  the  ureter  resulting  from  inflam- 
matory changes  is  greatest  at  the  ureteropelvic 
juncture  and  is  associated  generally  with  dilatation 
of  the  calyces,  while  in  mechanical  obstruction  the 
dilatation  is  greatest  at  the  point  of  obstruction  and 
least  at  the  ureteropelvic  juncture.  When  there  is 
inflammation  of  long  duration  dilatation  of  the  true 
pelvis  to  variable  degrees  results,  together  with 
cortical  destruction  such  that  a  pyelogram  may  show 
the  cortical  areas  connected  with  the  true  pelvis  or 
dilated  calyces  by  narrow  isthmuses.  Such  destruc- 
tion often  occurs  in  cases  of  tuberculous  infection, 
and  although  strictures  of  the  ureter  are  often 
observed  in  such  cases,  the  ureters  are  found  dilated 
their  entire  length  and  have  the  characteristic  gaping 
meati  when  no  evidence  of  obstruction  is  demon- 
strable. The  portion  of  the  ureter  situated  in  the 
bladder  wall  becomes  dilated  because  of  involvement 
in  the  inflammatory  process,  the  dilatation  being  the 
result  of  contagious  infection. 

Inflammatory  dilatation  frequently  accompanies 
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renal  stone.  In  such  cases  there  may  be  a  typical 
clubbing  of  the  calyces  with  little  or  no  dilatation  of 
the  pelvis  and  ureter.  That  mechanical  obstruction 
could  not  be  a  factor  is  evidenced  by  the  fact  that 
the  stone  is  often  securely  lodged  at  the  end  of  a  calyx. 
Infection  may  cause  contraction  also  when  it  is 
confined  in  the  renal  parenchyma,  the  resulting 
cicatricial  changes  causing  diminution  in  the  size  of 
the  pelvis.  Clinically  in  the  inflammatory  di- 
latation so  frequently  seen  in  chronic  pyelonephritis 
the  history  given  is  of  little  or  no  pain  referred  to  the 
kidneys,  but  rather  of  repeated  febrile  attacks. 

ATONIC   DILATATION 

Atonic  dilatation  of  the  ureter  is  probably  due  to 
some  disease  in  the  central  nervous  system.  The 
dilatation  is  not  confined  to  the  lower  end  of  the 
ureter  but  extends  to  the  renal  pelvis.  While  this 
has  been  attributed  to  the  backing  up  of  the  urine 
from  an  over-distended  bladder,  atonic  dilatation 
often  occurs  when  no  residual  urine  is  present  and 
therefore  is  probably  due  to  the  same  disturbance  of 
innervation  as  that  affecting  the  bladder.  Such  a 
condition  may  occur  when  there  is  no  clinical  evi- 
dence of  any  disease  of  the  central  nervous  system 
and  both  ureters  may  be  dilated  and  the  kidneys 
hydronephritic  in  the  absence  of  evidence  of  me- 
chanical obstruction. 

The  author  concludes  that:  (i)  dilatation  of  the 
ureter  and  renal  pelvis  may  occur  without  mechani- 
cal obstruction;  (2)  the  difference  between  mechani- 
cal and  inflammatory  dilatation  as  regards  their  ana- 
tomy, pathology,  and  clinical  data  are  quite  marked; 
and  (3)  the  clinical  demonstration  of  inflammatory 
dilatation  may  be  of  diagnostic  value. 

H.  C.  BuMPUs. 

Hunner,  G.  L. :  Differential  Diagnosis  in  Stricture 
and  Calculus  of  the  Ureter.  N.  York  Stale  J. 
M.,  1919,  xix,  323. 

In  the  past  three  and  one-half  years  the  author 
has  diagnosed  and  treated  about  500  cases  of  ureteral 
stricture.  There  are  still  many  problems  to  be 
worked  out,  most  important  of  which  are:  (i)  The 
determination  of  the  total  reduction  of  function  in 
cases  of  bilateral  stricture  which  has  persisted 
sufficiently  long   to  cause   injury   to   the   kidneys; 

(2)  the  extent  of  the  return  of  kidney  function  after 
dilatation  and  the  relief  of  the  back-pressure;  and 

(3)  the  working  capacity  of  each  kidney  in  cases  of 
unilateral  stricture. 

One  of  the  author's  conclusions  based  upon  the 
500  cases  is  that  ureteral  stricture  is  the  cause  of 
more  kidney  pathology  (excluding  conditions  usually 
classified  as  medical)  than  any  other  single  factor. 
It  accounts  for  the  majority  of  cases  of  hydro- 
nephrosis and  pyelitis,  many  cases  of  pyonephrosis, 
and  many,  if  not  the  majority;  of  cases  of  so-called 
haematuria.  As  a  rule  ureteral  stricture  and  chronic 
urethritis  are  due  to  focal  infections. 

The  classic  history  of  pain  and  its  radiation, 
vesical  or  rectal  tenesmus,   nausea,  vomiting,  etc., 


so  commonly  associated  with  stone  in  the  ureter,  is 
not  infrequent  in  cases  of  ureteral  stricture.  There 
may  be  no  temperature  at  all  or  it  may  rise  to  103 
or  104  degrees.  When  chills  occur  in  cases  of  stone 
or  stricture  they  are  considered  proof  positive  that 
infection  is  present.  The  author  states  that  he  has 
never  had  a  case  in  which  chills  occurred  in  the 
absence  of  infection. 

When  a  patient  gives  a  history  of  having  passed 
a  stone,  but  has  a  continuance  or  re-awakening  of 
symptoms  characteristic  of  stone,  the  presence  of  a 
ureteral  stricture  should  be  suspected.  In  cases  of 
stone  or  stricture  it  is  rare  that  bi-manual  examina- 
tion is  negative.  If  the  kidney  can  be  palpated,  it  is 
usually  found  more  sensitive  than  normal.  If  infec- 
tion or  hydronephrosis  is  present  or  there  has  been 
a  recent  attack  of  colic,  the  kidney  is  more  sensitive 
than  usual  and  may  be  distinctly  enlarged.  Palpa- 
tion of  the  ureter  where  it  crosses  the  pelvic  brim 
nearly  always  elicits  pain  which  at  times  radiates 
up  the  kidney  but  more  often  extends  to  the  bladder 
and  causes  a  desire  to  void.  When  the  stone  or 
stricture  is  located  in  the  upper  pelvis  in  the  region 
of  the  bifurcation  of  the  internal  iliac  artery,  the 
point  of  maximal  tenderness  is  just  below  the  pelvic 
brim.  When  situated  on  the  right  side  these  find- 
ings are  often  diagnosed  as  appendicitis.  Most 
stones  and  strictures  in  women  are  found  in  the 
region  of  the  broad  ligament.  Women  having 
pathologic  conditions  in  the  lower  ureter,  par- 
ticularly a  trigonitis,  often  complain  of  dyspareunia, 
and  this  symptom  with  pain  in  the  region  of  the 
broad  ligament  often  leads  to  a  faulty  diagnosis  of 
ovarian  or  pelvic  inflammatory  disease  and  results 
in  needless  surgery.  The  peri-ureteritis  associated 
with  stricture,  often  due  to  focal  infection  of  the 
lymphatics,  may  at  times  be  so  marked  as  to  be 
mistaken  for  stone. 

In  cases  of  either  stone  or  stricture  the  urine  may 
be' normal  between  attacks,  but  during  or  after  an 
attack  show  blood  or  pus  cells  or  both.  The  pres- 
ence of  blood  in  the  quiet  stage  of  the  condition 
favors  the  diagnosis  of  stone  but  during  the  attack 
of  colic  the  amount  of  blood  in  the  urine  ma}'  be  as 
great  in  cases  of  ureteral  stricture  as  in  cases  of 
stone. 

For  purposes  of  differentiation  the  author  molds 
a  spiral  wax  tip  on  the  catheter  and  then  places 
small  wax  rings  at  every  fifth  centimeter  of  the 
instrument  that  will  enter  the  ureter.  The  second 
ring,  10  centimeters  back  of  the  tip  is  between  3.5 
and  4  millimeters  in  diameter  and  of  spindle  shape 
with  long  sloping  shoulders.  If  a  stone  is  present 
its  location  below  the  kidney  can  be  determined  by 
the  wax  rings.  If  when  a  shadowgraph  catheter 
alone  is  used  to  determine  the  location  of  a  suspicious 
shadow,  the  two  shadows  are  quite  separate,  it  is 
safe  to  say  that  the  suspicious  shadow  is  extra- 
ureteral,  but  if  they  are  in  juxtaposition  the  patient 
should  be  X-rayed  at  a  different  angle  or  examined 
with  a  stereoscope  or  a  wax-tipped  catheter. 

J.  P.  O'Neil. 
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BLADDER,    URETHRA,   AND    PENIS 

Philip,  J.  A.,  and  Galard,  C.  de:    Phimosis  and 
Disturbances     of     Micturition     in     Children 

(Phimosis  et  troubles  de  la  micUon  chez  I'enfant.). 
Arch,  de  mid.  d.  rnfants,  tqiq,  xxii,  424. 

The  authors  examined  a  group  of  children  who 
had  been  operated  upon  for  phimosis.  In  40  of 
these  cases  the  operative  indication  was  distur- 
bance of  micturition;  in  II  others  the  indication 
was  balanoposthitis.  Of  the  40  cases  of  disturbed 
micturition  there  was  retention  in  3,  painful  and 
difficult  micturition  in  12,  and  incontinence  in  25. 
The  authors  find  that  the  incontinence  which 
accompanies  phimosis  is  due  to  a  reflex  irri- 
tation and  that  usually  it  is  not  cured  by  circum- 
cision. Their  clinical  observations  made  a  long 
time  after  operation  have  confirmed  this  fact. 

In  the  25  cases  in  which  there  was  incontinence 
recovery  has  been  complete  in  only  8.  In  5  other 
cases  there  was  improvement.  When  the  incontin- 
ence is  nocturnal  the  prognosis  for  its  cure  by  cir- 
cumcision is  poor.  In  many  of  these  cases,  in  addi- 
tion to  the  preputial  trouble,  there  may  be  other 
conditions  by  which  the  reflex  irritation  leading  to 
incontinence  is  aroused.  The  meatus  may  be  narrow 
or  there  may  be  some  abnormal  condition  in  the  ure- 
thra. Dilatation  may  be  necessary.  Circumcision  is 
very  eflfective  in  all  cases  of  phimosis  associated 
with  balanoposthitis,  in  dysuria,  and  in  urinary 
retention,  and  although  in  cases  of  incontinence  its 
success  is  less  assured,  its  indication  is  formal  and 
clear.  W.  A.  Brennan. 

GENITAL  ORGANS 

Clute,   H.  M.:     Torsion  of  the  Spermatic  Cord. 

Boston  M.  6*  5.  J.,  iqiq,  clxxxi,  231. 

Fifty-three  cases  of  torsion  of  the  spermatic  cord 
were  collected  from  the  literature  by  the  author. 
Seventy-six  per  cent  were  those  of  patients  25  years 
of  age  or  younger  and  47  per  cent  those  of  patients 
between  the  ages  of  15  and  25  years.  The  torsion 
occurred  on  the  right  side  more  frequently  than 
upon  the  left. 

In  cases  of  torsion  the  cord  is  attached  to  only  a 
small  portion  of  the  epididymis  instead  of  its  entire 
length.  The  remainder  of  the  epididymis  and  testis 
lies  free  in  the  tunica  vaginalis.     An  abnormally 


loose  scrotum  and  large  tunica  vaginalis  have  also 
been  considered  to  be  predisposing  factors.  Murray 
believes  that  torsion  is  due  to  rotation  during  the 
passage  of  the  testis  from  the  kidnev  to  the  scrotum. 
This  results  in  thrombosis  during  any  sudden 
vascular  changes  in  the  cord.  If  this  were  true, 
however,  torsion  would  apparently  be  more  fre- 
quent. Unusual  labor  or  injury  usually  precedes 
the  onset. 

The  direction  of  the  twist  is  usually  from  within 
outward  and  downward.  The  amount  of  destruction 
depends  upon  the  degree  of  the  torsion.  Below,  the 
vessels  are  thrombosed  with  a  total  infraction  of  the 
tissues.  Above  the  blockage  there  is  marked  con- 
gestion of  the  vessels.  With  the  exception  of  one 
case,  the  twist  was  within  the  tunica. 

Clinically  there  are  two  types,  the  acute  complete 
torsion  and  the  acute  partial  torsion.  The  symp- 
toms are  similar  except  that  those  of  complete 
torsion  are  much  more  severe.  The  onset  is  sudden 
and  characterized  by  pain  in  the  testis  which  may 
radiate  upward  or  down  the  thigh.  There  is  more  or 
less  shock  with  possible  vomiting  and  later  an  in- 
crease in  temperature.  Tenderness  with  gradual 
swelling  and  redness  follow.  In  incomplete  torsion 
there  are  recurrent  attacks  of  pain  but  these  may  be 
very  slight.  In  untreated  cases  such  recurrences 
are  common.  Atrophy  of  the  testis  has  also  been 
reported. 

The  absence  of  urethral  discharge  and  negative  pros- 
tatic and  seminal  vesicle  findings  eliminate  gonor- 
rhoea! epididymo-orchitis.  Torsion  of  an  undescended 
testis  may  be  simulated  by  strangulation  of  an  in- 
direct inguinal  hernia  but  the  history  of  undescended 
testicle  should  suggest  the  possibility  of  torsion. 

Detorsion  should  be  attempted  although  it  proved 
unsuccessful  in  three  cases  reported  by  the  author. 
This  is  done  by  twisting  the  testis  in  the  reverse 
order  of  the  torsion.  Many  successful  cases  have 
been  reported,  but  it  is  advised  only  in  the  early 
stages  of  the  condition.  If  operation  is  necessary, 
the  circulation  in  the  exposed  testis  should  be  re- 
established if  possible  by  the  application  of  hot 
towels.  If  this  is  unsuccessful,  orchidectomy  is 
advised.  In  recurrent  partial  torsions,  Dowden's 
method  of  removing  the  parietal  layer  of  the  tunica, 
scarifying  the  visceral  layer,  and  then  suturing  the 
testis  to  the  scrotum  through  the  tunica  albuginea 
has  been  of  value.  C.  D.  Pickrell. 
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Lemaitre,  F,,  and  Garmy,  A.:  The  Extraction  of 
Peri-Orbital  Foreign  Bodies  (De  I'extraction  des 
corps  Strangers  p6ri-orbitaires).  Ann.  d'ocul., 
1919,  clvi,  265. 

By  peri-orbital  foreign  bodies  the  authors  mean 
foreign  bodies  situated  in  the  immediate  vicinity 
of  the  orbit.  In  relation  to  the  orbit  they  are  inter- 
nal superior,  external,  inferior,  or  posterior. 

The  operation  known  as  a  paralateral  rhinotomy 
gives  access  to  all  internal  and  some  posterior  peri-or- 
bital foreign  bodies.  It  also  gives  access  to  the 
ethmoid  and  sphenoid  regions.  Eight  cases  were 
operated  upon  by  this  route. 

The  incision  in  the  sinusofrontal  route  is  the 
classical  incision  between  the  sinus  and  the  frontal 
bone.  It  permits  the  extraction  of  intracranial  and 
intracerebral  foreign  bodies  situated  back  of  the 
sinus  and  back  of  the  frontal  bone.  Four  cases  were 
operated  upon  by  this  route. 

Projectiles  in  the  temporal  peri-orbital  region 
often  appear  to  be  superficial  when  in  reality  they 
are  deeply  embedded.  The  temporal  shell,  which 
is  very  fragile  here,  yields  to  the  least  traumatism. 
In  2  of  3  cases  of  injury  to  the  temporal  bone  the 
dura  mater  was  involved.  The  temporal  route  may 
be  utilized  for  the  extraction  of  foreign  bodies  in  the 
cerebrum  behind  the  orbit. 

The  vestibular  route  by  simple  opening  of  the 
mucosa  and  without  any  extensive  incision  leads  to 
all  the  deep  cavities  of  the  face.  There  are  three 
varities:  the  simple  sinusal  route;  the  transsinusal 
route  prolonged  toward  the  pterygomaxillary  fossa 
or  the  ethmoid;  and  the  laterosinusal  vestibular 
route.  The  last  named  was  not  used  before  the  war. 
It  leaves  the  sinus  intact  and  gives  access  to  the 
retromalar  region.  Four  cases  were  operated  upon 
by  the  vestibular  route. 

The  authors  have  operated  upon  a  total  of  23  cases 
of  war  injuries  and  give  concise  case  reports  of  10 
of  them  which  are  typical.  W.  A.  Brennan. 

McReynolds,  J.  O. :  Foreign  Bodies  within  the  Eye- 
ball. J.' Am.  M.  Ass.,  1919,  Ixxiii,  818. 

The  author  discusses  this  subject  under  three 
headings,  viz.,  the  location  and  character  of  the 
foreign  body,  measures  for  relief,  and  immediate  and 
remote  results.  He  reports  eleven  cases  illustrative 
of  various  important  features  in  the  extraction  of 
foreign  bodies  from  the  eyeball. 

The  most  difficult  foreign  bodies  to  localize  are, 
those  which  are  not  opaque  to  the  roentgen  rays,  too 
minute  to  cast  a  perceptible  shadow,  or  non- 
magnetic. In  these  cases  the  history  may  be  of  the 
greatest  value.     Small  aseptic  bodies  penetrating 


entirely  through  the  eyeball  and  lodging  in  the 
retrobulbar  cellular  tissue  usually  give  rise  to  no 
future  trouble.  The  occasional  presence  of  postocular 
haemorrhage  with  proptosis  may  serve  to  locate  a 
foreign  body  as  without  the  globe.  The  reaction 
produced  by  the  foreign  body  is  greatly  influenced 
by  its  chemical  nature,  e.g.,  glass  is  practically 
inert,  while  copper  produces  a  prompt  and  decided 
response.  The  bacteriological  status  of  a  foreign 
body  is  its  most  important  feature  in  this  regard,  and 
much  depends  upon  the  virulence  of  the  organisms. 

In  undertaking  the  removal  of  a  foreign  body  from 
the  eyeball  it  is  of  the  greatest  importance  to 
decide  wisely  whether  the  anterior  or  the  posterior 
route  is  to  be  adopted.  In  general,  the  author 
prefers  the  latter  method,  owing  to  the  dangers  of 
iridocyclitis  with  possible  transferred  ophthalmitis, 
and  his  experience  has  emphasized  the  safety  and 
practicability  of  removing  foreign  bodies  through  a 
scleral  incision  by  this  route  whenever  they  are 
easily  accessible.  The  anterior  route  is  most  suitable 
for  cases  in  which  the  foreign  body  is  small  and 
situated  in  the  anterior  segment  of  the  globe. 

The  immediate  and  remote  results  must  be 
considered  also  with  regard  to  the  other  eye.  In 
general  terms,  the  immediate  result  in  the  injured 
eye  will  be  favorably  influenced  by  accurate  localiza- 
tion, early  removal  of  the  foreign  body,  the  minimum 
of  traumatism  by  the  flight  of  the  missile  and  the 
subsequent  operative  procedure,  the  non-involve- 
ment of  the  ciliary  body,  the  lens,  and  the  macula 
region,  and  the  negative  chemical  and  bacteriological 
character  of  the  foreign  body.  The  remote  results 
are  often  disappointing  because  of  late  complications, 
such  as  sympathetic  ophthalmia,  retinal  detach- 
ment, and  other  late  degenerative  processes. 

In  two  of  the  reported  cases  the  foreign  bodies 
were  so  minute  that  they  cast  no  shadow  on  the 
plate.  They  were  visible,  however,  with  the  ophthal- 
moscope. In  three  cases  the  injuries  were  extensive 
and  associated  with  infection.  In  three  cases  the 
intra-ocular  application  of  magnetic  electrodes  was 
necessary.  In  one  case  there  was  a  puncture  wound 
without  retention  of  the  foreign  body  within  the 

globe.  W.  F.  MONCREIFF. 

Dimitry,  T.  J.:  An  Operation  Relegating  Enuclea- 
tion of  the  Eye  to  Its  Proper  Position.     Am. 

J.  Ophlh.,  1919,  ii,  653. 

Dimitry  describes  a  technique  which  has  given 
him  good  results  in  a  series  of  twenty  cases.  His 
operation  is  advanced  largely  for  cosmetic  purposes 
and  in  the  large  majority  of  cases  he  believes  it 
should  supplant  the  operation  of  enucleation.  Enu- 
cleation he  deems  a  simple  mechanical  measure  in 
which  muscles  are  cut  loose  from  their  attachment  to 
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Transfixed  with  Graefe  knife. 


is  then  inserted  within  the  sclera  and  the  anterior 
opening  is  closed.  The  latter  feature  is  regarded 
highly  essential. 

The  technique  is  described  as  follows:  The  opera- 
tion is  begun  as  an  evisceration,  the  conjunctiva 
being  undermined.  The  anterior  aspect  of  the  globe 
is  then  resected,  the  point  of  resection  being  about 
2  millimeters  posterior  to  the  corneoscleral  margin. 
The  contents  of  the  globe  are  removed  and  the 
haemorrhage  is  controlled.  Section  of  the  sclera 
over  the  region  of  the  optic  nerve  head  in  the  pos- 
terior aspect  of  the  sclera  is  made  from  within  and 
the  optic  nerve  is  severed.  The  latter  is  done  with 
a  Graefe  knife  and  a  pair  of  curved  scissors.  The 
sclera  is  turned  outward  and  every  vestige  of 
choroidal  tissue  removed.  Two  small  triangular 
sections  of  the  sclera  are  removed  at  both  sides  of 


Anterior  segment  excised. 


Scleral  cavity  emptied. 


the  eye,  the  optic  nerve  is  severed,  the  eye  is  de- 
livered, and  haemorrhage  is  controlled  by  pressure. 
When,  after  a  varying  period  of  healing,  a  pros- 
thesis is  to  be  inserted,  it  is  almost  certain  that  three 
highly  unsatisfactory  conditions  will  be  present. 
There  is  a  deep  socket  which  is  not  comparable  to 
that  of  the  opposite  eye,  the  lids  sag,  and  the  eye 
stares  rigidly  out  into  space.  These  deformities  are 
inexcusable  and  can  be  avoided.  Enucleation  is 
permissible,  however,  in  cases  of  malignant  disease 
and  in  the  aged  when  there  is  need  for  an  operation 
that  can  be  performed  rapidly. 

The  treatment  advanced  by  the  author  prac- 
tically obviates  injury  to  the  sympathetic  nerve, 
conserves  the  normal  movements  of  the  eye,  pro- 
vides a  foundation  for  the  prosthesis,  and  exposes 
the  patient  to  no  greater  risk  than  enucleation. 
Moreover,  it  eliminates  the  troublesome  sympa- 
thetic iridocyclitis  better  than  substitute  operations 
for  enucleation,  a  fact  of  which  the  author  is  now 
more  firmly  convinced  than  ever. 

The  operation  consists  in  an  evisceration  of  the 
sclera  and  the  removal  of  a  section  of  it  posteriorly, 
including  severance  of  the  optic  nerve.    A  gold  ball 


the  anterior  window  and  in  such  position  that  a  hor- 
izontal line  bisecting  the  latter  will  also  bisect  the 
triangular  openings.  The  gold  ball  is  then  inserted 
and  the  sclera  sutured  over  its  anterior  surface.  The 
conjunctiva  is  sutured  to  the  capsule  of  Tenon  at  the 
position  of  its  attachment  to  the  sclera  and  hence 
is  not  brought  over  the  sutured  anterior  wound  in 
the  sclera.    This  finishes  the  operation. 

In  the  author's  twenty  cases  the  operation  was 
performed  under  general  anaesthesia  in  eighteen  and 
under  local  anaesthesia  in  two.  Two  cases  date 
back  five  years,  4,  four  years,  4,  three  years,  5, 
two  years,  and  5,  one  year. 

Implantation  of  other  substances  than  a  gold 
ball,  such  as  fat,  cartilage,  the  eye  of  a  rabbit,  paraf- 
fin, and  dental  wax  has  been  tried  and  found  un- 
satisfactory. 

The  conclusions  drawn  are  as  follows: 

I.  The  operation  described  may  be  performed 
with  a  comparative  absence  of  trauma  and  hence 
is  followed  by  less  reaction,  less  secretion,  and  less 
ecchymosis  and  there  is  less  likelihood  of  injury  to 
the  sympathetic,  than  is  the  case  when  enuclea- 
tion is  done. 
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Cutting  window  in  back  of  sclera. 


Dividing  optic  nerve. 


Cutting  triangles  out  of  sclera. 


Schematic  section  showing  gold  ball  inserted — window 
in  back  of  sclera — optic  nerve  cut— conjunctiva  sewed  to 
Tenon's  capsule,  not  over  sclera. 


2.  It  furnishes  a  fiUed-in  socket  with  its  several 
advantages:  a  firm  seat  for  the  prothesis;  an  absence 
of  sagging  lids,  and  hence  a  normal  lachrymal  secre- 
tion and  drainage. 

3.  It  evidently  does  not  interfere  with  a  natural 
face  development  in  the  young. 

4.  It  leaves  the  recti  muscles  undisturbed  and 
with  an  unimpaired  power  to  function. 

5.  The  posterior  window  which  permits  the 
easy  severance  of  the  optic  nerve  and  ready  absorp- 
tion of  haemorrhages  and  exudates  obviates  ex- 
trusion of  the  gold  ball. 

6.  The  retro-attachment  of  the  conjunctiva  fur- 
nishes a  deeper  retrotarsal  fold  which  allows  un- 
restricted excursions  of  the  prothesis.  J.  S.  Clark. 

Marquez  Colomo  and  Soria:  An  Advance  in  the 
Medical  Treatment  of  Cataract  (Avance  para  el 
tratamiento  medico  de  la  catarata).  Med.  Ibcra, 
1919,  Numero  extraordinario,  i  Cong,  de  med.  y 
cirug.,  93. 

The  future  of  the  treatment  of  cataract  lies  along 
medical  lines;  not  those  based  upon  the  discredited 


agents,  chiefly  iodides,  which  have  been  used  hereto- 
fore, but  those  having  their  basis  in  recent  dis- 
coveries in  immunotherapy  and  the  application  of 
the  theory  of  antigens  and  antibodies. 

The  authors  successfully  immunized  a  donkey  by 
repeated  intravenous  and  subcutaneous  injections 
of  an  extract  of  the  crystalline  lens  of  an  ox  (the 
crystalline  albumin  being  alike  in  practically  all 
species  of  animals  but  distinct  from  the  albumins 
of  the  other  organs  even,  in  the  same  species),  and 
in  this  way  obtained  a  phakolytic  serum  which  by 
complement  deviation  and  experiments  on  rabbits 
was  demonstrated  to  be  very  rich  in  antibodies. 

In  the  experiments  reported  a  traumatic  cataract 
was  provoked  in  one  eye  of  each  animal  of  a  number 
of  pairs  of  rabbits  with  a  discission  needle.  This  was 
then  followed  by  the  injection  of  the  phakolytic 
serum  into  the  traumatized  eye  of  one  animal  of 
each  pair.  It  was  found  that  resorption  of  the 
cataract  occurred  with  greater  rapidity  in  the  eyes 
which  were  treated  with  the  serum. 

While  the  authors  admit  that  these  results  do  not 
as  yet  definitely  prove  that  a  successful  method  of 
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medical  treatment  of  cataract  has  been  attained, 
they  believe  they  constitute  an  important  advance 
in  that  direction  and  show  that  it  is  possible  to 
obtain  a  phakolytic  serum  which  increases  the 
rapidity  of  resorption  of  a  traumatic  cataract  or  of 
the  opaque  masses  resulting  from  a  secondary 
trauma.  The  production  of  antibodies  following 
the  injection  of  the  crystalline  lens  of  animals  or  of 
an  emulsion  of  human  cataracts  was  demonstrated 
also  by  investigations  carried  out  years  ago  by 
Meglas.  Moreno  de  Vega,  and.S&nchez  Grdas  at  the 
suggestion  of  M&rquez. 

The  basis  of  the  work  here  reported  and  of  the 
former  investigations  was  a  fact  observed  by 
M4rquez  in  the  case  of  a  patient  upon  whom  he 
performed  two  operations  for  cataract.  In  the  first 
few  days  following  the  second  operation  crystalline 
masses  which  had  persisted  without  resorption  in  the 
eye  formerly  operated  upon  rapidly  disappeared. 
This  could  be  explained  rationally  only  by  the  assump- 
tion that  during  the  second  operation  specific  anti- 
bodies were  produced  which  reached  the  opposite 
eye  through  the  circulation  and  were  the  cause  of 
the  absorption  of  the  masses. 

Marquez  suggests  that  possibly  in  immunizing 
with  phakolytic  serum  as  an  antigen  an  anti- 
phakolytic  serum  might  be  obtained  which  would 
protect  the  crystalline  lens  against  the  factors 
causing  cataract.  M.  M.  Matthies. 

Weill,   G.:    Lance  Extraction  of  Senile  Cataract 

(Extraction   de    la   cataracte    senile    k    la    pique). 
Ann.  d'ocul.,  1919,  xlvi,  338. 

The  principal  objection  to  the  lance  extraction  of 
senile  cataract  has  been  that  the  incision  is  insuffi- 
cient to  permit  the  extraction  of  lajge  cataracts. 

The  author  believes  that  this  difficulty  may  be 
overcome  by  enlarging  the  wound  from  the  anterior 
chamber,  not  as  in  Weber's  procedure,  but  by  pro- 
longing the  incision  in  the  limbus  as  is  often  done  in 
an  iridectomy  with  the  lancet. 

The  author  has  used  the  lance  extraction  since 
1Q12  and  his  results  have  been  so  good  that  he  no 
longer  uses  the  Graefe  knife.  In  his  earlier  cases  he 
also  performed  ah  iridectomy,  but  in  subsequent 
cases  this  has  been  omitted.  Altogether  he  has  re- 
moved  about   400  senile   cataracts   of   all   types. 

The  lancets  used  are  curved  and  vary  from  8  to  1 1 
millimeters  in  width.  The  instrument  is  withdrawn 
parallel  to  the  diaphragm  of  the  iris  and  in  this 
manner  the  incision  in  the  limbus  is  prolonged  to  the 
extent  desired;  otherwise  the  Graefe  operation  is 
followed. 

Weill  sums  up  the  advantages  of  the  lance  extrac- 
tion as  follows: 

1.  The  incision,  which  requires  neither  counter- 
puncture    nor    saw    movement,    is    much    easier. 

2.  The  form  of  the  lance  and  its  introduction 
from  the  periphery  toward  the  center  of  the  anterior 
chamber  prevents  the  f^ow  of  the  aqueous  humor 
and  also  keeps  the  iris  from  becoming  caught  in 
the  knife  cut. 


3.  The  iris  regains  its  place  spontaneously  or 
following  simple  massage  of  the  cornea  and  rarely 
tends  to  become  involved  in  the  wound. 

4.  The  anterior  chamber  is  re-established  much 
more  quickly  than  after  incision  with  Graefe's  knife. 

5.  Postoperative  astigmatism  is  less  pronounced, 
the  edges  of  the  wound  being  much  more  regular  and 
evenly  united.  W.  A.  Brennan, 

EAR 

Harris,  T.  J.:  Acute  Mastoiditis:  a  Clinical  Study 
Based  on  Cases  Seen  in  the  Otolarynftolojjical 
Service,  U.  S.  General  Hospital  14,  Fort  Ogle- 
thorpe, Ga.  Laryngoscope,  19  iq,  xxix,  540. 

Harris  discusses  the  aural  complications  of  measles 
and  influenza.  Concerning  his  experience  with  acute 
afifections  of  the  middle  ear  and  mastoid  following 
measles  he  offers  the  following  deductions: 

1 .  Otological  complications  are  so  unusual  in  their 
symptomatology  that  the  only  certain  means  of 
recognizing  them  is  the  routine  examination  of  the 
ear  itself. 

2.  Far  outweighing  all  measures  for  the  relief  of 
infection  of  the  ear  are  prophylactic  measures  such 
as  improved  sanitary  procedures  and  the  local  treat- 
ment of  the  upper  respiratory  tract  by  means  of 
gargles  of  warm  saline,  Dobell  's  solution,  or  a  2  per 
cent  solution  of  dichloramine-T.  The  establishment 
of  steam  huts  may  also  be  of  great  service. 

Concerning  the  aural  complications  of  influenza 
the  following  points  are  discussed: 

1.  The  drum  picture.  The  presence  of  the  cha- 
racteristic haemorrhage  bleb  is  noted. 

2.  The  impossibility  of  placing  much  reliance  on 
drooping  of  the  posterior  superior  canal  wall  as  an 
indication  for  operative  interference. 

3.  The  thickening  of  the  periosteum  over  the 
mastoid  which  is  a  valuable  aid  in  the  diagnosis. 

4.  The  great  value  of  the  roentgenoscopic  find- 
ings which,  however,  are  not  infallible. 

5.  The  variation  in  the  operative  findings. 
Little  or  no  change  was  noted  in  mastoids  which 
were  opened  early. 

6.  The  lack  of  uniformity  in  the  nature  of  the 
organism  recovered. 

7.  The  marked  slowness  in  the  time  of  healing. 

O.  M.  ROTT. 

Kelly,  J.  D.:  Acute  Otitis  Media  Purulenta  and 
Acute  Mastoiditis  at  the  Base  Hospital,  Camp 
Stuart,  Va.  Med.  Rec,  1919,  xcvi,  408. 

Kelly  offers  the  following  conclusions  from  his 
study  of  nearly  two  hundred  cases  of  acute  otitis 
media  purulenta  and  forty-eight  cases  of  acute 
mastoiditis  at  the  base  hospital,  Camp  Stuart, 
Virginia : 

1.  It  is  very  difficult  to  obtain  a  pure  culture  or 
to  determine  the  identity  of  the  causative  organisms 
in  acute  purulent  otitis  media. 

2.  Invariably  after  twenty-four  hours  of  discharge 
the  cultures  are  mixed  cultures. 
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3.  The  presence  in  a  discharge  of  virulent  pyo- 
genic organisms  does  not  necessarily  mean  that  mas- 
toid involvement  will  follow. 

4.  The  individual  anatomical  chariacteristics  of 
the  mastoid  may  not  be  a  deciding  factor  in  the 
development  of  mastoiditis. 

5.  In  accute  purulent  otitis  media  syringing 
should  never  be  done  with  the  hope  of  irrigating  the 
middle  ear.  Treatment  should  consist  in  free  drain- 
age with  or  without  wicks,  the  canal  being  kept  free 
from  obstruction.  A  piece  of  absorbent  cotton  may 
be  placed  in  the  auricle  to  absorb  the  secretion  and 
the  ear  covered  with  a  handkerchief  or  bandage. 

6.  The  X-ray  in  acute  mastoiditis  is  not  to  be 
depended  upon  for  diagnosis. 

7.  Acute  purulent  otitis  media  lasting  over  three 
weeks  and  discharging  freely  at  that  time  invariably 
means  mastoid  involvement  and  should  receive 
operative  treatment  in  order  to  preserve  the  hearing 
and  protect  against  chronicity  of  the  condition. 

8.  A  complete  exenteration  of  all  possibly  affected 
cells  should  be  done  at  the  time  of  the  operation. 

O.  M.  ROTT. 

Guthrie,  D.:   Aural  Suppuration  in  Early  Child- 
hood:  Its  Prevention  and  Treatment.  Lancet, 

1919,  cxcvii,  429. 

Aural  suppuration  occurs  very  frequently  during 
the  first  year  of  life.  The  anatomical  structure  of  the 
membranous  meatus  and  the  position  of  the  tym- 
panic membrane,  together  with  a  relatively  short, 
wide,  and  more  horizonal  eustachian  tube,  favor 
infection  of  the  middle  ear  from  the  nasopharynx. 

Postmortems  performed  on  infants  by  different 
observers  have  shown  that  otitis  is  present  in  approx- 
imately 82  per  cent.  The  pus  found  in  ears  so 
affected  yielded  the  pneumococcus  in  most  cases,  and 
next  in  frequency,  the  streptococcus.  Only  rarely 
was  it  sterile. 

The  ears  should  be  examined  in  infants  who  are 
suffering  from  fever  of  obscure  causation.  In  otitis 
media  the  temperature  may  be  high  or  may  not  rise 
above  100  degrees.  Pain  is  evidenced  by  continuous 
crying,  restlessness,  sleeplessness,  and  boring  of  the 
head  into  the  pillow.  The  pain  is  not  constant, 
however,  and  sometimes  may  be  altogether  absent. 
Otoscopic  examination  is  extremely  difficult  in 
young  infants  with  otitis  media.  Often  a  fleeting 
glimpse  is  the  best  obtainable.  Mastoiditis  is  not  a 
very  common  complication. 

Treatment  consists  of  the  use  of  dry  heat  and 
cocaine,  carbolic  and  glycerine  drops  in  the  early 
stages.    Paracentesis  may  be  performed. 


Tuberculosis  of  the  middle  ear  was  found  by  the 
author  in  13  of  150  consecutive  cases  of  chronic 
middle-ear  suppuration  in  children  under  10  years 
of  age.  In  all  of  these  13  cases  except  one,  a  child 
aged  3,  the  disease  began  during  the  first  year  of  life. 
Ten  of  the  children  were  bottle  fed  and  in  only  one 
instance  was  the  milk  boiled.  There  is  little  doubt 
that  the  infection  was  milk  borne. 

The  treatment  of  tuberculosis  of  the  middle  ear 
in  children  consists  of  a  very  radical  mastoid 
operation.  This  was  done  in  g  of  the  author's  13 
cases  and  the  nature  of  the  disease  confirmed  by 
microscopic  examination  of  the  granulations.  Six 
of  the  patients  did  well  and  3  died,  one  of  meningitis 
one  week  after  the  operation.  The  other  deaths, 
which  occurred  several  months  later,  were  due  to 
pneumonia  and  convulsions  respectively. 

Otitis  media  in  children  of  2  years  or  over  tends 
more  and  more  to  approach  the  adult  type.  The 
disease  is  probably  as  common  between  the  ages  of 
2  and  6  as  after  6. 

Medical  reports  in  Scotland  show  that  1.3  per 
cent  of  children  entering  school  have  discharging 
ears.  In  66  of  130  cases  of  aural  suppuration  in 
children  aged  from  i  to  10  the  etiological  factor 
was  determined  as  follows:  measles,  31  per  cent; 
scarlet  fever,  6  per  cent;  pneumonia,  6  per  cent, 
whooping  cough,  5  per  cent;  injury,  2  per  cent;  and 
diphtheria,  1.5  per  cent.  The  small  number  of 
scarlet  fever  cases  arises  from  the  fact  that  two- 
thirds  of  the  patients  had  not  reached  the  age  at 
which  scarlet  fever  obtains  its  maximum  incidence. 
Measles  is  a  more  disabling  disease  than  scarlet 
fever  and  its  danger  as  a  cause  of  chronic  middle- 
ear  suppuration  cannot  be  too  strongly  emphasized. 

A  second  and  perhaps  the  most  important  factor 
of  all  in  the  production  of  middle-ear  suppuration 
in  children  is  adenoids.  Adenoids  are  responsible 
not  only  for  the  origin  of  otitis  but  also  for  its 
chronicity.  The  adenoid  operation,  therefore, 
has  an  important  place  in  the  prophylaxis  as  well 
as  the  treatment  of  ear  suppuration.  The  following 
scheme  of  treatment  may  be  a  useful  guide  in  aver- 
age cases:  (i)  cleansing  and  antisepsis;  (2)  removal 
of  adenoids;  (3)  conservative  mastoid  operation; 
(4)  radical  mastoid  operation.  The  first  is  car- 
ried out  by  the  use  of  "mopping  and  drops" 
rather  than  syringing.  If  the  suppuration  should 
continue  after  two  or  three  months  of  such  treat- 
ment carried  out  systematically  and  after  the 
adenoids  have  been  removed,  a  conservative  mas- 
toid operation  should  be  chosen  whenever  possible. 

W.  L.  Benedict. 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

Sharpe,  N.  W. :  An  Occurrence  of  Rapid  Absorption 
of  Catgut  Sutures  in  the  Light  of  a  Possible 
Balance  Existing  between  Digestion  and  En- 
capsulation Processes  in  the  Attack  upon  a 
Foreign  Protein.   Mil.  Surgeon,  1919,  xlv,  436. 

During  an  operation  for  recurrent  appendicitis 
on  a  soldier  who  gave  a  history  of  trouble  which  had 
continued  for  ten  or  twelve  years  a  very  dense 
Jackson's  membrane  was  found  covering  the  ter- 
minal ileum,  the  caecum,  and  the  proximal  colon. 
This  was  dissected  off  and  the  adherent  retrocaecal 
appendix  was  removed.  The  abdominal  wall  was 
closed  in  tiers  wilh  silkworm-gut  tension  sutures 
and  subcuticular  No.  3  catgut  without  drainage. 
Tympany,  griping,  and  vomiting  followed  the  oper- 
ation but  were  relieved  by  ordinary  measures.  On 
the  fourth  day  there  was  complete  diastasis  of  the 
skin  and  superficial  fascia  and  the  subcuticular  cat- 
gut was  found  to  have  been  completely  digested. 
The  skin  edges  were  then  re-united  with  a  running 
double  No.  3  catgut  suture  and  the  tension  stitches 
removed.  The  next  morniuo  this  double  catgut  su- 
ture was  completely  digp~     !. 

Experimental  studies  ...  author  and  Pohlman 

on  the  fate  of  alien  protem  in  the  tissues  demon- 
strated that  there  are  three  definite  processes 
associated  with  its  disposition:  (i)  a  proximal 
digestion  zone  contiguous  to  the  foreign  body 
(lymphoidal  cells),  (2)  an  intermediate  zone  (largely 
endothelial  leucocytes),  and  (3)  a  distal  encapsula- 
tion zone  (fibroblasts). 

The  digestion  cells  appear  to  attack  the  foreign 
protein  by  enzymes  and  are  stimulated  by  the 
end-products  of  digestion.  The  intermediate  cells 
serve  as  carriers  which  transport  undigested  par- 
ticles through  the  zone  of  encapsulation  into  the 
lymphatic  stream.  The  cells  of  the  outer  zone  of 
encapsulation  seem  to  be  inhibited  in  the  production 
of  definite  scar  tissue  by  the  seepage  of  digested 
material  produced  by  the  enzymic  action  of  the 


lymphoidal  cells  of  the  digestion  zone  upon  the 
foreign  protein. 

In  the  absence  of  serial  sections  of  the  tissues  in 
the  case  cited,  however,  it  is  not  justifiable  to  affirm 
more  than  that  in  this  instance  the  unusually  intense 
and  rapid  digestion  was  due  to  an  unusual  biochem- 
ical status.  E.  M.  Miller. 

ANESTHETICS 

Routh,  L.  M.:  Surgical  Aneesthesia  amongst 
British  Troops  in  the  Tropics  (India).  British 
M.  J.,  1919,  ii,  464. 

In  discussing  anaesthesia  as  induced  in  India  the 
author  describes  the  temperamental  characteristics 
of  the  patients,  nearly  all  of  whom  were  young 
soldiers  who  had  been  under  severe  nervous  strain. 
Such  persons  he  considers  poor  subjects,  preferring 
the  full-blooded  phlegmatic  type.  Other  factors 
which  render  these  patients  poor  subjects  for  anaes- 
thesia are  the  poor  quality  of  their  food,  the  exces- 
sive use  of  tobacco  which  predisposes  to  tachycar- 
dia and  cachexia,  and  the  lack  of  athletic  sports  which 
affects  the  general  physical  condition  unfavorably. 

In  the  author's  opinion  a  mixture  of  3  parts  of 
ether  and  i  part  of  chloroform  given  by  the  open 
method  is  the  anaesthetic  of  choice.  Chloroform  he 
believes  is  a  dangerous  drug  and  should  be  used 
only  in  operations  requiring  Junker's  inhaler.  A 
preliminary  injection  of  }i  grain  of  morphine,  and 
i/ioo  grain  of  atropine  should  be  given  one-half 
hour  before  operation  and  the  patient  then  wheeled 
to  the  operating  room  on  a  stretcher. 

In  the  tropics  the  patients  appear  to  go  under  the 
anaesthetic  as  easily  as  in  England,  but  there  is 
danger  in  the  induction  stage,  especially  if  there  is 
struggling.  The  tendency  to  cardiac  and  respiratory 
failure  is  greater  than  in  England,  probably  because 
of  the  climate  and  the  patients'  high  nervous  ten- 
sion. 

A  light  anaesthesia  is  possible.  As  sweating  is  pro- 
fuse, there  should  be  no  fan  in  the  operating  room. 
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In  combating  shock  piluitrin  has  been  used  more 
frequently  in  India  than  in  England  and  with  good 
results. 

Postanaesthetic  vomiting  i&  rare  and  the  author 
has  not  observed  any  cases  of  postanajsthetic  acido- 
sis or  delayed  poisoning. 

Nitrous  oxide  and  ethyl  chloride  are  little  used  in 
India;  the  latter  is  too  volatile. 

In  conclusion  the  author  states  that  the  main 
points  in  inducing  anaesthesia  are  care,  continual 
watching  of  the  patient,  the  maintenance  of  an 
even  anaesthesia,  and  the  use  of  a  suitable  an- 
aesthetic mixture,  ■  J.  A.  H.  Maooun,  Jr. 

Green,  G.  W.:  Spinal  Anaesthesia  in  General  and 
Genito-Urinary  Surgery.  Illinois  M.  J.,  iqiq, 
xxxvi,  171. 

The  author  summarizes  the  effects  of  spinal 
anaesthesia  and  quotes  Babcock  who,  with  an  exper- 
ience based  on  over  5,000  cases,  says:  "Spinal 
anaesthesia  requires  a  more  highly  developed 
technique  and  a  greater  degree  of  watchful  super- 
vision than  does  the  use  of  ether."  It  is  stated  also 
that  spinal  anaesthesia  is  relatively  safer  in  the 
young  and  robust  than  in  the  enfeebled  and  toxic. 

In  6,229  cases  of  spinal  analgesia  induced  by 
twenty-seven  physicians  in  the  Government  Hos- 
pital of  the  Republic  of  Panama,  the  majority  of 
the  patients  were  negroes  of  the  West  Indies  and 
Panamanians  of  the  poorer  classes,  of  low  mentality 
and  by  no  means  of  a  neurotic  tendency.  They 
submitted  to  operation  with  little  mental  distress, 
a  factor  which  is  of  great  importance  in  the  induc- 
tion of  spinal  anaesthesia. 

The  most  consistently  good  results  are  obtained 
with  the  following  preparation: 

Ampule 0.5  c.  c.  i      c.  c. 

Stovaine o .  05  gm.  o .  i  gm. 

Sodium  chloride 0.05  gm.  o.  i  gm. 

Distilled  water o.  5  c.  c.  i      c.  c. 

In  226  consecutive  cases  injected  by  a  physician 
with  large  experience  in  the  use  of  the  method,  there 
were  2  failures,  i  complete  and  i  partial  (about  0.8 
per  cent).  In  479  cases  injected  by  6  physicians, 
there  were  16  complete  failures,  9  partial  failures, 
and  4  repeated  injections. 

On  3  occasions  it  was  necessary  to  stop  the  opera- 
tion temporarily  on  account  of  respiratory  failure. 

Following  the  operation,  mild  headache  and 
backache  occurred  in  about  20  per  cent  of  the  cases. 
This  was  due  to  slight  haemorrhage  into  the  suba- 
rachnoid space  from  faulty  puncture. 

Temporary  loss  of  control  of  the  bladder  is  fairly 
frequent  following  operations  on  the  rectum  and 
perineum. 

There  were  4  deaths  in  which  spinal  analgesia 
had  been  a  factor,  but  in  only  i  instance  did  it  seem 
to  be  the  sole  cause  of  death. 

Special  skill  is  required  for  the  successful  use  of 
spinal  anaesthesia,  particularly  in  its  selective  field. 
Theodore  Drozdowitz. 


SURGICAL  INSTRUMENTS  AND  APPARATUS 

Chambers,  F.  S. :  A  New  Appliance  for  Flail  Elbows. 

Mil.  Surgeon,  IQ19,  xlv,  440. 

During  the  recent  war  there  were  a  number  of 
cases  in  which  a  flail  elbow  resulted  from  extensive 
resection  of  the  joint.  Those  seen  by  the  author 
were  characterized  by  loss  of  the  capitellum,  troch- 
lea, and  part  of  the  humeral  shaft.  Voluntary  flexion 
varied  with  the  amount  of  humerus  that  was  lacking 
and  was  often  painful,  due  to  pressure  on  soft  parts 
between  the  bones. 

*  The  appliance  recommended  to  stabilize  such 
joints  consists  of  two  fulcrum  pads  shaped  like  an 
inverted  "L"  which  make  pressure  above  and  in 
front  of  the  head  of  the  radius  and  along  the  inner 
edge  of  the  ulnar  articulation.  These  pads  are 
sewed  on  metal,  are  thick  enough  to  prevent  pressure 
of  the  metal  on  the  bones,  and  are  fastened  to  two 
flat  hinged  rtietal  bars  which  pass  along  either  side 
of  the  fore  and  uoper  arm.  They  are  held  securely 
by  a  leather  collar  around  the  arm  at  the  lower 
axillary  border  and  the  forearm  near  the  wrist  and 
are  attached  just  below  the  hinges  so  that  they 
move  with  the  forearm  and  maintain  a  constant 
relation  to  the  radius  and  ulna.  The  method  of 
making  and  applying  the  apparatus  is  described 
in  detail.  Too  much  should  not  be  expected  when 
it  is  first  used,  however  as  muscular  atrophy 
must  be  gradually  overcome.  Massage  and  electric- 
ity may  be  of  great  aid. 

In  some  cases  in  which  regeneration  of  bone  inter- 
feres with  the  coronoid  process  during  flexion  the 
apparatus  is  of  little  value.  When  the  radial  head 
and  ulnar  articulation  are  missing,  the  fulcrum 
pads  must  be  oval  and  placed  just  above  the  ends 
of  the  bones.  If  the  bicipital  tubercle  or  the  coronoid 
process  of  the  ulna  is  lost,  the  results  will  be  un- 
satisfactory. E.  M.  Miller, 

Everidge,  J. :  A  Model  to  Demonstrate  the  Methods 
Carried  Out  in  the  Mobilization  Treatment  of 
Knee- Joints.    Proc.  Roy.  Soc.  Med.,  Lend.,  1919, 

xii,  Clin.  Sect.,  10. 

The  arrangement  described  is  applicable  to  cases 
running  an  aseptic  course  after  operation  and  was 
designed  to  obtain  an  increasing  range  of  passive 
movement  which  can  be  kept  under  accurate  con- 
trol so  that  the  risk  of  tearing  apart  structures 
sutured  at  the  primary  operation  is  eliminated. 
When  these  structures  have  healed,  the  apparatus 
can  be  arranged  for  active  motion. 

For  the  treatment  of  suppurating  knee-joints  the 
limb  is  placed  on  a  hinged  back  splint  with  a 
modified  Mclntyre  foot-piece.  The  splint  is  par- 
tially counterpoised  and  beneath  the  foot-piece  it  is 
fitted  with  running  wheels.  Active  movements 
are  carried  out  with  greatest  ease  and  as  the  force 
of  gravity  is  neutralized  by  the  counterpoising  sys- 
tem, the  patient's  strength  is  not  wasted  in  purpose- 
less effort  to  raise  the  leg  from  the  horizontal 
position. 
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The  series  of  cases  treated  with  this  apparatus 
included  over  a  hundred  aseptic  cases  and  twenty- 
three  in  which  there  was  suppuration.  In  eleven 
of  the  latter  a  good  mobile  knee-joint  was  ob- 
tained. K.  M.  Miller. 

Kazanjian,  V.  H.:  Prosthetic  Appliances  in  the 
Surgical  Treatment  of  Wounds  of  the  Face 
and  Jaws.  /.  Am.  M.  Ass.,  1919,  Ixxiii,  1265- 

As  a  rule  maxillary  splints  are  anchored  in  the 
teeth  and  the  alveolar  ridges.  The  retention  de- 
pends on  the  security  and  the  method  of  attachment, 
while  the  type  of  splint  to  be  employed  in  a  given  case 
is  determined  by  the  position  of  the  teeth  relative  to 
the  fracture. 

When  the  teeth  will  not  afford  sufficient  fixation 
of  the  fragments  this  may  be  gained  by  one  or  more 
of  the  following  methods:  (i)  the  adaptation  of  the 
splints  entirely  to  the  alveolar  ridges;  (2)  the  use  of 
external  appliances  which  acquire  their  support 
from  the  cranial  bones;  or  (3)  sutures. 

It  is  not  possible  to  foretell  the  regenerative 
powers  which  will  be  manifested  by  the  tissues 
under  careful  treatment;  severe  comminution  does 
not  necessarily  imply  non-approximation  of  the 
fragments. 

Fractures  of  the  jaws  cannot  be  treated  independ- 
ently of  the  wound  of  the  face,  and  in  bringing 
about  the  repair  of  both  hard  and  soft  tissues  due 
regard  must  be  given  to  each  in  the  construction  of 
mechanical  devices.  Mechanical  and  surgical 
techniques  are  inseparable  and  even  radical 
changes  are  frequently  indicated  in  the  splints  or 
other  appliances.  The  mechanical  devices  used 
on  the  soft  tissues  are  intended  primarily  to  direct 
the  course  of  recovery  rather  than  to  correct  the 
deformity.  A  satisfactory  means  of  averting 
undue  contraction  is  gentle  pressure  applied  to  the 
facial  tissues  during  the  early  course  of  healing. 
Intra-oral  appliances  will  keep  the  tissues  from 
forming  adhesions  to  the  alveolar  ridges  and  main- 
tain the  contour  of  the  face,  lips,  or  nose  from 
within. 

Kazanjian  classifies  fractures  in  relation  to  me- 
chanical forces  governing  the  construction  of  splints 
as  follows: 


I.  Mandible. 


II.  Maxilla. 


III.  Mandible  and 
maxilla 


1.  Anterior  to  the  last    tooth 

present 

2.  Posterior  to  the  last    tooth 

present 

3.  Edentulous 

1.  Fracture  of  alveolar  process 

and  teeth 

2.  Partial  fracture  Js)  with  or 

without  comminution  and 
partial  loss  of  bone 

3.  Complete    fracture   with  or 

without  loss  of  bone 

f  The  foregoing  conditons  in  com- 
\         bination 


(o)   No  loss    of 

tissue 
•  (b)  Comminu- 
tion 

(c)Multiple  frac- 
tures 

(d)  Distinct  loss 
of   tissue 


Each  class  of  fracture  is  considered  separately 
with  regard  to  the  proper  method  of  treatment  and 
the  various  fractures  and  appliances  are  illustrated 
by  13  figures.  C.  R.  Steinke. 


LeMesurier,  A.  B.:  The  Use  of  Orthopedic  and 
Prosthetic  Appliances  in  the  Late  Treatment 
of  War  Disabilities.     Med.  Quarterly,  1919,!,  179. 

The  more  common  disabilities  that  lend  them- 
selves to  treatment  by  appliances  may  be  divided 
into  four  classes:  (i)  nerve  injuries,  (2)  disabilities 
of  the  joints,  (3)  disabilities  of  the  feet,  and  (4) 
amputations. 

In  nerve  cases  appliances  are  used  for  the  treat- 
ment of  paralyzed  muscles.  Their  purpose  is  to  pre- 
vent even  momentary  over-stretching  of  paralyzed 
muscles  in  cases  in  which  the  return  of  function  may 
be  expected,  to  prevent  or  correct  deformity  caused 
by  contraction  of  the  unparalyzed  opposing  mus- 
cles, and  to  hold  the  limb  in  the  best  position  for 
function. 

The  disabilities  of  the  joints  that  lend  themselves 
to  treatment  by  appliances  fall  into  two  main 
classes. 

The  first  class  comprises  the  cases  in  which  there 
is  a  lack  of  stability  following  injury  to  the  ligaments 
or  bones  or  excision  of  a  joint.  The  second  class 
includes  cases  in  which  there  is  stiffness  of  a  joint, 
short  or  bony  ankylosis,  and  it  is  desired  to  increase 
movement.  This  stiffness  may  be  caused  by  fixa- 
tion of  the  muscles  above  by  a  large  scar—  a  condi- 
tion most  frequently  seen  following  wounds  of  the 
upper  arm  and  thigh  complicated  by  a  fracture— or 
by  adhesions  in  a  contraction  of  the  capsular  and 
other  ligaments  following  inflammation  or  prolonged 
fixation. 

Most  cases  of  foot  disability  due  to  military 
service  are  cases  of  weak  foot  or  flat  foot.  Varying 
degrees  of  this  condition  are  observed.  If  the  foot 
has  a  tendency  to  rotate  inward,  the  shoe  heel 
should  be  flanged  and  raised  ^  inch  on  the  inner 
side.  If  the  arch  of  the  foot  tends  to  break  and  flat- 
ten, it  should  be  supported  by  carrying  the  heel  of 
the  shoe  forward  about  ^  inch  on  the  inner  side. 

When  the  valgus  deformity  is  marked,  and  partic- 
ularly when  it  is  due  to  a  badly  united  fracture 
about  the  ankle,  an  ankle  brace  may  be  worn.  This 
consists  of  a  single  upright  bar  passing  up  the  outer 
side  of  the  leg  between  the  heel  of  the  shoe  and  a 
band  around  the  calf. 

A  second  large  class  of  cases  requiring  treatment 
by  modified  shoes  are  those  in  which  on  pressure  on 
the  sole  there  is  pain  over  the  heads  of  one  or  more 
of  the  metatarsal  bones.  Great  relief  may  be  ob- 
tained by  the  use  of  the  metatarsal  bar,  H  or  }4 
inch  thick  and  3/^  inch  wide  which  is  placed 
obliquely  across  the  bottom  of  the  sole,  parallel 
to,  and  well  behind,  the  line  of  the  heads  of  the 
metatarsal  bones. 

In  amputation  cases  there  is  always  a  certain 
amount  of  oedema  present  when  the  stump  first 
heals.  A  shrinking  of  the  stump  occurs  when  this 
subsides  and  the  muscles  waste.  Following  an 
amputation  of  the  lower  part  of  the  leg  a  peg-leg 
should  be  worn  as  soon  as  possible.  For  amputa- 
tions of  the  thigh,  the  standard  peg  consists  of  a  pad- 
ded ring  like  that  of  the  Thomas  splint  which  grips 
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the  stump  just  below  the  ischial  tuberosity  on  which 
all  the  weight  is  borne. 

The  tendency  in  the  manufacture  of  artificial 
arms  is  toward  simplicity  and  lightness.  For  work, 
in  cases  of  amputation  above  and  below  the  elbow, 
the  working  arm  is  used.  In  its  simplest  form  this 
consists  of  a  leather  bucket  for  the  stump  which  is 


kept  in  position  by  a  suitable  harness  and  is  fitted 
with  a  hook  at  it  s  end. 

Much  ingenuity  has  been  shown  in  devising 
special  terminal  appliances  for  artificial  arms. 
These  appliances  are  useful,  however,  only  to  those 
whose  work  consists  in  the  frequent  repetition  of  a 
single  act.  L.  C.  Donnelly. 


SURGERY  OF  THE  HEAD  AND  NECK 


HEAD 

Jefferson,  G.:  Gunshot  Injuries  of  the  Scalp,  with 
Special  Reference  to  the  Neurological  Signs 
Presented.  Brain,  919,  xlii,  93. 

Jefferson  records  the  clinical  histories  and  neuro- 
logical signs  presented  in  a  series  of  54  unselected 
cases  of  scalp  wounds  due  to  gunshot  injuries.  In 
none  of  these  cases  was  a  fracture  found  either  at 
operation  or  the  X-ray  examination  but  the  signs 
and  symptons  of  intracranial  disturbance  were 
present  in  all  but  5.  This  fact  demonstrates  the 
well-known  resilience  of  the  cranial  capsule  which 
permits  distortion  to  a  degree  sufficient  to  injure  the 
subjacent  brain  without  serious  injury  to  the  cal- 
varium. 

Jefferson  divides  the  cases  into  two  classes,  the 
first  including  those  in  which  there  are  signs  of  a 
general  or  concussional  nature,  the  second,  those  in 
which  a  local  cerebral  contusion  can  be  detected  as 
well.  It  is  notoriously  difficult  to  establishadi  a  gnosis 
when  the  wound  overlies  a  silent  area,  but  about  44 
per  cent  of  this  series  gave  evidence  of  localized 
injury. 

Of  the  general  signs  observed  headache  was  the 
most  frequent.  This  was  "fixed, "  and  in  45  per  cent 
of  the  cases  severest  in  the  region  below  the  wound. 
Usually,  however,  it  resolved  into  a  frontal  ache 
which  was  worst  in  the  evenings.  Nausea  and 
vomiting  occurred  in  a  number  of  cases,  but  next  to 
headache  an  increase  in  the  tendon- jerks  was  the 
most  common  sign.  The  arm  was  less  often  affected 
in  this  way  than  the  leg,  and  then  only  in  the  more 
severe  cases.  A  few  beats  of  ankle  clonus  present 
on  one  side  only  may  be  a  valuable  sign. 

A  series  of  13  contusions  of  the  motor  cortex  are 
analyzed  which  are  interesting  because  it  is  only  in 
non-peifetrating  wounds  such  as  these  that  one  can 
be  sure  that  the  injury  is  limited  to  the  cortex  itself 
and  that  there  is  no  disruption  of  the  subcortical  fi- 
bers. The  fact  that  most  of  the  localizing  signs 
rapidly  cleared  up  without  residual  palsy  or  anaes- 
thesia seems  to  show  that  the  pathologic  anatomy  of 
these  contusional  cases  is  little  more  than  a  cortico- 
meningeal  haemorrhage,  although  it  is  known 
that  a  superficial  disorganization  may  occur  beneath 
an  intact  skull.  The  common  motor  syndrome  was 
a  face-hand  palsy,  the  elbow  and  shoulder  being 
spared.  When  the  wound  was  on  the  left  side,  a 
motor  aphasia  was  added.    Two  interesting  examples 


of  contusion  of  the  parietal  field  with  pseudoradicular 
anaesthesia  of  the  hand  and  forearm  are  described. 
In  3  cases  there  were  Jacksonian  fits.  In  i  of  these 
an  extradural  clot  was  found,  the  calvarium  being 
uninjured.  The  other  2  were  controlled  by  lumbar 
puncture  and  large  doses  of  bromide.  Reference  is 
made  to  the  protracted  nature  of  some  of  the  fits 
seen  in  head  injuries,  and  the  relationship  of 
Kozhevnikov's  syndrome.  Contralateral  motor 
injury  was  noted  in  4  cases. 

Of  4  contusions  of  the  visual  cortex  there  was  a 
persistent  scotoma  in  only  i .  In  injuries  of  the  area 
striata  nothing  may  remain  at  the  end  of  a  week  or 
ten  days  of  what  was  at  one  time  a  definite  clinical 
entity. 

Jefferson  concludes  that  cerebral  injury  in  the  so- 
called  "simple"  scalp  wounds  is  far  more  common 
than  is  generally  believed.  Careful  neurological 
examinations  are  rarely  carried  out  on  these  cases, 
and  the  brain  injury  is  usually  overlooked.  A  moral 
may  be  drawn  from  these  findings  with  regard  to 
the  assessment  of  pensions,  for  while  the  injury  to 
the  hairy  scalp  may  have  been  in  itself  a  trivial 
thing,  the  brain  may  have  suffered  an  injury  of  no 
little  moment,  and  this  possibility  must  be  given 
full  consideration  in  the  medical  discussion  of  such 
injuries. 

Wilensky,  A.  O.:  Fracture  of  the  Skull  and  Its 
Neurological  Manifestations.  Ann.  Surg.,  1919, 
Ixx,  404. 

Wilensky  reviews  75  cases  of  fracture  of  the  skull 
studied  at  the  Mt.  Sinai  Hospital.  The  greatest 
number  occurred  in  children  and  involved  the 
parietal  region  of  the  skull.  The  range  of  variation 
of  symptoms  was  very  wide.  Vomiting  was  very 
frequent  and  usually  occurred  within  a  few  minutes 
of  the  injury,  but  was  rarely  repeated  to  any  great 
extent  and  did  not  last  longer  than  the  first  twenty- 
four  hours.  Headache  was  nearly  always  present 
and  as  a  rule  of  a  diffuse  variety.  Dizziness  was  un- 
usual. 

Loss  of  consciousness  was  a  fairly  constant  symp- 
tom and  corresponded  to  the  presence  and  degree  of 
concussion  and  compression,  or  of  both,  either  co- 
existing or  succeeding  one  another.  Consciousness 
was  recovered  very  quickly,  or  more  slowly,  or  only 
temporarily  to  pass  into  a  deeper  stupor  or  coma. 
A  deep  coma  or  stupor  with  stertorous  breathing 
and  with  beginning  involvement  of  the  circulation 
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is  a  matter  of  grave  concern  since  it  indicates  dis- 
turbances in  the  vital  medullary  centers. 

It  was  not  unusual  to  observe  abnormal  neurologi- 
cal phenomena  in  cases  in  which  originally  a  fracture 
was  not  suspected  but  was  demonstrated  subse- 
quently by  routine  X-ray  examination ;  also  in  patients 
with  quickly  disappearing  symptoms.  All  such 
patients  recovered  their  normal  neurological  status. 

Those  who  showed  some  abnormality  of  the 
normal  neurological  status  showed  effects  seemingly 
related  to  the  pathology  present  in  the  involved  area. 
Transient  symptoms  were  associated  with  localized 
compressions  due  to  bone  depression  or  blood  clot,  or 
temporary  disturbances  in  the  circulation,  especi- 
ally on  the  venous  side.  More  lasting  or  permanent 
disturbances  followed  disorganization  of  brain  tissue 
due  to  the  provocative  trauma,  changes  in  the  blood 
supply,  division  of  major  nerve  trunks,  or  unrelieved 
conditions  such  as  depressions,  blood  clots,  etc.. 
which  may  result  in  permanent  pathologic  conditions. 

In  the  absence  of  any  other  evidence  of  a  focal 
lesion,  abnormalities  of  the  reflexes  had  no  definite 
bearing  in  the  total  clinical  pictures  especially  from 
a  therapeutic  point  of  view,  and  under  conservative 
forms  of  treatment  the  patients  recovered.  Bilateral 
deviation  of  the  eyes  was  observed  n  patients  with 
fractures  in  the  parietal  portions  of  the  skull. 
Nystagmus  occurred  in  those  who  later  developed 
meningitis  and  those  who  had  a  fracture  of  the 
mastoid  with  involvement  of  the  labyrinth.  Be- 
ginning choked  disk  is  a  very  important  symptom, 
and  eye-ground  examinations  should  be  made  early. 

Conservative  and  expectant  methods  of  treat- 
ment yield  the  best  results  but  operation  is  impera- 
tive in  every  case  showing  the  signs  of  an  advancing 
intracranial  pressure  and  should  be  done  before  there 
is  evidence  of  medullary  involvement.  Irritative  or 
paralytic  focal  symptoms  pointing  to  pressure  upon 
or  disorganization  of  definite  cortical  areas  are  most 
important  indications  for  operative  interference. 
For  isolated  or  irregular  disturbances  of  neurological 
function  conservative  forms  of  treatment  will  yield 
the  best  results.  H.  A.  McKnight. 

Guillain,  G. :  The  Meningeal  Hsemorrhages  Follow- 
ing Non-Penetrating  Wounds  and  Contusions 
of  the  Cranium  (Les  hemorrhagies  meningees 
cons6cutives  aux  plaies  non-pen6trantes  et  aux 
contusions  du  crAne).  Arch.  med.  beiges,  1919, 
Ixxii,  237. 

Guillain  gives  13  clinical  histories  of  cases  of 
meningeal  haemorrhages  following  wounds  which 
were  observed  in  the  army. 

Meningeal  haemorrhage  following  cranial  con- 
tusions may  result  in  the  formation  of  a  subdural 
haematoma  which,  according  to  its  situation,  may 
cause  blindness,  hemianopsia,  aphasia,  motor  defi- 
ciency, etc. 

Under  such  circumstances  the  author  believes  it 
an  error  to  open  the  dura  and  evacuate  the  haematoma 
as  the  latter  may  become  resorbed  either  spontane- 
ously or  following  a  simple  lumbar  puncture.    When 


the  cerebral  oedema  is  relieved,  normal  function  is 
resumed.  Exploratory  trepanation  and  opening  of 
the  dura  are  not  without  danger.  Moreover,  in 
cases  of  meningeal  ha;morrhage  only  local  anaesthesia 
should  be  used  as  the  vasodilation  caused  by  general 
anaesthesia  may  increase  the  haemorrhage  or  induce 
fresh  bleeding.  The  only  fatality  in  the  author's 
cases  was  probably  due  to  this  cause. 

Lumbar  puncture  should  never  be  done  in  the 
beginning  of  a  meningeal  haemorrhage  as  the 
depression  due  to  the  withdrawal  of  the  fluid 
may  displace  as  obstructing  clot  and  thus  be  the 
indirect  cause  of  further  haemorrhage.  When  done 
later,  however,  it  has  an  evident  therapeutic  value 
either  because  it  diminishes  the  hypertension  of  the 
cerebrospinal  fluid  or  evacuates  the  toxic  products 
of  haemolysis.  W.  A.  Brennan. 

Barany,    R.:    Primary    Suture  of  Brain    Wounds 

(Ueber  die  Primaersutur  der  Hirnverletzungen). 
XII  Versamml.  d.  nord.  chirurg.  Verein,  Kristiania, 
1919,  July. 

During  the  war  Barany  several  times  reported 
and  recommended  the  treatment  of  brain  injuries  by 
excision  and  complete  suture  of  the  wound. 

The  method  at  first  met  with  considerable  op- 
position, but  many  of  those  who  at  first  severely 
criticized  it  now  strongly  advocate  it.  Barany  first 
recommended  this  primary  excision  and  suture  in 
gunshot  injuries  of  the  brain  in  191 5  when  he 
lectured  at  Przemysl.  Since  then  many  articles 
have  appeared  in  English  and  French  literature  by 
others  who  adopted  the  method  independently. 

W.  A.  Brennan. 

Dandy,  W.  E.:  Roentgenography  of  the  Brain 
after  the  Injection  of  Air  into  the  Spinal 
Canal.   Ann.  Surg.,  1919,  Ixx,  397. 

With  the  exception  of  the  point  at  which  it  is  done, 
the  injection  of  air  into  the  spinal  column  is  very 
similar  to  the  injection  of  air  into  the  ventricles  of 
the  brain  as  described  in  the  Annals  of  Surgery  for 
July,  1918,  and  the  Bulletin  of  the  Johns  Hopkins 
Hospital  for  February,  igiq. 

On  introducing  air  into  the  ventricles  of  the  brain 
it  was  found  that  some  of  it  passed  into  the  sub- 
arachnoid space  and  was  distributed  to  its  various 
branches,  but  the  amount  that  passed  through  and 
the  time  of  its  appearance  in  the  subarachnoid  space 
was  capricious.  The  idea  of  introducing  air  into  the 
spinal  canal  to  obtain  a  complete  injection  of  the 
subarachnoid  was  then  conceived.  It  proved  to  be  of 
very  practical  value  in  8  cases  and  has  been  the  means 
of  diagnosing  a  tumor  of  the  mid-brain  which  had 
previously  escaped  localization  by  all  other  methods. 
It  has  also  graphically  defined  the  cause  of  communi- 
cating hydrocephalus.  The  air  injected  into  the 
spinal  canal  passed  into  the  cistern  as  where  a 
mechanical  block  prevented  it  from  reaching  the 
subarachnoid  space  over  the  cerebral  hemispheres. 
In  another  case  of  hydrocephalus  it  was  possible  by 
this  means  to  determine  the  patency  of  the  foramen 
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of  Magendie  which  was  obstructed,  due  to  adhesions 
at  the  base. 

While  the  procedure  has  been  without  deleterious 
effect,  it  is  attended  with  risk  and  is  advocated  only 
when  it  can  be  applied  by  a  competent  surgeon  and 
the  patient  can  be  kept  under  careful  observation 
afterward. 

The  author  regards  the  method  as  of  the  greatest 
importance  in  the  diagnosis  of  obscure  intracranial 
lesions.  In  the  roentgenogram  the  cistema  magna, 
cistema  pontis,  cisterna  chiasmatica,  and  cistema 
interpeduncularis  can  be  freely  made  out.  A  re- 
markable feature  is  the  clear  picture  of  the  spinal 
cord  surrounded  by  a  column  of  air.  It  is  anticipated 
that  this  may  be  of  use  in  the  diagnosis  and  localiza- 
tion of  spinal-cord  lesions. 

Maxted,  G.:  A  Case  of  Malignant  Disease  of  the 
Pituitary  Body,  with  Comments.  Proc.  Roy. 
Soc.  Med.,  Lond.,  1919,  xii,  Sect.  Ophth.,  42. 

The  case  reported  was  that  of  an  English  soldier, 
25  years  of  age,  whose  symptoms  were  epistaxis 
and  diplopia  followed  by  headache  mainly  over 
the  vertex.  Spinal  puncture  revealed  increased 
intracranial  pressure  although  at  no  time  was  there 
any  hyperaemia  of  the  disks.  In  a  late  stage  both 
disks  were  atrophic.  To  the  last  the  central  vision 
was  not  greatly  impaired  though  the  fields  showed  a 
bitemporal  hemianopia.  The  diagnosis  was  not 
made  until  six  months  after  the  patient  entered 
the  hospital  and  about  fifteen  months  after  the 
first  symptoms.  The  nature  of  the  condition  was 
then  discovered  only  accidentally  in  an  exploratory 
operation  on  the  sphenoidal  sinus.  Three  months 
afterward  radium  was  inserted  into  the  sinus  but 
five  days  later  the  patient  suddenly  became  delirious, 
collapsed,  and  died. 

At  autopsy  a  large  mass,  reported  to  be  a  car- 
cinoma which  had  undergone  cystic  degeneration, 
was  found  compressing  the  optic  chiasm  and  involving 
the  third  and  sixth  nerves.  It  had  also  eroded  the 
bony  structure  of  the  sella. 

The  insertion  of  radium  into  the  tumor  was 
disastrous  as  it  caused  softening  and  necrosis  of 
the  growth,  while  the  resulting  haemorrhage  was 
responsible  for  a  more  or  less  sudden  rise  of  the 
intracranial  pressure  which  was  rapidly  fatal.  The 
only  sign  of  interference  with  the  secretions  of  the 
pituitary  gland  were  drowziness,  a  slow  pulse^  and 
a  subnormal  temperature.  T.  D.  Allen. 

Adson,  A.  W. :  Cutting  the  Sensory  Root  of  the 
Gasserian  Ganglion  for  the  Relief  of  Trifacial 
Neuralgia.   Surg.,  Gynec.  6*  Obst.,  1919,  xxix,  334. 

The  author  believes  that  patients  suffering  with 
trifacial  neuralgia  have  a  very  definite  symptoma- 
tology and  that  the  treatment  should  follow  one  of 
three  courses: 

I.  An  alcohol  injection  into  the  peripheral 
branches.  This  is  indicated  only  at  the  onset  of  the 
neuralgia  in  feeble  patients  who  are  poor  operative 
risks  and  in  those  who  are  being  prepared  for  the 


radical  operation.  While  it  is  merely  a  palliative 
measure,  the  average  time  of  relief  afforded  is  nine 
months. 

2,  Avulsion  of  the  peripheral  branches.  This 
may  be  resorted  to  in  some  instances,  but  is  also 
a  palliative  procedure,  the  average  time  of  relief 
afforded  being  eight  months.  It  is  more  difficult  to 
repeat  than  the  alcohol  injection. 

3.  Physiological  extirpation  of  the  ganglion 
or  division  of  the  posterior  root.  While  avulsion  of 
the  posterior  root  relieves  the  pain  permanently,  it 
is  occasionally  attended  with  two  serious  complica- 
tions, i.e.,  paralysis  of  the  seventh  cranial  nerve 
due  to  trauma  at  the  exit  of  the  root  from  the  pons, 
and  trophic  interstitial  keratitis  due  to  injury  of 
the  inner  portion  of  the  gasserian  ganglion  supplying 
the  ophthalmic  branch. 

The  technique  of  extirpating  the  ganglion  em- 
ployed by  the  author  differs  from  the  usual  tech- 
nique in  that  the  dura  propria  covering  the  ganglion 
is  not  divided  except  over  the  posterior  root  and 
the  ganglion  is  not  exposed  during  the  dissection 
except  at  the  posterior  margin;  the  posterior  root 
is  cut  with  a  guillotine  knife  on  the  crest  of  the 
petrous  bone  and  a  small  pledget  of  muscle  is 
inserted  into  the  dural  foramen,  the  proximal  end  of 
the  posterior  root  being  pushed  back  into  the 
posterior  fossa.  This  technique  avoids  injury  to 
the  pons  and  ganglion,  particularly  the  portion 
supplying  the  ophthalmic  branch,  prevents  paralysis 
of  the  seventh  cranial  nerve,  and  markedly  dim- 
inishes the  frequency  of  trophic  interstitial  keratitis. 

Bloodgood,  J.  C:   Scar-Tissue  Tumors  Occurring 
on  the  Mucous  Membrane  of  the  Lower  Lip. 

Surg.,  Gynec.  6*  Obst.,  1919,  xxix,  340. 

Benign  scar-tissue  tumors  of  the  lower  lip  are 
keloid  and  not  unlike  ossifying  myositis.  They 
follow  usually  the  removal  of  a  small  mucous- 
membrane  or  subepidermal  tumor,  appearing  as  an 
induration  in  the  scar  and  manifesting  themselves 
by  a  sensation  of  tension,  discomfort,  and  inter- 
mittent swelling.  Section  shows  a  hypertrophied 
epidermis,  cellular  scar  tissue,  and  mucous  glands 
surrounded  and  invaded  by  granulation  tissue. 

These  tumors  may  be  mistaken  for  malignancy, 
and  may  be  operated  upon  and  re-operated  upon 
only  to  recur.  The  treatment  is  absolute  non-inter- 
ference and  the  ultimate  prognosis  complete  re- 
covery. In  one  of  the  author's  cases,  however,  it 
was  eighteen  months  before  any  improvement  was 
noted  in  the  symptoms. 

The  most  common  tumor  on  the  mucous  mem- 
brane of  the  lower  lip  is  a  cyst  of  the  labial  glands. 
Not  infrequently  these  little  tumors  are  removed 
under  a  diagnosis  of  carcinoma.  Primary  carcinoma 
of  the  mucous  membrane  of  the  lower  lip  is  rare 
and  usually  occurs  at  the  mucocutaneous  border. 
Local  recurrence  after  excision  is  uncommon. 

Following  the  report  of  his  experience  with  six 
cases  of  scar-tissue  tumors  which  had  been  repeated- 
ly operated  upon,  the  author  emphasizes  the  im- 
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portance  of  subjecting  even  the  most  innocent 
lesion  to  a  microscopic  examination  and  preserving 
the  sections  and  some  of  the  tissue  for  future  study. 

K.  L.  Vehe. 

McGee,  R.  P.:  The  Maxillofacial  Surgeon  in  a 
Mobile  Hospital.  J .  Am.  M.  Ass.,  1919,  Ixxiii, 
1114. 

In  Mobile  Hospital  No.  i  many  patients  were 
received  as  early  as  two  hours  after  the  receipt  of 
the  injury.  Nearly  all  were  suffering  from  shock 
and  many  were  in  a  state  of  coma.  When  a  fracture 
of  the  jaw  was  followed  by  shock,  the  patient  re- 
covered from  the  latter  as  soon  as  the  jaw  was  set, 
due  to  the  fact  that  it  was  usually  brought  about 
by  respiratory  obstruction. 

The  first  thing  to  be  done  in  cases  of  maxillofacial 
injuries  was  to  determine  the  depth  and  shape  of  the 
wound  and  whether  there  was  loss  of  tissue.  The 
control  of  hasmorrhage  was  not  so  difficult  in  these 
fresh  wounds  as  later  in  older  wounds.  Secondary 
haemorrhage  caused  little  trouble.  When  the  parotid 
gland  and  Stenson's  duct  were  injured,  the  exposed 
portion  of  the  duct  or  gland  was  picked  up  with 
sutures  and  carried  to  the  inside  of  the  mouth  before 
the  face  wound  was  closed.  A  fistula  would  then 
follow  the  suture  line  and  open  into  the  mouth. 
Tracheotomy  was  avoided  when  possible. 

In  several  cases  there  were  double  fractures  of  the 
ramus  near  the  condyles  which  traversed  the  soft 
palate.  In  this  type  of  injury  the  jaw  drops  back 
and  downward,  interfering  with  respiration.  If 
the  jaw  is  set  with  the  mouth  closed,  the  swelling 
of  the  soft  palate  will  stop  respiration  completely. 
It  is  therefore  necessary  to  splint  the  mandible  with 
the  mouth  open  and  the  jaw  thrown  considerably 
forward.  This  was  accomplished  by  means  of  a 
splint  made  with  tongue  depressors  and  orthodontic 
wire.  Death  follows  this  type  of  injury  unless  treat- 
ment is  given  early.  The  patients  are  brought  in 
sitting  up,  very  apprehensive,  and  experiencing  the 
greatest  difficulty  in  breathing.  Those  who  become 
unconscious  usually  die. 

In  fractures  of  the  maxilla,  complete  or  partial 
and  complicated  or  not  with  fracture  of  the  mandible, 
the  best  early  treatment  is  the  application  of  the 
open  bite  splint,  such  as  that  furnished  the  United 
States  troops,  or  the  Kingsley  type  used  by  the 
New  Zealand  troops.  The  author  believes  the 
Kingsley  type  is  the  best.  All  chin  bandages  are 
very  unsatisfactory. 

Union  usually  takes  place  in  fractures  of  the 
maxilla  much  more  promptly  than  in  fractures  of 
the  mandible.  Abscessed  teeth  or  teeth  that  were 
actually  loosened  in  the  line  of  fracture  were  always 
removed.  Incisions  were  usually  unnecessary  as  the 
wound  of  entry  and  the  natural  opening  of  the 
mouth  afiforded  good  access  and  drainage.  In 
some  cases,  however,  stab  wounds  under  the  margin 
of  the  mandible  were  necessary  for  drainage. 

Every  fractured  jaw  should  be  drained  at  the 
point   of  fracture.     The  splint   made  from  ortho- 


Emergency  splint  applied,  jaw  thrown  forward  and 
mouth  held  open. 

dontic  wire  was  as  a  rule  easily  applied  without  the 
use  of  a  general  anaesthetic.  When  an  anaesthetic 
was  necessary  the  splint  was  not  applied  until  ail 
danger  of  emesis  was  passed. 

When  jaw  fractures  are  complicated  by  face 
wounds  the  fracture  should  be  splinted  before  the 
facial  wound  is  repaired.  All  tissue  with  sufficient 
vitality  to  live  should  be  preserved.  As  contraction 
of  the  muscles  of  expression  draws  the  lacerated 
tissues  from  their  natural  position,  great  care  must 
be  used  in  approximating  the  parts.  The  mucous 
membrane  should  be  brought  together  before  the 
cutaneous  surface  is  sutured.  Tension  sutures 
should  be  used  in  all  extensive  injuries. 

When  the  nose  is  injured  it  should  be  repaired  at 
once,  and  if  there  is  a  loss  of  bone,  a  modeling  com- 
pound splint  should  be  used  to  prevent  cicatricial 
displacement.  The  mouth  should  be  cleaned  hourly 
with  warm  salt  solution.  Five  per  cent  eusol  solu- 
tion is  also  very  effective.  As  little  dressing  as 
possible  should  be  applied  to  wounds  on  the  surface 
of  the  face.  In  the  cases  reported  wounds  of  the 
tongue  were  numerous  but  easy  to  repair.  Local 
anaesthesia  induced  with  procaine  was  used  fre- 
quently and  with  good  results.  Drainage  should  be 
thorough.  I.  W.  Bach. 

Dameron,  E.  P.:   Infected  Fractures  of  the  Maxil- 
lae. /.  Am.  M.  Ass.,  1919,  Ixxiii,  1273. 

The  fractures  observed  ranged  from  simple  frac- 
tures to  those  associated  with  great  loss  of  bony 
substance  and  the  enveloping  flesh.  In  some  cases 
bone  grafting  was  necessary.     The  grafting  of  bone 
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too  early  after  the  healing  of  the  wound  is  to  be 
avoided  because  of  the  danger  from  latent  infection 
in  closed  wounds  which,  if  aroused,  may  mean  the 
loss  of  the  graft. 

A  large  percentage  of  the  cases  presented  sinuses, 
external  and  internal.  These  were  irrigated  with 
physiological  sodium  chloride  solution  or  Dakin's 
solution.  Fractures  of  the  maxilla  rarely  exhibited 
pus-discharging  sinuses  but  in  those  of  the  mandible 
the  infection  was  greater.  When  anatomical- 
ly possible  it  is  best  to  remove  the  infection  by 
surgical  operation. 

Loose  bone  should  not  be  removed  from  the  site 
of  the  fracture  if  there  is  the  slightest  attachment 
to  the  tissues  as  it  may  act  as  a  matrix  for  new 
bone  formation  even  though  some  of  it  may 
be  thrown  off  later.  Disease  of  the  bone  above 
the  mylohyoid  ridge  finds  expression  in  the  oral 
cavity  and  below  the  ridge  in  the  soft  tissues  and 
glands  of  the  neck.  As  a  rule,  when  foreign  bodies, 
bone  sequestra,  etc.,  are  removed,  quick  union 
results. 

Wiring  the  necks  of  teeth  and  tying  the  ends  of 
these  wires  to  those  of  others  attached  to  opposing 
teeth  should  be  done  only  as  a  temporary  measure. 
Loose  teeth  should  be  removed  as  the  pulp  dies. 
Removal  of  loose  teeth  in  or  adjacent  to  the  line 
of  fracture  results  in  rapid  union. 

Roentgenograms  are  insufficient  to  determine 
the  true  condition,  drilling  of  the  teeth  being  often 
necessary.  Bone  sequestra  usually  exfoliate;  teeth 
rarely  do.   The  article  contains  7  brief  case  reports. 

C.  R.  Steinke. 

Hoshino,  T.:  An  Operation  for  the  Preservation 
of  the  Mucoperiosteum  in  Resection  of  a 
Portion  of  the  Maxilla.  Ann.  Otol.,  Rhinol.  &• 
Laryngol.,  1919,  xxviii,  479. 

The  technique  used  by  the  author  to  prevent 
a  communication  between  the  mouth  and  nasal 
cavity  following  resection  of  the  palatal  portions 
of  the  maxilla  was  as  follows: 

The  operation  was  performed  under  local  anaes- 
thesia and  with  the  patient  in  the  sitting  position. 
The  left  external  carotid  artery  having  been  ligated, 
a  transverse  incision  was  made  across  the  alveolar 
process  of  the  maxillae  down  to  the  bone  and  the 
periosteum  elevated  to  expose  the  field  of  operation. 
Since  the  nasal  cavity  was  not  invaded  by  the  tumor, 
the  periosteum  was  merely  lifted  from  the  floor  and 
lateral  wall  of  the  left  nasal  cavity  with  a  periosteal 
elevator.  The  instrument  was  placed  beneath  the 
mucoperiosteum  at  the  edge  of  the  apertura  nasi. 
The  tumor  was  then  chiseled  away  from  the  healthy 
bone,  only  the  mucoperiosteum  from  the  floor  and 
lateral  wall  of  the  nasal  cavity  being  left.  It  was 
necessary  also  to  remove  the  anterior  part  of  the 
alveolar  process  from  the  incisor  tooth  on  the  right 
side  to  the  first  molar  tooth  on  the  left  side,  the 
anterior  half  of  the  hard  palate,  and  one-third  of 
the  median  wall  of  the  antrum  of  Highmore.  The 
mucosa  of  the  sinus,  however,  was  not  disturbed. 


The  next  step  consisted  in  loosening  the  raucous 
membrane  on  the  remaining  jwrtion  of  the  hard 
palate  and  the  upper  lip,  and  approximating  them 
to  the  edges  of  the  wound.  There  then  remained 
only  a  small  wound  in  the  roof  of  the  mouth  to  heal 
by  granulation  from  the  surrounding  edges  of  the 
muco.sa  and  the  nasal  cavity  was  covered  entirely 
by  the  mucoperiosteum. 

The  patient  recovered  in  sixteen  days  without  any 
complication.  When  the  wound  had  healed  the 
roof  of  the  mouth  and  the  nasal  cavity  were  separat- 
ed by  mucous  membrane  and  intervening  soft 
tissues.  The  patient  is  now  able  to  talk  and 
food  does  not  pass  into  the  nares.       O.  M.  Rott. 

Powers,  C.  A. :  Phases  of  War  Surgery — Bone  Trans- 
plants from  the  Tibia  to  the  Lower  Jaw  for 
Loss  of  Substance.  Ann.  Surg.,  1919,  Ixx,  476. 

Powers  performed  11  transplantations  of  bone 
from  the  tibia  to  the  lower  jaw  at  the  American 
Hospital  at  Neuilly,  France.  Of  these  1 1  operations, 
8  (73  per  cent)  were  fully  successful,  and  3  (27 
per  cent)  complete  failures.  In  i  (9  per  cent)  the 
final  result  was  undetermined,  but  probably  a 
success.  On  dividing  these  11  cases  into  classes  by 
years,  it  was  found  that  in  the  5  operated  upon  in 
1916  the  results  were  successful  in  2  (40  per  cent) 
and  unsuccessful  in  3  (60  per  cent),  while  in  the  6 
cases  operated  upon  in  191 7  after  wider  experience 
the  outcome  was  fully  successful  (solid  bony  union, 
good  mastication,  excellent  approximation  of  the 
dental  arcades)  in  5  (83  per  cent) ,  and  undetermined 
but  probably  successful  in  i  (17  per  cent). 

The  operation  is  difficult  because  of  the  prox- 
imity of  the  operative  field  to  the  mouth  and 
nose.  The  slightest  infection  is  practically  always 
fatal  to  success. 

Tainter,  F.  J. :  Ununited  Fractures  of  the  Mandible 
Treated  by  Bone  Graft.    Preliminary  Report. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  1271. 

In  this  type  of  fracture  non-touch  or  "knife  and 
fork"  surgery  is  most  carefully  carried  out.  A 
description  of  the  Cole  pedicled  bone  graft  technique 
is  given  as  follows: 

A  piece  of  the  mandible  about  }i  inch  wide  is 
removed  with  the  electric  saw,  leaving  attached 
muscle  and  facial  tissue  which  includes  the  platysma 
myoides  and  usually  most  or  all  of  one  or  two  of  the 
anterior  bellies  of  the  digastric  muscle.  This  graft 
is  then  shifted  across  the  gap  and  wired  firmly  to  the 
anterior  and  posterior  fragments.  The  article 
contains  illustrations  of  the  operation. . 

The  standardized  splint  was  termed  by  Bubb  a 
"modified  detachable  Gunning."  In  aU  of  the 
cases  reported  the  open  bite  splint  was  used. 
Plastic  operations  on  the  mouth  should  always  be 
performed  in  the  open  bite.  Invariably  all  plastic 
reparation  was  done  first. 

When  it  was  deemed  necessary  to  thicken  the 
walls  so  as  to  make  a  proper  bed  for  the  graft, 
decalcified  bone  was  introduced  beneath  the  skin 
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after  it  had  been  undermined.  In  edentulous  cases 
a  circumferential  wire  was  placed  around  the  body 
or  ramus  of  the  mandible  and  fastened  to  the  splint. 
Intratracheal  anaesthesia  was  always  preferred. 
The  marked  and  uniform  difTerence  between  a  free 
and  a  pcdicled  graft  proved  that  the  pediclcd  graft 
is  superior  because  it  remains  alive  throughout  the 
process  of  repair  and  does  not  absorb. 

C.  R.  Steinke. 

Morestin,  H.:  The  Radical  Cure  of  Cancer  of  the 
Tongue  (La  cure  radicale  de  cancer  de  la  langue). 
J .  de  chir.,  Par.,  1919,  xv,  221. 

From  the  clinical  and  operative  examination  of 
patients  and  the  findings  obtained  by  autopsy  it  is 
evident  that  tongue  cancer  docs  not  become  general- 
ized, the  cases  being  few  in  which  true  metastases 
have  been  found.  The  growth  may  invade  the  cer- 
vical glands  but  does  not  progress  beyond  them. 

In  order  to  destroy  lingual  cancer  the  mere  ex- 
cision of  a  margin  around  the  visible  lesion, however, 
does  not  suffice;  one-half  of  the  organ  must  be 
sacrificed  when  the  neoplasm  is  as  yet  little  extended; 
all  the  horizontal  portion  of  the  tongue  when  the 
lesion  is  situated  at  the  tip;  and  the  entire  tongue  for 
a  cancer  straddled  on  both  halves.  Moreover,  the 
mucosa  between  the  tongue  and  the  gums  and  even 
the  subjacent  alveolar  part  of  the  jaw  must  be 
destroyed  if  there  is  the  least  sign  of  extension 
around  the  tongue.  The  lateral  half  of  the  tongue 
should  be  removed  from  the  level  of  the  hyoid  bone 
below  up  to  the  pharyngeal  wall. 

Therefore,  in  cases  of  common  unilateral  cancer  of 
the  tongue  situated  at  about  the  site  of  the  molars 
the  minimum  ablation  should  be:  the  corresponding 
half  of  the  tongue,  the  neighboring  floor  mucosa, 
the  pre-  and  subamygdaloid  mucosa,  the  anterior 
subhyoid  and  submaxillary  glands,  and  the  anterior 
and  posterior  carotid  glands  in  the  sternomastoid 
region.  It  would  be  more  prudent  still  to  add  to 
this  the  removal  of  the  glands  on  the  opposite  side. 

Morestin  describes  his  operative  technique  for 
dealing  with  the  common  type  of  unilateral  cancer 
in  great  detail,  the  text  being  well  illustrated  with 
14  clear  schematic  drawings.  As  a  route  of  access  he 
uses  a  three-branched  cervical  incision.  All  methods 
of  endobuccal  removal  of  a  lingual  cancer  are  in- 
adequate, the  cervical  route  being  the  only  one  that 
permits  a  methodical  operation. 

After  the  flaps  formed  by  the  incision  are  turned 
back,  the  technique  includes  the  dissection  of  the 
sternomastoid  muscle,  the  freeing  of  the  spinal 
nerve,  the  dissection  of  the  interna,l  jugular  vein, 
section  and  ligation  of  the  upper  thyroid  vein,  and  the 
exposure  of  the  neighboring  carotid  arteries,  veins, 
and  glands.  The  technique  leads  finally  to  the 
removal  en  bloc  of  the  cancerous  half  of  the  tongue 
and  the  submaxillary  and  contiguous  glands. 

As  regards  results,  Morestin  states  that  while 
there  are  some  recurrences,  many  cases  remain  free 
from  recurrence  after  periods  varying  from  one  to 
ten  years. 


After  removal  of  half  or  all  of  the  tongue,  speech 
difliculties  are  not  so  serious  as  might  be  expected; 
the  principal  difficulty  is  experienced  in  mastica- 
tion. W.  A.  Brennan, 

Sebileau,  P.:  Operative  Treatment  of  Flstulae  of 
Stenson's  Duct  (Traitcment  op6ratoire  dcs 
fistules  du  canal  de  St6non),  Bull,  el  mim.  Soc.  dc 
chir.  de  Par.,  1919,  xlv,  1220. 

In  the  course  of  his  war  experience  Sebileau  ob- 
served twelve  cases  of  fistula  of  Stenson's  duct.  He 
operated  upon  and  cured  all  but  one. 

As  they  come  to  the  surgeon  these  fistula?  may  be 
divided  into  three  classes.  In  the  first,  the  two  ends 
of  the  duct  can  be  found  on  dissection  and  re- 
united. In  the  second,  the  two  ends  of  the  duct  can 
be  found  but  cannot  be  reunited.  In  the  third,  the 
upper  end  of  the  duct  can  be  found  but  not  the  lower 
end. 

For  each  of  these  varieties  Sebileau  has  devised  a 
special  technique,  but  the  principle  underlying  all 
is  the  same,  viz.,  drainage  of  the  saliva  issuing  from 
the  upper  end  of  the  duct  toward  the  mouth  along 
threads  in  the  cheek.  The  orifice  is  first  opened  up 
and  the  upper  end  of  the  duct  is  found.  A  few  silk 
or  linen  threads  are  then  passed  through  the  parotid 
end  of  the  duct.  Each  thread  forms  a  loop  the  free 
ends  of  which  are  not  knotted  but  are  gathered  and 
passed  through  the  eye  of  a  stylet.  If  the  lower  end 
of  the  duct  is  found,  the  stylet  with  the  threads  is 
passed  through  it  and  the  two  portions  of  the  duct 
are  approximated  if  possible;  if  not  possible,  the 
threads  are  left  between  the  ends.  If  the  lower  end 
of  the  duct  is  not  found  a  small  opening  is  made  in 
the  mucosa  of  the  cheek  in  about  the  position  nor- 
mally occupied  by  the  orifice  of  the  duct  and  the 
stylet  with  the  threads  is  drawn  through  it.  In 
any  case  the  threads  are  drawn  through  the  mouth 
by  the  labial  commissura  and  fixed  to  the  cheek 
with  a  strip  of  adhesive  plaster.  All  fibrous  tissue 
in  the  vicinity  of  Stenson  's  duct  is  resected  and  the 
wound  in  the  cheek  is  sutured.  Ordinarily  there  is 
some  slight  inflammatory  reaction,  but  at  the  end  of 
two  or  three  weeks  the  fistula  is  cured.  Sebileau 
cannot  explain  the  mechanism  by  which  this  result 
is  obtained.  W.  A.  Brennan. 

Lankford,  A.:  The  Principles  Involved  in  Inter- 
changeable Interdental  Splints  with  Attach- 
ment for  Extrafacial  Tension  in  Maxillofacial 
Surgery.  Dental  Cosmos,  1919,  Ixi,  839. 

The  purposes  for  which  interchangeable  inter- 
dental splints  are  used  are  as  follows: 

1.  Prevention  of  contraction  and  distortion  of 
used  parts. 

2.  Relief  of  tension  from  sutures  after  plastic 
operations.  They  are  applicable  especially  in 
restoration  of  the  chin,  lip,  nose,  and  cheek. 

3.  Relief  of  tension  due  to  pressure  on  the  supra- 
orbital ridge  in  the  pedicles  of  flaps  turned  down  from 
the  forehead.  They  thus  prevent  obstruction  to 
vascularity  with  sloughing  and  loss  of  the  flap. 
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4.  To  lead  bone  fragments  of  the  mandible  into 
new  anterior  positions. 

To  sum  up,  this  type  of  appliance  may  be  applied 
where  and  whenever  extrafacial  pull  or  tension  will 
facilitate  the  operation  desired. 

M.  N.  Federspiel, 

NECK 

Loeb,  L.,  and  Hesselberg,  C:  Studies  on  Compen- 
satory Hypertrophy  of  the  Thyroid  Gland. 
II.  (a.)  Hypertrophy  in  Autotransplants  of 
the  Thyroid  Gland ;  (b.)  Does  a  Deficiency  in 
Orj^an  Function  Influence  the  Transplant- 
ability?  (c.)  Hypertrophy  in  Multiple  Trans- 
plants of  the  Thyroid  Gland.  J.  Med.  Research, 
1919,  xl,  265. 

After  autotransplantation  of  one  lobe  of  the 
thyroid,  mitoses  appeared  mainly  in  the  first  two 
weeks  following  transplantation;  some  of  these  mi- 
toses were  of  a  regenerative  character  while  others 
were  indicative  of  beginning  hypertrophy.  After 
autotransplantation  with  almost  complete  extirpa- 
tion of  both  lobes,  mitoses  seemed  to  be  more  fre- 
quent in  the  early  stages  of  hypertrophy,  at  the 
time  when  hypertrophy  was  being  established. 

In  remnants  as  well  as  in  autotransplants  three 
periods  differing  in  the  character  of  proliferation 
activity  were  distinguished:  the  period  of  regener- 
ative proliferation,  the  period  of  proliferation  due 
to  early  hypertrophy,  and  the  resting  period. 

The  frequency  of  hypertrophy  in  autotransplants 
and  in  remnants  was  similar.  The  earliest  period  at 
which  hypertrophy  was  found  was  eight  days  and 
eighteen  hours  after  operation,  when  it  was  ob- 
served in  a  transplant.  The  character  and  degree 
of  hypertrophy  were  almost  identical  in  the  auto- 
transplants and  remnants. 

In  the  autotransplants  the  appearance  of  phago- 
cytic cells  in  the  colloid  of  acini  and  the  coalescence 
of  neighboring  acini  were  more  frequent  than  in 
remnants. 

There  was  no  relation  between  the  ages  of  the 
animals  and  their  liability  to  acquire  compensatory 
hypertrophy  of  the  thyroid  gland  within  the  range 
observed.  In  pregnant  guinea  pigs  the  hypertrophy- 
was  very  weak. 

Autotransplants  of  thyroid  tissue  differed  from 
homotransplants  in  the  structure  of  the  central 
zone.  In  homotransplants  the  central  zone  con- 
sisted merely  of  fibrous  tissue  which  was  poorly 
vascularized,  while  in  autotransplants  the  central 
zone  was  made  up  of  a  peripheral  layer  of  myTcoid 
tissue  relatively  well  supplied  with  lymph  and  blood 
vessels  and  a  central  fibrous  nucleus.  The  auto- 
transplants differing  in  metabolism  from  the  homo- 
transplants  had  a  stimulating  effect  on  the  forma- 
tion of  blood  and  lymph  vessels  which  was  consider- 
ably greater  than  that  of  the  homotransplants. 
This  difference  in  the  effect  of  auto-  and  homo- 
transplants  was  independent  of  their  influence  on 
the  lymphocytes.  The  increased  vascularization  in 
autotransplants  led  to  the  formation  of  myxoid 


connective  tissue.  Blood  and  lymph  vessels  accom- 
panied by  fibroblasts  secondarily  penetrated  into 
the  central  fibrous  tissue  and  brought  about  its 
gradual  absorption.  Local  infection  as  well  as 
general  sickness  of  the  animal  interfere  with  the 
organizing  activity  of  fibroblasts,  and  particularly 
with  the  vascularization  of  the  area  to  be  organized. 

A  deficiency  in  functional  (metabolic)  activity  of 
thyroid  tissue  did  not  noticeably  influence  the  pro- 
cesses in  organization  and  vascularization  which  de- 
termine the  healing-in  and  preservation  of  the  graft. 

In  cases  of  multiple  transplantation  the  trans- 
planted lobes  of  thyroid  had  the  same  fate  as  the 
corresponding  tissue  in  cases  of  single  transplanta- 
tion under  otherwise  similar  conditions. 

The  success  of  the  transplantation  did  not  depend 
upon  supplying  a  physiological  need  of  the  organism. 
In  cases  in  which  a  physiological  need  had  been 
created,  as  evidenced  by  the  development  of  com- 
pensatory hypertrophy,  the  fate  of  the  graft  was  the 
same  as  in  other  cases  in  which  such  a  need  did  not 
exist.  G.  E.  Beilby. 

Thomson,  S.  C.:   Tranquil  Tracheotomy  by  In- 
jecting Cocaine  within  the  Windpipe.  /.  Am. 

M.  Ass.,  1919,  Ixxiii,  1032. 

Thomson  performs  a  tranquil  tracheotomy,  i.  e., 
a  tracheotomy  without  pain,  spasm,  or  coughing, 
by  injecting  cocaine  within  the  windpipe  in  the 
following  manner: 

"An  ordinary  hypodermic  syringe  is  charged 
with  about  20  drops  of  a  2.5  per  cent  solution  of 
cocaine.  As  soon  as  ever  the  tracheal  rings  are 
laid  bare  the  syringe  is  grasped,  as  one  does  a  pen, 
with  the  forefinger  about  i  inch  from  the  extremity 
of  the  needle,  and  with  this  the  windpipe  is  sharply 
stabbed  between  two  rings.  The  middle,  the  ring, 
and  the  Uttle  finger  of  the  operator's  right  hand  are 
resting  on  the  neck,  and  they  prevent  the  point 
from  penetrating  more  than  }4  ^o  }4  inch  within 
the  lumen  of  the  trachea.  The  cocaine  solution  is 
injected  into  the  cavity  of  the  windpipe,  from  5  to 
15  drops,  and  the  needle  is  sharply  withdrawn. 

"The  hquid  in  the  windpipe  at  once  gives  rise  to 
a  slight,  stuffy  cough.  It  causes  no  spasm  or  dis- 
tress, and  as  it  trickles  down  toward  the  region 
which  endoscopists  know  to  be  the  sensitive  spot 
of  this  area,  namely,  the  carina  at  the  bifurcation 
of  the  trachea,  this  tickling  cough  soon  ceases.  If 
there  is  no  great  urgency,  ten  minutes  should  be 
allowed  to  elapse,  the  time  being  occupied  by  clear- 
ing the  front  of  the  trachea,  checking  all  bleeding, 
preparing  the  tube,  and  so  forth.  At  the  end  of  that 
time  the  incision  can  be  made  into  the  trachea 
and  the  cannula  introduced  without  pain,  spasm, 
or  even  the  slightest  cough,  as  quietly  and  smoothly 
as  the  original  incision  through  the  skin.  The  calm 
with  which  this  proceeding  takes  place  is  in  striking 
contrast  with  the  agitated,  hurried,  and  often 
bloody  and  dangerous  operation  of  former  days. 

"In  children  a  i  per  cent  solution  and  5  drops 
would  be  sufficient."  O.  M.  Rott. 


GENERAL  SURGERY  —  SURGERY  OF  THE  CHEST 


91 


SURGERY  OF  THE  CHEST 


TRACHEA  AND  LUNGS 

Bull,  P.:  Further  Experiences  with  Extrapleural 
Thoracoplasty    in     Pulmonary    Tuberculosis 

(Weitcre  Erfahrungen  ueber  die  extraplcuralc  Thora- 
koplastik  bei  Lungentuberkulose).  XII  Versamml.  d. 
nord.  chirurg.  Verein,  Kristiania,  1919,  July. 

In  1916  Bull  reported  a  series  of  11  cases  of  uni- 
lateral pulmonary  tuberculosis  which  were  treated 
by  resection  of  the  ninth  and  tenth  ribs.  Since 
then,  26  new  cases  have  been  operated  upon' in  this 
manner.  In  the  first  series  there  were  3  deaths, 
and  in  the  second  series,  i  death.  The  considerable 
improvement  in  the  second  series  is  to  be  ascribed 
particularly  to  the  fact  that  in  these  cases  the  opera- 
tion was  performed  in  2  stages. 

The  first  stage  of  this  operation  is  always  done 
under  local  anaesthesia,  and  the  second  often  under 
general  anaesthesia,  especially  in  cases  in  which 
there  are  no  cavities.  As  a  rule  the  first  rib  is  re- 
sected. In  cases  of  bulging  cavities  Bull  recom- 
mends the  removal  of  from  120  to  130  centimeters 
or  perhaps  more. 

Cases  in  which  a  cavity  in  the  lung  apex  does  not 
collapse  after  the  second  treatment  are  treated  by 
intrathoracic  fat  transplantation.  A  long  incision 
having  been  made  in  the  axilla,  sloping  forward  and 
downward,  from  6  to  8  centimeters  of  the  third  and 
fourth  ribs  are  resected,  and  extrapleural  apicolysis 
of  the  lung  is  done.  The  fat  flap,  about  the  size  of 
the  palm  of  the  hand  or  the  whole  hand,  is  obtained 
from  the  abdomen  where  the  subcutaneous  fat  is 
especially  soft  and  pliable.  After  this  flap  is 
placed  in  position  the  wound  in  the  axilla  is  sutured 
in  three  layers  without  drainage. 

Of  the  37  patients  operated  upon  by  the  author 
4  died  following  the  operation;  8  died  later,  7  from 
tuberculosis  and  i  from  influenza;  7  are  still  alive 
with  symptoms  of  tuberculosis;  and  7  were  operated 
upon  such  a  short  time  ago  (less  than  a  year) 
that  the  final  results  cannot  be  stated.  Of  11 
who  may  be  considered  cured,  2  have  remained 
cured  for  five  years  and  i  for  three  years.  In  4  of 
these  cases  the  first  rib  was  removed,  in  6  the  sec- 
ond, and  in  i  the  third  rib.  W.  A.  Brennan. 

PHARYNX  AND  (ESOPHAGUS 

Moore,  I.:  Foreign  Bodies  in  the  (Esophagus  and 
Respiratory  Passages;  Remarks  on  the  Dan- 
gers Arising  from  Their  Impaction  and  Some 
Difficulties  Which  May  Be  Met  With  in  Their 
Removal;  A  Plea  for  the  Abolition  of  the 
Coin-Catcher,  the  Blind  Use  of  the  Bougie  and 
Probang,  and  Their  Replacement  by  the 
Direct  Endoscopic  Methods  of  Extraction. 
Lancet,  1919,  cxcvii,  566,  609. 

In  a  very  comprehensive,  well-illustrated  article 
Moore  points  out  the  dangers  incident  to  blind 
instrumentation    in    attempting    the    removal    of 


foreign  bodies  from  the  asophagus  and  respiratory 
passages.  Several  cases  are  cited  showing  disastrous 
results  following  the  use  of  such  instruments  as  the 
coin-catcher,  bougie,  and  probang.  A  strong  plea 
is  made  for  the  use  of  direct  endoscopic  methods  in 
removing  such  foreign  bodies.  It  is  shown  that  the 
mortality  in  these  cases  has  been  greatly  reduced 
by  the  use  of  the  direct  method  of  removal. 

The  author  calls  attention  to  the  fact  that  the 
X-ray  should  be  considered  only  as  an  accessory  in 
endoscopic  work  and  is  not  an  absolute  necessity. 
Many  foreign  bodies,  such  as  buttons  made  of 
vegetable  ivory  and  some  forms  of  vulcanite,  may 
not  be  revealed  by  the  X-rays. 

The  danger  from  perforation  of  foreign  bodies 
from  the  oesophagus  into  the  aorta  is  emphasized 
and  several  cases  are  cited.  While  it  is  not  known 
definitely  why  smooth  objects  in  some  instances 
cause  ulceration  and  perforation  and  in  others 
remain  harmless  and  symptomless,  a  septic  con- 
dition of  the  foreign  body,  alteration  in  the  secre- 
tions, and  the  chemical  composition  of  the  sub- 
stance impacted  may  be  the  determining  factors. 
The  removal  of  foreign  bodies  should  not  be  delayed. 
Owing  to  the  fact  that  bougies,  etc.,  are  not  so  fre- 
quently used  in  attempting  the  blind  removal  of 
foreign  bodies  from  the  respiratory  passages,  the 
prognosis  in  such  cases  is  much  better  than  in  cases 
of  foreign  bodies  in  the  oesophagus. 

A  series  of  37  cases  of  coins  in  the  air  passages  is 
reported.  Twenty-two  were  impacted  in  the  larynx, 
3  were  in  the  trachea,  and  12  in  a  bronchus.  Seven- 
teen were  coughed  up  (8  assisted  by  inversion) ,  and 
2  were  coughed  into  the  mouth,  swallowed,  and 
later  passed  per  anum.  Thyrofissure  was  performed 
in  I,  laryngotomy  in  2,  laryngotracheotomy  in  3. 
Laryngeal  forceps  were  used  in  6  cases.  In  3  cases 
the  coin  was  removed  by  peroral  endoscopy,  and  in 
2  instances  no  attempt  at  removal  was  made. 

Four  of  the  patients  died,  3  from  pulmonary 
tuberculosis  several  years  after  impaction  of  the 
coin,  and  i  from  apoplexy  following  tracheotomy. 
No  deaths  followed  inversion. 

No  statement  is  made  concerning  local  anaesthesia 
in  peroral  endoscopy,  but  chloroform  is  recom- 
mended when  a  general  anaesthetic  is  require* 

In  conclusion  the  author  again  urges  early  remov- 
al of  foreign  bodies  in  the  oesophagus  and  respira- 
tory passages  by  direct  endoscopy  and  states  that 
the  patient  is  not  free  from  danger  until  such  re- 
moval is  effected.  P.  P.  Vinson. 

MISCELLANEOUS 

Strauss,    S.    G.:    Malignant   Neoplasms    of    the 
Thymus  Gland.     N.  York  M.  J.,  1919,  ex,  646. 

The  author  reports  a  case  of  mediastinal  malig- 
nancy of  thymic  origin.    Postmortem  examination 
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showed  an  irregular  mass  about  5  centimeters 
square  in  the  superior  mediastinum  which  had  com- 
pletely obliterated  the  superior  vena  cava  and  in- 
vaded the  inter-auricular  septum. 

After  a  review  of  the  literature  and  a  discussion  of 
the  origin  of  the  thymus  gland  and  of  the  pathology 
and  classification  of  tumors  of  thymic  origin,  the 
author  draws  the  following  conclusions: 

1 .  The  thymus  is  entirely  an  entodermal  epit  helial 
structure. 

2.  Remnants  surely  persist  to  the  age  of  40  years 
and  probably  longer. 


3.  Malignant  neoplasms  arising  from  the  gland 
may  be  divided  into  sarcomata  and  carcinomata, 
but  only  if  one  adheres  to  the  morphological  classi- 
fication. 

4.  The  diagnosis  of  thymic  origin  may  be  made 
in  spite  of  the  absence  of  the  Hassal  corpuscles. 

5.  In  the  presence  of  mediastinal  new  growths,  the 
possibility  of  thymic  origin  must  be  considered  even 
the  cases  of  old  persons. 

6.  Sarcoma  is  more  frequent  than  carcinoma  in 
the  young,  and  carcinoma  more  frequent  than  sar- 
coma in  the  old.  K.  L.  Vehe. 


SURGERY  OF  THE  ABDOMEN 


ABDOMINAL  WALL  AND  PERITONEUM 

Hughes,  B. :  Acute  Diffuse  Peritonitis.  A  Series  of 
Twenty-One  Consecutive  Cases.  Brit.  M.  J., 
1919.11.  373- 

The  anatomy  of  the  peritoneum  is  briefly  re- 
viewed and  the  absorption  powers  of  the  peritoneum 
are  discussed.  Peritonitis  may  be  caused  either 
by  trauma  or  disease.  Once  infected,  the  peritoneum 
becomes  hyperaemic  and  pours  forth  an  exudate  into 
the  subperitoneal  tissues  around  the  infected  focus. 
This  is  followed  by  the  exudation  of  a  purulent 
fluid  into  the  neighboring  peritoneal  cavity.  On 
microscopic  examination  this  fluid  will  be  found 
to  contain  endothelial  cells  and  a  few  polymorpho- 
nuclear leucocytes  but  no  bacteria.  Cultures  may 
show  staphylococci  but  these  probably  come  from  the 
skin.  At  this  time  adhesions  are  being  formed  and 
there  is  an  arrest  of  peristalsis.  If  the  inflammatory 
focus  is  not  localized,  the  infection  will  be  dis- 
seminated throughout  the  peritoneal  cavity.  Peris- 
talsis is  the  chief  factor  in  the  dissemination  and  is 
often  stimulated  by  the  administration  of  an 
aperient.  The  fluid  exudate  first  formed  is  later 
converted  into  pus  which  is  enhanced  by  the  in- 
creasing intra-abdominal  tension  brought  about 
by  the  distension  of  the  intestines.  Plastic  ad- 
hesions are  a  good  sign  and  indicative  of  a  high 
degree  of  resistance.  If  pus  is  formed,  septic  ab- 
sorption takes  place  and  toxaemia  results. 

Abdominal  rigidity,  pain,  and  tenderness  are 
among  the  first  symptoms  of  peritonitis.  A  mass 
may  be  found  later.  As  the  condition  progresses, 
there  is  generalized  abdominal  tenderness  and 
rigidity,  and  distension  and  vomiting  begin.  Con- 
stipation is  absolute  and  the  urine  is  diminish- 
ed. Hiccough  may  occur.  The  tongue  becomes 
dry  and  coated  and  the  lips  and  teeth  are  covered 
with  sordes.  The  vomiting  may  be  of  two  types: 
(i)  biliary — nature's  attempt  at  excretion;  and 
(2)  coffee-ground  in  character — 'a  sign  of  severe 
toxaemia. 

The  only  complication  to  be  feared  apart  from 
toxaemia  and  localized  abscesses  is  intestinal  ob- 
struction. 


In  regard  to  the  treatment  the  author  states  that 
all  are  agreed  that  the  cause  should  be  removed  at 
the  earliest  possible  moment.  If  the  case  is  in  the 
early  stages  and  the  protective  fluid  is  of  first  rate 
vitality,  it  is  suflicient  to  mop  out  carefully  any 
obvious  pouches  in  the  region  of  the  area  of  opera- 
tion with  dry  sterile  swabs  and  abandon  all  forms  of 
drainage.  If  the  fluid  is  frankly  purulent,  drainage 
should  be  established  by  means  of  small  tubes  or  a 
glove  drain  which  reaches  to  the  primary  focus  of 
infection.  The  drain  should  be  removed  at  the  end 
of  forty-eight  hours.  It  is  unwise  to  disturb  any 
lymph  that  may  be  deposited  upon  the  ducts  or 
to  attempt  to  unravel  coils  of  matted  intestine. 
To  overcome  the  distention  the  author  advocates 
rest. 

The  only  method  of  splinting  an  inflamed  bowel 
is  by  administering  morphine  and  atropine.  Mor- 
phine, %  gr.,  should  be  given  every  eight  hours, 
and  atropine,  i/ioo  gr.,  every  twelve  hours. 
When  the  pupil  becomes  constricted  the  morphine 
should  be  given  at  twelve-hour  intervals.  These 
drugs  are  administered  until  flatus  is  passed  and 
the  vomiting  ceases,  which  invariably  occurs  at  the 
end  of  the  fourth  or  fifth  day.  In  the  author's 
opinion  the  vomiting  should  be  encouraged.  As 
continuous  vomiting  rapidly  dehydrates  the  pa- 
tient, however,  from  g  to  10  pints  of  normal  saline 
solution  should  be  given  by  hypodermoclysis  in 
twenty-four  hours.  Continuous  saline  by  rectum 
may  also  be  prescribed.  Copious  drinks  of  water 
containing  sodium  bicarbonate  and  sodium  citrate 
are  given  by  mouth.  Bismuth  and  compound 
tincture  of  camphor  are  beneficial  as  soon  as  the 
vomiting  has  ceased.  No  nourishment  should  be 
permitted  for  the  first  forty-eight  hours.  On  the 
third  or  fourth  day  glucose  may  be  given  by  rec- 
tum. 

As  soon  as  the  vomiting  has  ceased  Brand's  es- 
sence and  albumin  water  sweetened  with  glucose 
should  be  prescribed.  At  the  end  of  a  week  milk 
and  soda  water,  raw  eggs,  and  a  little  custard  are 
permissible.  On  the  tenth  or  twelfth  day  castor 
oil  may  be  given,  and  after  this  all  anxiety  is  practi- 
cally at  an  end. 
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.  The  cause  of  the  condition  in  the  author's  cases 
was  abscess  of  the  appendix  in  6,  perforated  gas- 
tric ulcer  in  i,  penetrating  wounds  of  the  ab- 
domen in  8,  intestinal  obstruction  with  gangrene 
of  the  bowel  in  3,  intestinal  obstruction  with  per- 
foration of  the  bowel  in  i ,  and  pneumococcal  infec- 
tion in  2.  There  was  i  death,  that  of  a  patient  with 
intestinal  obstruction  and  gangrene. 

J.  A.  H.  Magoun,  Jr. 

GASTRO-INTESTINAL  TRACT 

Pauchet,  V. :  The  Surgical  Treatment  of  Stomach 
Diseases  (Traitement  chirurgical  des  afTcctions  de 
restomac).    Paris:  Maloine,  1919. 

Of  every  10  patients  complaining  of  chronic  gas- 
tric trouble,  g  have  reflex  dyspepsia  without  a  gastric 
lesion.  These  q  patients  have:  (i)  some  sur- 
gical abdominal  affection  (such  as  appendicitis, 
ileal  stasis,  pancreatitis,  gall-bladder  disease,  ad- 
nexal  disease,  etc.);  (2)  nerve  trouble  (such  as 
tabes,  neurasthenia,  etc.);  or  (3)  a  general  disease 
(such  as  pulmonary  tuberculosis,  chronic  lead 
poisoning,  hepatic  insufficiency,  heart  disease,  kid- 
ney disease,  etc.) 

Whenever  a  stomach  lesion  is  present  it  is  always 
an  ulcer  or  a  cancer.  Duodenal  ulcer  is  more' 
frequent  than  gastric  ulcer  and  does  not  degenerate 
into  cancer.  Seventy-five  per  cent  of  gastric 
cancers  are  old  ulcers.  The  classical  symptoms  of 
peptic  ulcer  (vomiting,  pain,  and  haemorrhage)  are 
often  absent,  and  only  the  signs  of  dyspeptic  hy- 
peracidity are  observed,  i.e. :  (i)  chronic  hyperacidity; 
(2)  relief  from  bismuth,  alkalies,  and  food;  and  (3) 
intermittency  of  the  crises. 

Every  gastric  or  duodenal  ulcer  should  first  be 
treated  conservatively,  viz.,  by  rest  in  bed  for  four 
or  five  weeks  and  fasting  followed  by  slow  resump- 
tion of  food.  Even  if  the  symptoms  of  ulcer  dis- 
appear it  cannot  be  said  that  the  condition  is 
cured  because  intermittency  of  the  crises  with  in- 
tervals of  apparent  health  is  the  rule  even  when  the 
ulcer  is  active. 

A  duodenal  ulcer  is  almost  always  situated  in  the 
first  part  of  the  duodenum;  a  gastric  ulcer,  on  the 
lesser  curvature.  An  ulcer  on  the  pylorus  or  the 
anterior  or  posterior  wall  of  the  stomach  is  usually 
an  extension  of  an  ulcer  situated  on  the  lesser  curva- 
ture. 

SURGICAL  TREATMENT 

Duodenal  ulcer:  Removal  of  the  ulcer  or  pyloro- 
duodenal  exclusion  are  the  operations  of  choice, 
but  give  a  mortality  of  5  per  cent.  The  mortality 
of  simple  gastro-enterostomy  is  nil  and  definite 
recovery  follows  this  operation  in  75  per  cent  of 
cases  of  duodenal  ulcer.  If  the  patient  experiences 
a  renewal  of  the  trouble,  the  pyloroduodenal  ring 
should  be  resected. 

In  4  or  5  per  cent  of  the  cases  it  is  necessary  to 
operate  also  for  an  associated  cholelithiasis,  urone- 
phrosis, appendicitis,  or  a  Lane's  kink. 


Gastric  ulcer:  A  small  and  recent  gastric  ulcer 
may  be  treated  by  Balfour's  method  (thermocautery 
destruction).  An  old  callous  ulcer,  especially  if  it 
has  perforated  and  there  is  perigastritis,  should  be 
extensively  resected.  Wide  gastro-pylorectomy 
is  preferable  to  simple  excision  of  the  ulcer  as  it  gives 
more  certain  recovery.  The  second  portion  of  the 
duodenum  and  then  the  stomach  immediately  above 
the  ulcerous  lesion  having  been  sectioned,  a  gastro- 
jejunostomy is  done.  The  mucosa  should  be  sutured 
with  No.  00  chromic  catgut. 

Cancer:  Cancer  should  be  treated  by  wide  gas- 
trectomy—section  of  the  duodenum  as  far  as  the 
pancreas  and  of  the  stomach  as  high  as  possible. 
All  the  glands  should  be  removed.  The  author 
emphasizes  the  importance  of  stripping  the  glands 
of  the  lesser  curvature  without  removing  all  the 
gastric  wall  of  the  lesser  curvature.  This  is  ac- 
complished by  subserous  denudation.  After  resec- 
tion a  gastro-jejunal  implantation  is  done. 

Hour-glass  stomach:  The  author  does  not  use 
such  procedures  as  gastro-gastrotomies,  gastro- 
enterostomies, etc.,  as  ulcers  develop  at  the  site  of 
the  sutures.  He  recommends  extensive  gastropylo- 
rectomy  followed  by  the  formation  of  an  anasto- 
mosis between  the  upper  sac  and  the  jejunum. 

Gastrocoloptosis:  The  results  of  gastropexy  are 
very  good  in  about  one-third  of  the  cases.  Failures 
are  due  to  the  fact  that  the  gastrocoloptosis  is  often 
accompanied  by  general  ptosis  and  Lane's  kinks. 
Therefore  in  some  instances  an  ileosigmoidostomy, 
a  colectomy,  a  nephropexy,  or  a  hepatopexy  is  re- 
quired in  addition  to  gastropexy. 

Anaesthesia:  The  author  performed  all  operations 
under  local  anaesthesia  induced  by  the  direct  injec- 
tion of  the  Corbiere  adrenalized  cocaine  into  the 
solar  plexus,  the  intercostal  nerves,  or  the  spinal 
canal;  and  in  some  instances  supplemented  by  whifTs 
of  nitrous  oxide  or  ethyl  chloride.  He  never  em- 
oys  general  anaesthesia  in  these  cases  as  it  predis- 
poses to  pulmonary  complications. 

W.  A.  Breknax. 

Tenani,  O. :  A  Variation  of  Pyloric  Resection  (Sopra 
una  variante  di  resezione  pilorica).  Policlin.,  Roma, 
1919,  xxvi,  sez.  chir.,  185. 

The  author  states  that  all  methods  of  pyloric  re- 
section in  present  use  are  defective  to  a  greater  or 
less  extent  as  they  do  not  effect  a  perfect  and 
stable  closure  of  the  duodenal  orifice,  bile  and  pan- 
creatic secretion  are  retained  in  the  duodenum,  and 
the  physiological  rhythm  of  the  bUiary  and  pan- 
creatic secretions  is  disturbed. 

The  author's  method  of  resecting  the  pylorus, 
which  was  first  tried  experimentally  on  the  cadaver 
and  later  used  successfully  in  two  cases  of  pyloric 
cancer,  is  divided  into  three  stages.  In  the  first  stage 
he  performs  a  von  Hacker  transmesocolic  posterior 
gastro-enterostomy.  The  second  stage  consists  of 
a  pylorectomy  and  the  closure  of  the  gastric  orifice 
alone.  In  the  third  stage,  the  first  part  of  the  duo- 
denum is  mobilized  and  an  end-to-side  anastomosis 
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is  made  between  it  and  the  jejunal  loop  at  a  short 
distance  from  the  gastro-enterostomy. 

The  mobilization  of  the  duodenum  is  effected  by 
entirely  freeing  it  from  the  parietal  peritoneum  or, 
more  exactly,  the  duodenorenal  peritoneum.  To  do 
so  the  peritoneum  is  incised  between  the  duodenum 
and  the  kidney  for  the  whole  length  of  the  second 
portion  of  the  duodenum  which  is  displaced  toward 
the  center.  To  the  right  the  trunk  of  the  vena  cava, 
the  medial  portion  of  the  anterior  surface  of  the  right 
kidney,  the  renal  vessels,  the  kidney  pelvis,  and 
the  upper  part  of  the  ureter  are  then  seen.  The 
gastrohepatic  omentum  should  also  be  incised  as 
this  makes  it  possible  to  push  the  duodenal  stump 
down.  By  displacing  the  duodenum  toward  the 
median  line,  the  organ  is  not  only  mobilized  but  is 
moved  from  the  dangerous  vicinity  of  the  vena  cava. 
The  head  of  the  pancreas  being  in  intimate  contact 
with  the  duodenum,  the  pancreas  is  medially  dis- 
placed with  the  latter  and  the  common  duct. 

To  accentuate  the  depressed  position  of  the  duo- 
denal stump  and  facilitate  the  drainage  of  the  biliary 
and  pancreatic  secretions,  a  tract  of  the  duodenal 
wall  above  the  outlet  of  the  common  duct  is  fixed 
by  a  few  sutures  to  the  stomach  so  as  to  form  a  bend 
in  the  duodenum.  At  this  point  the  duodenal  stump 
is  brought  into  contact  with  the  jejunal  loop  and  if 
the  end-to-side  anastomosis  is  made  with  sutures  in 
two  planes  the  approximation  will  be  exact. 

The  author  considers  the  advantages  of  this 
method  to  be:  (i)  the  elimination  of  the  danger  of 
perforation  of  the  duodenal  stump,  and  (2)  the  re- 
establishment  of  the  biliary  and  pancreatic  secre- 
tions according  to  normal  physiology. 

Through  the  duodenojejunal  anastomosis  the 
direct  discharge  of  the  bile  and  pancreatic  juice 
synchronous  with  the  passage  of  the  gastric  chyme 
is  obtained,  just  as  in  normal  conditions,  and  the 
secretory  products  do  not  remain  in  the  duodenum 
as  is  the  case  following  the  use  of  the  Billroth  II 
method.  W.  A.  Brennan. 

Krogius,  A. :  The  Surgical  Treatment  of  Gastric  and 
Duodenal  Ulcer  (Die  chirurgische  Behandlung  von 
Ulcus  ventriculi  et  duodeni).  XII  Versamml.  d. 
nord.  chirurg.  Verein,  Kristiania,  1919,  July. 

Krogius  gives  the  results  of  the  study  of  391 
patients  who  were  operated  upon  by  him  for  gastric 
or  duodenal  ulcer  from  1 901  to  191 6.  Of  these,  337 
were  men  and  54  women,  a  ratio  which  strikingly 
contradicts  the  general  supposition  that  gastric 
ulcer  is  twice  as  frequent  among  women  as  among 
men. 

Regarding  the  age  incidence,  the  author  states 
that  most  of  the  patients  were  between  36  and  40 
years  of  age  at  the  time  of  admission  to  the  hospital 
and  that  in  most  instances  the  symptoms  first  ap- 
peared between  the  ages  of  21  and  25  years.  In  only 
25  (6  per  cent)  did  the  disease  begin  before  the 
fifteenth  year,  and  in  54  (9  per  cent)  after  the 
fiftieth  year. 

In  the  majority  of  cases  the  site  of  the  ulcer  was 


in  the  pyloric  part  of  the  stomach  and  in  the  upper 
portion  of  the  duodenum.  Ninety-five  per  cent  of 
all  the  stomach  ulcers  were  situated  on  the  lesser 
curvature. 

Htcmorrhage  occurred  in  40  per  cent  of  the  cases, 
this  percentage  not  including  occult  haemorrhages. 
Chemical  examination  of  the  stomach  contents 
showed  hyperacidity  in  40  per  cent  of  the  cases, 
normal  acidity  in  30  per  cent,  and  subnormal  acidity 
in  30  per  cent.  In  the  cases  of  duodenal  ulcer, 
however,  hyperacidity  was  found  in  60  per  cent. 
In  30  per  cent  no  acidity  was  detected. 

Hunger  pains  are  not  pathognomonic  of  duodenal 
ulcer,  constituting  only  a  part  of  the  syndrome 
described  by  Soupault  and  Hartman  in  1899  as  the 
pyloric  syndrome.  This  syndrome  is  found  in  all 
cases  of  juxtapyloric  ulcers,  whether  or  not  they 
are  situated  in  the  pylorus  itself  or  on  the  duodenal 
or  gastric  side  of  it.  Clinically  it  is  difficult  to 
differentiate  between  ulcers  in  the  duodenum  and 
the  pyloric  portion  of  the  stomach.  Hunger  pains 
occur  also  in  cases  of  ulcer  not  situated  within  the 
pyloric  area. 

From  the  viewpoint  of  the  differential  diagnosis 
it  may  be  mentioned  that  long  duration  of  the  con- 
dition is  not  characteristic  of  ulcer.  According  to 
several  authors,  this  is  common  also  to  cancer 
since  in  certain  cases  cancer  develops  following 
chronic  gastritis.  The  danger  of  cancer  in  cases  of 
ulcer  has  evidently  been  exaggerated.  Carcinoma  is 
found  only  in  small  groups  of  cases  treated  by  re- 
section and  the  resection  was  done  because  cancer 
was  suspected. 

From  1907  to  1918,  129  cases  of  perforating  vilcer 
were  treated  by  excision  and  suture  in  the  surgical 
hospital  of  Helsingfors.  In  3  cases  in  w^hich  suture 
was  impossible  a  drain  was  inserted  through  the 
ulcer  into  the  duodenum,  and  through  this 
tube  the  patient  was  fed.  Krogius  formerly  pre- 
ferred the  Mikulicz  tampons,  but  recently  he  has 
used  Dreesemann's  glass  drain.  In  30  cases  a 
primary  gastro-enterostomy  was  done. 

W.  A.  Brexnan. 

Nielson,  A.:    Carcinoma  Following  Gastric  Ulcer 

(Ueber  Carcinoma  ex  ulcere  ventriculi).  XII 
Versamml.  d.  nord.  chirurg.  Verein,  Kristiania.  iqiq, 
July. 

In  the  Royal  Danish  Hospital  Nielson  has 
traced  221  cured  cases  of  clinically  established 
gastric  ulcer  for  periods  ranging  from  two  and 
one-half  to  twenty  years.  In  155  of  these,  in  which 
there  were  23  deaths  and  the  symptoms  had  been 
noted  from  six  to  fifty-seven  years  before  treatment, 
there  was  no  demonstration  of  any  tendency  to 
cancer. 

Of  66  cases  in  w^hich  there  were  19  deaths  and  the 
symptoms  had  been  noted  for  less  than  six  years 
before  treatment,  gastric  cancer  was  demonstrated 
in  10.  It  is  such  cases  as  these  10,  which  exhibited 
first  the  typical  clinical  picture  of  ulcer  and  a  few 
years  later  proved  to  be  gastric  cancer,  that  are 
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responsible  for  the  theory  that  cancer  develops  from 
ulcer.  In  the  author's  opinion,  however,  it  is  more 
probable  that  the  primary  condition  was  a  car- 
cinoma simulating  ulcer.  In  the  majority  of  articles 
dealing  with  ulcer-cancer  it  is  stated  that  the  ulcer 
symptoms  developed  after  the  thirtieth  year  of  age 
and  the  condition  proved  to  be  cancer  a  few  years 
subsequently.  The  transition  of  ulcer  to  cancer 
has  never  been  proved,  however,  and  if  it  does  occur, 
is  certainly  so  rare  that  it  is  of  little  importance  as 
regards  the  treatment  of  simple  ulcer.  The  problem 
is  rather  to  determine  how  a  carcinoma  simulating 
ulcer  can  be  distinguished  from  a  simple  ulcer. 

When  a  patient  begins  to  show  the  symptoms  of 
ulcer  after  his  thirtieth  year  of  age  and  in  the  course 
of  from  six  months  to  three  years  develops  the 
typical  picture  of  juxtapyloric  ulcer,  the  author 
believes  the  probability  that  the  condition  is  cancer 
is  sufficiently  great  to  render  the  removal  of  the 
ulcer  advisable.  W.  A.  Brennan. 

Borelius:  The  Results  of  Operations  for  Cancer  of 
the  Stomach  and  Cancer  of  the  Breast  (Ergeb- 
nisse  von  Operationen  wegen  Cancer  ventriculi  und 
Cancer  mammae).  XII  Versamml/jd.  nord.  chirurg. 
Verein,  Kristiania,  1919,  July. 

The  author's  statistics  are  based  on  cases  of 
gastric  and  mammary  cancer  treated  in  the  Univer- 
sity Surgical  Hospital  of  Lund.  From  July  i,  1898, 
to  January  i,  1919,  657  cases  were  admitted,  and  of 
these  501  were  operated  upon.  The  results  in  these 
501  cases  are  summarized  in  the  following  table: 

Opera- 
Percentage  Deaths      tive 
of                        following     mor- 
operations  opera-      tality 
Operation              Total     Percent.       Cured       tion    Percent. 

Exploratory 

laparotomy 125  25  104  21  16.8 

Gastro-enterostomy  229  45.7  191  38  16.6 

Resection 147  29.3  116  21  21.  i 

Total  501  411        90        18 

The  results  of  the  resections  are  summarized  as 
follows: 

Operative 

mortality 

Resection  Total         Deaths     Percent. 

Kocher 75  10             13.3 

Billroth  II 67  18             26.9 

Polya-Mayo 3  2 

Sector I  o 

Transverse i  i 

Total  147  31 

Of  the  116  patients  who  survived  resection,  8  were 
operated  upon  in  1918  and  2  cannot  be  traced. 
Of  the  other  106,  85  died  from  recurrence  after 
recovery  from  the  operation,  4  died  from  inter- 
current disease,  and  17  still  remain  cured.  One 
remains  cured  after  sixteen  years,  i  after  thirteen 
years,  i  after  eight  years,  3  after  from  six  to  seven 
years,  i  after  five  years,  4  after  from  three  to  four 


years,  3  after  from  two  to  three  years,  and  3  after 
from  one  to  one  and  a  half  years.  Of  those  who  died 
from  some  other  condition  2  remained  free  from 
recurrence  for  more  than  three  years  after  operation. 
Of  those  who  died  from  recurrence,  10  lived  for  more 
than  three  years  after  operation.  The  total  number 
living  more  than  three  years  after  operation  is  21. 
Therefore  there  was  a  definite  recovery  in  21.7  per 
cent  after  the  resection  operation. 

When  indicated,  Borelius  performs  a  resection 
whenever  it  is  technically  possible  as  he  believes  it  is 
a  better  palliative  operation  than  gastro-enter- 
ostomy. Unfortunately,  however,  it  is  not  possible 
in  more  than  one-fourth  of  the  cases. 

The  report  of  the  results  of  the  operative  treatment 
of  cancer  of  the  breast  are  based  on  the  statistics  of 
350  cases  operated  upon  during  the  period  from 
July  I,  1898,  to  December  31,  1912.  In  spite  of  the 
extensive  operation,  which  included  the  clearing 
out  of  the  axillary  cavity  and  the  removal  of  the 
pectoral  muscles,  there  were  only  2  deaths.  In  the 
275  cases  which  were  traced  subsequently,  a  re- 
currence was  reported  in  185.  In  7  cases  there  was  a 
late  recurrence  from  three  and  one-half  to  ten  years 
after  operation. 

Since  1906  operation  has  been  supplemented  by 
systematic  roentgen  treatment  in  the  hope  that  by 
this  means  better  permanent  results  will  be  obtained. 

W.  A.  Brennan. 

Nitch,  G.  A.  R.,  and  Shattock,  S.  G. :  Diffuse  Em- 
physema of  the  Intestinal  Wall  (Two  Cases), 
with  Remarks  upon  Pneumatoses.  Proc.  Roy. 
Soc.  Med.,  Lond.,  1919,  xii,  Sect.  Path.,  46. 

The  condition  described  may  be  excluded  as  a 
postmortem  event  since  in  both  of  the  reported  cases 
the  lesion  was  found  at  the  time  of  operation  which 
in  one  instance  was  performed  for  pyloric  stenosis 
and  in  the  other  for  what  was  diagnosed  as  intus- 
susception. 

In  the  first  case,  the  small  intestine  was  studded 
with  grayish-white  elevations  which  proved  to  be 
multilocular  subperitoneal  cysts  and  on  puncture 
were  discovered  to  contain  air  instead  of  fluid. 
More  of  them  were  rather  evenly  dotted  over 
the  circumference  of  the  small  bowel  and  a  few  were 
found  also  in  the  transverse  mesocolon  and  at  the 
base  of  several  appendices  epiploicae.  With  the 
exception  of  the  first  12  inches  of  the  jejunum  and 
the  last  12  inches  of  the  ileum,  the  whole  length  of 
the  small  bowel  was  involved.  The  mesentery  of  the 
small  bowel  and  the  walls  of  the  stomach,  duodenum, 
and  colon,  however,  were  normal.  For  the  purpose 
of  investigation  a  small  V-shaped  piece  of  intestine 
was  excised.  Its  mucous  membrane  was  raised 
in  rounded  confluent  elevations  which  were  ob- 
viously filled  with  gas.  On  the  peritoneal  side  at 
this  particular  point  the  intestine  was  normal. 
Histologically,  the  walls  of  the  spaces  (which  were 
limited  to  the  submucosa)  consisted  of  ordinary 
connective  tissue  in  which  there  was  no  infiltration 
or  sign  of  inflammation. 
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The  results  of  experimental  study  seem  to  indicate 
that  the  condition  is  the  result  of  an  efTusion  of  gas 
from  the  lumen  of  the  alimentary  canal  through  a 
rupture  or  an  ulcer  of  the  mucosa.  The  most  prob- 
able explanation  in  the  first  of  the  authors'  cases 
was  that,  due  to  the  forcible  displacement  of  air 
and  gas  from  the  dilated  stomach,  presumably 
through  an  ulcer  which  lay  immediately  behind  the 
pylorus,  the  gas  passed  first  into  the  submucosa  and 
thence  through  the  muscular  wall  into  the  subperit- 
oneal tissue,  its  wide  extent  along  the  bowel  being 
due  to  peristalsis. 

The  second  case  presented  histologically  the 
picture  of  an  acute  infective  process  and  the  authors 
attribute  the  emphysema  to  an  infection  of  the 
wall  of  the  ca;cum  by  a  gas-producing  bacillus. 

The  lesions  described  fall  into  the  comprehensive 
group  of  pneumatoses  which  may  be  subdivided  as 
to  their  etiology  into:  (i)  bacterial  pneumatoses 
due  to  the  bacillus  aerogenes,  bacillus  ccdematis 
maligni,  or  bacillus  coli;  and  (2)  pneumatoses  due 
to  the  entrance  of  air  into  the  serous  cavities,  the 
connective  tissue,  or  the  alimentary  or  genito- 
urinary tracts. 

Several  pages  are  devoted  to  a  discussion  of 
these  various  types,  and  numerous  examples  are 
given.  I.  W.  Bach. 

Adams,  J.  E.:  Garcinotna  of  the  Appendix.   Proc. 
Roy.Soc.  Med,,igig,  xii,  Sect.  Surg.,  37. 

American  authors  have  stated  that  routine  micro- 
scopic examination  of  appendices  show  carcinoma 
in  from  0.4  to  0.5  per  cent,  but  in  Adams'  opinion 
this  condition  is  far  from  common  in  England 
though  microscopic  examination  has  not  been  a 
routine  procedure. 

In  one  series  of  cases,  54  per  cent  of  the  patients 
were  under  30  years  of  age,  the  youngest  being 
under  5  years.  One  case  was  that  of  a  child  only 
7  days  old. 

In  practically  every  instance  reported  the  ap- 
pendix was  removed  for  an  attack  diagnosed  as 
appendicitis  and  the  diagnosis  made  later  by  mi- 
croscopic examination. 

The  vast  majority  of  the  carcinomata  were  of  the 
spheroidal-  or  basal-cell  type.  The  columnar- 
cell  carcinoma  was  found  in  patients  who  were 
about  so  years  of  age,  this  observation  according 
with  the  incidence  of  the  same  type  in  other  parts 
of  the  intestinal  tract. 

The  spheroidal-cell  type,  which  occurs  in  young 
children — 'usually  at  the  distal  end  of  the  appendix — • 
is  characterized  by  slow  growth,  the  absence  of  early 
metastases,  and  rarity  of  recurrence  after  removal. 
In  the  cases  appearing  in  later  life  the  malignancy 
of  the  growth  is  that  of  the  ordinary  columnar-cell 
carcinoma. 

The  author  reports  a  case  of  spheroidal-cell 
carcinoma  in  a  child  aged  12.  Appendectomy  alone 
was  done  and  the  patient  still  remains  well. 

I.  W.  Bach. 


LIVER,  PANCREAS,  AND  SPLEEN 

Gibson,  C.:  Notes  on  Liver  Abscess  Founded  on 
Gases  at  a  Stationary  Hospital,  Palestine.  Brit. 
M.  J.,  1919,  ii,  202. 

The  author  reports  five  cases  of  liver  abscess,  divid- 
ing them  from  the  standpoint  of  position  into  epi- 
gastric and  subdiaphragmatic.  In  the  epigastric 
type  diagnosis  was  comparatively  easy,  operation 
was  successful,  and  convalescence  rapid.  In  the 
subdiaphragmatic  type  the  diagnosis  was  complicat- 
ed by  the  presence  of  signs  of  pneumonia  and  was 
made  with  certainty  only  at  the  postmortem  exam- 
ination. A  history  of  dysentery  was  obtained  in 
only  one  case,  and  a  history  of  attacks  of  diarrhoea 
in  two  cases. 

Pain  was  a  constant  symptom.  Tenderness 
developed  at  some  stage  of  the  process  and  was 
maximal  over  the  site  of  the  abscess.  Enlargement 
of  the  liver  was  present  in  three  cases  of  the  epi- 
gastric type,  and  was  not  detected  in  the  sub- 
diaphragmatic group.  Pyrexia  was  present  in  all 
cases.  Sweating  was  pronounced  in  two  cases  and 
then  only  during  terminal  collapse.  In  none  of 
these  instances  was  amoeba  histolytica  found  in  the 
faeces.  In  two  cases  it  was  discovered  in  the  pus  of 
the  abscess. 

The  author  emphasizes  the  fact  that  in  the  sub- 
diaphragmatic type  of  liver  abscess  the  differential 
diagnosis  from  right  basal  pneumonia  rests  upon  the 
presence  of  abdominal  symptoms,  swinging  tem- 
perature, and  tenderness  over  some  part  of  the 
hepatic  area  before  any  pulmonary  signs  are  noted 
in  the  right  base. 

The  diagnosis  from  malarial  hepatitis  depends 
upon  splenic  enlargement  and  the  presence  of 
malarial  parasites  in  the  blood.  In  the  cases  which 
came  to  operation  the  abscesses  were  single.  Mul- 
tiple abscesses  were  discovered  in  the  cases  that 
came  to  postmortem  examination.   W.  J.  Tucker. 

Talbot,  P.:  Fifteen  Gases  of  Liver  Abscess:  An 
Analysis  of  Symptoms  and  Treatment.  Brit. 
M.J.,  1919,11,375. 

Of  450  non-dysenteric  soldiers  in  the  Liverpool 
Tropical  Hospital,  7.8  per  cent  were  found  to  be 
infected  with  entamoeba  histolytica  or  its  cysts. 
In  India  2>3>  per  cent  of  2,000  soldiers  who  had 
previously  been  in  Mesopotamia  were  carriers  of  the 
entamoeba. 

An  analysis  of  15  cases  of  proved  liver  abscess 
treated  by  the  author  at  Baghdad  showed  that  the 
chief  symptoms  in  these  cases  were  general  en- 
largement of  the  liver,  continuous  or  remittent 
pyrexia,  leucocytosis,  a  local  tender  spot  over  the 
liver,  signs  of  irritation  at  the  base  of  the  right  limg, 
rapid  wasting,  and  heavy  sweats. 

Other  signs  and  symptoms  of  value  are  local 
bulging,  pallor,  rigors,  referred  pain  in  the  right 
shoulder,  and  rigidity  of  the  right  rectus. 

In  a  few  cases  drainage  was  instituted  either 
through  the  chest  wall  or  the   abdomen.      In  the 
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author's  opinion,  however,  the  majority  of  such  cases 
can  be  successfully  treated  by  aspirating  with  an 
ordinary  20  cubic  centimeter  glass  syringe.  It  does 
not  appear  to  be  necessary  even  to  withdraw  all  the 
pus.  After  aspiration  every  patient  was  given  a 
course  of  hypodermic  injections  of  emetine  hydro- 
chloride, I  grain  daily  for  one  week  and  then  on 
alternate  days  until  12  or  14  grains  had  been  given. 
Whenever  possible,  i  grain  of  emetine  was  given  a 
few  hours  before  operation  so  that  emetine  would  be 
contained  in  the  first  serum  to  flush  the  walls  of  the 
abscess. 

In  15  cases  treated  there  was  i  death  which  oc- 
curred following  drainage  through  the  chest  wall. 

J..  A.  H.  Magoun. 

Villard,  E. :  Eighty  Cases  of  Choledochotomy  for 
Calculus  (80  cas  de  choledocotomie  pour  calculs). 
Presse  mid.,  Par.,  1919,  xxvii,  615. 

Villard  says  that  the  old  idea  that  all  calculi  in 
the  common  duct  had  migrated  there  from  the  gall- 
bladder should  be  abandoned  as  there  is  a  true  com- 
mon-duct lithiasis  which  has  its  own  individual 
characteristics  and  symptomatology.  Moreover, 
even  if  some  of  these  calculi  were  originally  formed 
in  the  gall-bladder,  they  may  increase  in  the  com- 
mon duct.  Very  often  common-duct  stones  are 
quite  different  in  form  and  structure  from  gall- 
bladder stones. 

Clinically  the  objective  symptoms  are  few, 
but  the  author  lays  stress  on  the  presence  of  a 
definite  painful  spot  below  the  false  ribs  on  a  line 
adjoining  the  umbilicus  and  the  right  coracoid 
apophysis.  The  symptomatic  triad  is:  (i)  initial 
painful  crises;  (2)  a  sudden  elevation  of  tem- 
perature; and  (3)  a  more  or  less  temporary  icterus 
within  forty-eight  hours. 

As  treatment  a  choledochotomy  with  drainage 
is  the  operation  of  choice.  Cholecystectomy  is  pre- 
ferable, however,  if  the  gall-bladder  is  small,  re- 
tracted, and  reduced  to  a  cicatricial  stump. 

In  2  cases  Villard  did  a  transduodenal  section  and 
removed  a  calculus  from  the  ampulla  of  Vater. 
This  procedure  permits  the  immediate  and  complete 
closure  of  the  abdomen.  Five  cases  were  treated 
by  posterior  transpancreatic  section.  In  2  cases 
in  which  excellent  results  were  obtained  the  com- 
mon duct  was  immediately  sutured  without  drainage 
of  the  bile  passages. 

Owing  to  the  results  of  biliary  infection  and  the 
fact  that  the  diagnosis  is  usually  made  late,  the  prog- 
nosis is  generally  unfavorable.  In  the  first  series  of 
40  cases  there  were  16  deaths,  and  in  a  second  series 
of  40  cases,  q  deaths.  In  the  author's  opinion 
the  best  sign  for  a  good  prognosis  is  a  slow  pulse 
before  operation.  W.  A.  Brennan. 

Nicoll,  J.  H. :  Remarks  on  the  Frequency,  Diagnosis, 
and  Treatment  of  Chronic  Pancreatitis.  Brit. 
M.  J.,  1919,  ii,  625. 

The  author  states  that  the  well-known  pathologic 
tripod  of  abdominal  conditions  formed  by  diseases  of 


the  appendix,  biliary  apparatus,  and  gastroduodenal 
tract  should  be  replaced  by  a  quadrupedal  figure  one 
support  of  which  represents  pancreatitis. 

He  mentions  the  two  forms  of  acute  and  chronic 
pancreatitis  and  for  acute  hajmorrhagic  or  necrosing 
pancreatitis  advocates  immediate  exploration  and 
operation.  Chronic  pancreatitis  should  be  diag- 
nosed more  frequently.  Praetors  which  may  prove 
helpful  in  the  diagnosis  are  glycosuria,  fatty  diar- 
rhoea, fats  and  fatty  acids  in  the  stools,  jaundice, 
Schmidt's  test,  and  Wohlgemuth's  test. 

The  author  emphasizes  the  value  of  exploring  the 
pancreas  during  the  course  of  an  abdominal  opera- 
tion in  which  the  pathologic  condition  found  does 
not  account  for  the  symptoms.  The  pancreas  is 
responsible  for  many  abdominal  complaints  and 
may  often  simulate  disease  of  the  stomach  or  gall- 
bladder. Therefore  it  should  be  inspected  and 
palpated,  and  if  necessary,  a  small  piece  should  be 
excised  for  microscopic  examination.  With  careful 
technique  this  may  be  done  without  undue  risk. 

The  treatment  is  both  surgical  and  medical.  The 
surgical  treatment  consists  of  drainage  of  the 
gall-bladder  or  the  common  duct  or  a  cholecyst- 
enterostomy.  The  latter  is  preferable  when  con- 
ditions permit.  The  author  advises  against  cholecy- 
stectomy when  any  inflammation  is  found  in  the 
pancreas.  All  chronic  cases  of  pancreatitis,  he 
asserts,  may  be  cured  by  careful,  long-continued, 
medical  treatment.  R.  D.  Mussey. 

MISCELLANEOUS 

Ansell,  P.  L. :  The  Roentgen  Study  of  Visceroptosia. 

Am.  J.  Roentgenol.,  1919,  vi,  459. 

Ansell  uses  Stiller's  classification  of  physical 
habitus  (hypersthenic,  sthenic,  hyposthenic,  and 
asthenic)  and  considers  in  detail  the  roentgen  find- 
ings in  each  type.  Particular  attention  must  be 
given  to  morbid  changes  which  may  accompany 
ptosis.  Duodenal  ulcer  is  apt  to  be  masked  by  the 
dietary  management  of  ptosis  as  most  ulcer  patients 
have  no  distress  while  food  is  in  the  stomach.  Gas- 
tric hypertonus  with  hyperperistalsis,  particularly 
in  patients  of  the  asthenic  habitus,  should  lead  to 
careful  search  for  ulcer.  If  only  moderate  and 
transitory,  search  should  be  made  for  gall-bladder 
disease  or  appendicitis.  Deformities  of  the  duodenal 
cap  are  often  simulated  when  the  pylorus  and  duo- 
denum are  in  fairly  normal  position  but  there  is  not 
sufficient  gastric  peristalsis  to  fill  the  pyloric  antrum 
and  duodenal  bulb  properly. 

The  success  of  any  rational  treatment  for  viscer- 
optosis depends  primarily  upon  a  reasonable  certainty 
that  there  are  no  complications.  In  the  case  of 
patients  belonging  unquestionably  to  the  h>T)o- 
sthenic  and  asthenic  types,  a  detailed  histoiy 
and  a  careful  roentgen  study  of  the  abdomi- 
nal viscera  will  do  much  to  decrease  the  percentage 
of  failures.  The  roentgen  study  of  such  cases 
should   be   the    rule    rather    than    the    exception. 

D.  R.  BowEN. 
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DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS. GENERAL  CONDITIONS  COMMONLY 
IN  THE  EXTREMITIES 

Delrez,  L. :  War  Wounds  of  the  Joints  (Plaies  de 
gucrre  des  articulations).  Arch.  mid.  beiges,  19 19, 
Ixxii,  513. 

The  two  elements  against  which  the  articular 
synovial  membrane  must  be  protected  are  blood  and 
infection.  Any  effusion  of  blood  in  a  joint  must  be 
completely  evacuated  whether  the  joint  lesion  is 
open  or  closed,  a  hajmarthrosis,  or  a  penetrating 
wound.  Success  depends  upon  the  thoroughness  of 
such  evacuation  and  the  protection  of  the  joint 
cavity  against  infection. 

The  object  of  operation  is  the  surgical  sterilization 
of  the  wound.  The  wound  should  be  opened  up  and 
all  contused  tissues  excised  in  the  same  way  as  in 
other  lesions  due  to  projectiles.  The  author  does  not 
use  antiseptics,  and  sutures  the  wound  immediately 
without  drainage.  When,  as  is  usual,  a  secondary 
inflammatory  exudate  appears,  it  is  generally  aseptic 
and  disappears  spontaneously. 

In  the  postoperative  treatment  the  author  has 
tested  the  immediate  active  mobilization  recom- 
mended by  Willems.  When  the  joint  wound  is 
complicated  by  lesions  of  the  soft  parts  or  of  the 
bone,  however,  experience  has  demonstrated  that 
the  indications  for  this  method  are  restricted.  In 
such  cases  the  author  prefers  temporary  immobili- 
zation lasting  from  four  to  eight  days,  i.e.,  until 
cicatrization  has  progressed  sufficiently  so  that  there 
is  no  danger  of  complications  due  to  sepsis. 

The  object  of  immediate  active  mobilization  is  to 
fight  muscular  atrophy  and  prevent  joint  stiffness. 
The  most  efficacious  measure  against  such  condi- 
tions is  voluntary  mobilization.  In  the  author's 
opinion,  however,  immobilization  of  short  duration 
does  not  seriously  favor  joint  stiffness. 

Delrez  has  treated  190  wounds  of  the  large 
joints.  Infection  was  present  in  21  cases,  in  16 
in  the  knee-joint.  Five  of  these  cases  of  infection 
were  cases  of  purulent  arthritis.  Amputation  in 
I  of  them  was  followed  by  recovery,  and  resection 
in  the  other  4  by  2  deaths  and  2  recoveries  with 
ankylosis. 

Among  the  cases  treated  by  arthrotomy  and  active 
mobilization  were  3  cases  of  staphylococcic  arthritis 
in  which  there  was  complete  recovery  with  normal 
movement.  In  4  cases  of  purulent  streptococcic 
arthritis  the  recovery  of  movement  was  either  total 
or  considerable.  In  i  case  the  operation  was  fol- 
lowed by  death  and  in  another  amputation  was 
necessary.  In  2  cases  passive  mobilization  was 
practised   as   active   mobilization   was   impossible. 

As  a  rule,  active  mobilization  according  to  the 
Willems  method  gave  satisfactory  results  in  cases 
in  which  it  was  indicated.     When  impracticable,  as, 


for  example,  in  cases  of  severe  lesions  of  the  extensors 
of  the  knee,  passive  mobilization  was  substituted. 
While  undoubtedly  in  such  instances  the  cure  of  the 
arthritis  was  more  difficult  and  complicated  than  in 
cases  treated  by  active  mobilization,  the  drainage  of 
the  joint  being  less  thorough,  the  final  result  was 
much  better  than  that  which  would  have  been  ob- 
tained by  resection.  W.  A.  Breknan, 

FRACTURES  AND  DISLOCATIONS 

Smith,  M.  K. :  Gunshot  Fractures  of  the  Humerus. 

Ann.  Surg.,  1919,  Ixx,  430. 

The  author  reviews  152  cases  of  gunshot  fractures 
of  the  humerus  in  the  American  Red  Cross  Military 
Hospital  No.  2  at  Paris.  After  primary  operation 
to  remove  detached  bone  fragments  and  provide 
thorough  drainage,  all  of  these  cases  were  treated 
by  suspension  and  traction  without  a  fixed  splint  as 
follows : 

The  arm  was  supported  in  a  sling  from  an  over- 
head pulley.  The  forearm  was  suspended  by  glued 
bands  in  the  same  manner,  but  with  the  attachment 
further  away  from  the  body.  Traction  was  obtained 
by  bands  glued  to  the  arm  if  the  wound  permitted 
this  but  more  often  by  a  band  encircling  the  arm 
just  above  the  elbow  which  was  attached  by  a  pulley 
to  the  frame  or  an  abduction  board  placed  under  the 
mattress. 

The  advantages  of  such  treatment  are  the  main- 
tenance of  a  favorable  p>osition  as  to  circulation  and 
drainage,  the  comfort  of  the  patient,  the  control  and 
maintenance  of  reduction,  and  the  earlier  restoration 
of  function.  This  treatment  also  allows  massage 
and  exercise  of  the  elbow  and  shoulder.  When  firm 
union  has  developed,  the  patient  is  gotten  out  of 
bed.  In  order  to  assure  complete  mobilization  he  is 
then  not  permitted  the  use  of  a  sling.  Sequestra- 
tion must  be  watched  for  and  sequestra  removed  as 
soon  as  separated  but  not  earlier. 

The  author  discusses  the  type  and  location  of  the 
fractures,  the  causative  missUe,  and  the  kind  of 
infection.  Fractures  of  the  shoulder  joint  usually 
came  to  resection  of  the  humeral  head  followed  by 
union  with  the  scapula.  The  average  date  of 
beginning  union  was  twenty-four  days,  while  that 
of  firm  union  was  forty-seven  days.  The  anatomical 
results  were  excellent,  the  alignments  being  governed 
by  the  proper  relation  of  the  suspensions  of  the  arm 
and  forearm. 

Twenty-nine  patients  are  recorded  as  having  31 
nerve  injuries,  not  all  of  them  complete.  These  were 
distributed  as  follows:  musculospiral,  25;  ulnar,  3; 
median,  i;  musculocutaneous,  i;  and  brachial 
plexus,  I.  There  were  6  cases  of  non-union  and  7 
of  delayed  union.  Causes  retarding  the  return  of 
function  were  damage  to  the  musculature  of  the 
arm,  partial  paralysis,  and  infection. 


GENERAL  SURGERY  — SURGERY  OF  THE  EXTREMITIES 


99 


The  3  cases  of  simple  fractures  required  the  same 
amount  of  time  for  union.  Simple  fractures  are 
most  satisfactorily  treated  by  suspension  and  trac- 
tion. 

The  article  is  illustrated  with  excellent  super- 
imposed photographs  showing  the  final  range  of 
motion.  R.  G.  Packard. 

Van  de  Velde,  J.:    Fractures  of  the  Lower  Third 
of  the  Femur.    Ann.  Stirg.,  1919,  Ixx,  461. 

The  author  classifies  open  fractures  of  the  lower 
third  of  the  femur  as  follows: 

1.  No  comminution.  These  cases  are  treated  by 
Depage's  wiring  if  primary  suture  of  the  wound  is 
planned.  For  secondary  suture  a  Parham  band  or 
bronze  wire  is  used  for  one  month. 

2.  Slight  comminution.  Detached  bone  frag- 
ments should  be  thoroughly  removed.  Primary 
suture  is  dangerous.  Delayed  primary  or  secondary 
suture  is  indicated.  Ice  tongs  or  Steinmanr  pins 
should  be  used  if  low  wounds  do  not  contra-indicate. 
Willems'  screws  are  not  recommended  because  they 
do  not  hold  well  in  the  cancellous  tissue  of  the  con- 
dyles; they  loosen  under  traction,  cause  pain,  and 
pull  out  in  two  or  three  weeks.  The  pin  is  best  and 
should  be  inserted  under  the  fluoroscope  just  above 
the  condyles  and  anterior  to  the  axis  to  correct  the 
posterior  displacement  due  to  the  pull  of  the  gastroc- 
nemius. It  should  not  be  left  in  place  longer  than 
six  weeks. 

3.  Much  comminution.  In  this  type  when  i 
or  2  inches  of  the  bone  have  been  destroyed,  ex- 
tensive careful  excision  is  necessary.  All  detached 
bone  fragments  should  be  removed.  Vertical  sus- 
pension of  the  lower  fragment  with  traction  on  the 
leg  in  the  horizontal  plane  is  recommended.  Short- 
ening of  the  femur  is  prevented  by  traction  with  a 
Chutro  stirrup  or  by  Gillam's  method. 

D.  H.  Levinthal. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Duval,  P. :   The  Treatment  of  War  Wounds  of  the 
Joints.    Surg.,  Gynec.   &"  Obst.,   1919,    xxix,    222. 

The  radical  changes  that  have  taken  place  in  the 
surgical  treatment  of  war  wounds  of  the  joints 
have  been  due  to  the  resistance  of  the  joints  to 
infection  and  the  adoption  of  the  practice  of  operat- 
ing as  early  as  possible.  Immediate  suture  is  based 
on  the  following  principles: 

A  war  wound  is  contaminated  directly  by  bacteria 
which  are  carried  into  it  by  the  missile  and  frag- 
ments of  clothing.  Infection  develops,  but  the 
defensive  reaction  of  the  synovial  membrane  is 
much  more  efficacious  than  that  of  the  other  tissues; 
the  synovial  membrane  seems  to  possess  a  bacterici- 
dal power.  An  aseptic  state  of  the  synovial  membrane 
persists  for  a  relatively  long  time  — •  for  twenty-four, 
forty-eight,  and  sometimes  even  sixty  hours  — • 
before  septic  arthritis  develops.  By  early  operation 
all  contaminated  tissues,  including  bone  tissues 
and  the  contaminated  edges  of  the  synovial  per- 


foration, may  be  excised  and  all  foreign  material 
removed.  The  surgical  wound  and  the  joint  cavity 
are  then  aseptic  and  complete  suture  without 
drainage  may  be  done 

In  1Q17  and  1918  the  surgical  treatment  of  war 
wounds  of  the  joints  was  based  on  the  following 
principles: 

1.  Early  operation. 

2.  The  removal  of  all  foreign  substances  and 
total  excision  of  the  track  of  the  missile. 

3.  The  careful  cleaning  of  the  fractured  surfaces 
and  complete  suture  of  the  joint  without  drainage. 

4.  Active  and  immediate  mobilization. 

5.  The  greatest  possible  preservation  of  the 
parts,  immediate  resection  being  limited  to  in- 
juries in  which   there  is  extensive  comminution. 

When  the  bone  injury  is  complicated  by  the 
presence  of  more  or  less  extensive  fissures,  the 
latter  must  be  opened  with  a  lever  in  order  that 
their  walls  may  be  scraped,  the  bone  fragments 
being  then  again  replaced. 

When  the  joint  is  well  cleaned,  the  operative 
procedure  should  be  the  same  as  for  a  closed  fracture 
of  a  joint. 

The  re-establishment  of  a  normal  joint  outline 
is  most  important  for  experience  has  demonstrated 
that  if  the  general  outline  of  the  joint  surface  is 
preserved  good  functional  results  may  be  obtained 
even  when  there  is  a  partial  loss  of  the  joint  surface. 

The  treatment  of  the  serous  fluid  in  the  joint  is 
also  very  important.  This  fluid  must  be  dried  up  as 
completely  as  possible  with  dry  sponges  in  all 
parts  so  that  no  blood  or  fibrinous  coagulum  remains. 

The  terminal  suture  should  be  done  layer  by 
layer,  the  peri-articular  ligamentous,  fibrous,  and 
muscular  planes  being  preserved  as  much  as  possible. 
No  drainage  should  be  used. 

Immediate  active  mobilization  in  cases  of  joint 
injuries  insures  ultimate  perfect  functional  results 
even  when  there  is  comparatively  extensive  bone 
destruction.  Bone  surgery  may  be  done  twenty-four 
or  even  thirty-six  hours  after  the  injury. 

L.  C.  Donnelly. 

Brenizer,  A.  G.:   Bone,  Fascia,  and  Fat  Grafting. 

Charlotte  M.  J.,  1919,  l.xxx,  iii. 

Up  to  November,  1916,  only  10  cases  of  the  use  of 
total  autoplastic  bone  transplants  to  fill  skull 
defects  had  been  reported  in  the  literature.  Defects 
in  the  skull  show  little  spontaneous  tendency  to 
become  filled  with  bone,  thus  diff'ering  especially 
from  defects  in  the  long  bones. 

In  two  cases  of  skull  defects  practically  no  filling- in 
had  occurred  after  six  and  fifteen  years  respectively 
but  when  autogenous  transplants  from  the  tibiae 
were  inserted  they  became  filled  in  evenly  in  six 
weeks.  Therefore  such  transplants  will  be  effective 
where  there  is  no  spontaneous  tendency  to  heal. 
The  perfect  filling  in  of  the  tibiae  showed  that 
defects  in  the  long  bones  will  grow  to  the  point 
demanded  by  the  functional  forces  and  no  further. 

The  bone  graft  acts  as  a  stimulus  to  osteogenesis 
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(Albee) ,  and  the  cells  for  osteogenesis  are  supplied  by 
the  periosteum,  endosteum,  and  Haversian  canals. 
A  few  cells  are  supplied  also  by  the  graft  itself 
(McWilliams). 

Autogenous  grafts  will  grow  successfully  when 
the  proper  precautions  are  taken  for  asepsis  and 
immobilization  and  are  the  best  as  other  kinds  do  not 
grow.  The  latter,  however,  when  used  as  temporary 
splints  may  stimulate  repair  and  for  this  reason  are 
preferable  to  metal  implants. 

Fascia  was  first  used  as  a  transplant  in  plastic 
surgery  by  Kirschner.  Its  advantages  are  that  it 
heals  without  reaction,  tends  readily  to  become 
incorporated  into  its  new  bed,  even  without  perfect 
asepsis,  and  is  easily  obtained  in  large  amounts.  No 
harm  has  ever  resulted  from  the  use  of  large  grafts  of 
fascia  lata.  The  fascia  tends  to  take  on  the  form  and 
function  of  the  parts  to  which  it  is  transplanted.  It 
has  been  used  for  many  and  varied  purposes, 
including  the  bridging  of  defects  in  muscle,  tendon, 
and  the  abdominal  wall,  to  fix  in  place  parenchyma- 
tous organs  such  as  the  kidneys,  to  occlude  hollow 
organs,  to  cover  over  structures  such  as  nerves,  the 
brain,  and  amputation  stumps,  and  to  mobilize  the 
resected  ends  of  joints.  Autogenous  transplants 
are  best,  but  homogenous  grafts  from  the  same 
blood  group  may  be  used. 

Fat  is  invaluable  as  a  transplant  in  spite  of  its 
poor  resisting  power  (Binnie).  It  may  be  used  to 
arrest  bleeding  of  the  liver  and  kidneys,  to  fill 
defects  in  bone  and  those  resulting  from  scars,  and 
to  close  suppurating  or  tuberculous  cavities. 
For  haemostasis,  however,  autogenous  muscle 
transplants  are  best. 

The  author  gives  the  reports  of  g  cases  illustrative 
of  bone,  fascia,  and  fat  transplantation.  These 
include  2  cases  of  filled  skull  defects,  a  thyroidec- 
tomy and  a  cheek  scar  which  were  corrected  cos- 
metically with  fat  and  fascia,  and  5  cases  in  which 
bone  grafts  were  implanted  in  the  spine.  In  all,  the 
results  obtained  were  excellent.         M.  H.  Hob.\rt. 

ORTHOPEDICS  IN  GENERAL 

Byrne,  J.,  Taylor,  A.  S.,  and  Boorstein,  S.  W.: 
Early  Surgical  and  Orthopedic  Treatment  of 
Hemiplegia.  Surg.,  Gynec.  &"  Obst.,  19 19,  xxix, 
398. 

The  authors'  conclusions  are  as  follows: 
I.  Early  operation  within  from  two  to  four 
weeks,  or  even  after  a  much  longer  period,  may 
be  indicated  in  hemiplegia :  ( i )  when  the  intracranial 
pressure  threatens  medullary  strangulation,  what- 
ever the  site  or  nature  of  the  lesions;  (2)  in  extra- 
dural haemorrhage  with  or  without  intradural 
haemorrhage  or  cerebral  contusion,  when  cerebral 
compression  threatens  death  or  permanent  disability ; 
(3)  in  intradural  haemorrhages  of  traumatic  or 
spontaneous  origin  when  cerebral  compression 
threatens  death  or  permanent  disability;  and  (4) 
in  intracerebral  haemorrhage  when  focal  com- 
pression threatens  death  or  permanent  disability. 


2.  A  subtemporal  decompression  and  evacuation 
of  the  clot  is  a  simple  procedure  and  should  be 
done  in  every  case  of  fresh  hemiplegia  when  the 
indications  mentioned  are  present. 

3.  If  the  patient  is  unconscious  an  anaesthetic 
need  not  be  used  as  the  shock  of  the  operation  is 
slight. 

4.  Even  in  old  cases  of  hemiplegia  decompression 
is  of  benefit. 

5.  Decompressions  should  be  done  even  in  cases 
due  to  embolism  or  thrombosis. 

6.  The  deformities  and  contractures  of  hemi- 
plegia can  be  prevented. 

7.  Patients  with  hemiplegia  should  be  put  in  the 
same  category  as  those  with  anterior  poliomyelitis 
and  should  be  given  proper  orthopedic  treatments 
from  the  beginning. 

8.  Plaster  splints  should  be  applied  immediately 
to  prevent  contractures. 

9.  Massage  and  exercises  are  indicated  and  should 
be  used  intelligently. 

10.  The  patients  shovdd  be  taught  the  proper 
use  of  the  limbs. 

11.  In  old  and  neglected  cases  deformities  should 
be  corrected  and  recurrences  prevented. 

L.  C.  Donnelly. 

Brown,  A.  J. :  A  Contribution  to  the  Study  of  Stiff 
and  Painful  Shoulder.  Surg.,  Gynec.  d*  ObsL, 
1919,  xxix,  381. 

It  is  the  object  of  this  paper  to  suggest  that  a  tear 
of  the  tendons  of  the  latissimus  dorsi  and  teres 
major  muscles  may  play  an  important  role  in  the 
etiology  of  certain  cases  of  stiff  and  painful  shoulder; 
also  to  point  out  some  of  the  therapeutic  indi- 
cations in  the  disability  caused  by  this  lesion. 

After  a  moderate  trauma  of  a  rather  definite 
type  the  patient  feels  a  snap  in  the  shoulder  which 
is  followed  by  a  severe,  sharp  pain.  In  some  cases 
the  arm  falls  helpless  by  the  side.  Within  a  small 
range  amounting  to  about  10  degrees  motion  is  not 
painful  due  to  the  fact  that  within  this  range  the 
injured  muscles  are  not  placed  on  the  stretch  and 
consequently  are  not  further  traumatized.  This 
fact  serves  as  a  point  of  differentiation  between 
extra-articular  and  intra-articular  lesions  of  the 
shoulder  for  in  the  latter,  in  which  joint  surfaces 
are  involved,  pain  occurs  at  the  very  beginning  of 
joint  movement. 

In  the  acute  stage  the  treatment  consists  of 
immobilization  for  a  short  time,  active  motion  which 
is  begun  early  for  short  periods  and  always  main- 
tained within  the  limits  of  pain,  the  prevention  of 
new  trauma  to  injured  or  reparative  structures  by 
splinting  the  deltoid  and  inhibiting  motion  tending 
to  cause  such  injuries,  and  local  and  general  mas- 
sage. 

In  the  chronic  and  more  severe  cases  it  is  neces- 
sary first  to  break  up  the  firm  scar  and  fibrous 
tissue  which  has  formed  in  the  tendons  and  the  ad- 
hesions which  have  formed  in  the  surrounding 
axillary  tissues;  also  to  overcome  the  shortening  of 
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the  muscles  which  has  taken  place  as  the  result 
of  carrying  the  arm  in  the  sling  position  for  a  con- 
siderable length  of  time. 

The  article  is  summarized  as  follows: 

1.  Stiff  and  painful  shoulder  of  a  certain  type 
falls  into  the  general  class  of  muscular  strains 
about  joints  and  is  centered  in  the  tendons  of  the 
teres  major  and  latissimus  dorsi  muscles. 

2.  The  condition  manifests  itself  by:  (a)  pain 
on  stretching  the  injured  muscle;  (b)  a  distinct, 
localized  point  of  tenderness  over  the  site  of  injury 


in  the  tendon  and  al  its  attachment  to  the  bone; 
and  (c)  the  early  development  of  a  moderate 
amount  of  atrophy  of  the  deltoid  muscle  due  to  in- 
volvement of  the  circumflex  nerve  in  the  inflam- 
matory and  reparative  processes. 

3.  The  condition  is  amenable  to  treatment  along 
lines  which  have  proved  successful  in  similar  con- 
ditions in  other  parts  of  the  body.  This  treatment 
is  conservative  and  directed  toward  preventing 
trauma  and  hastening  the  resolution  of  the  ccdema 
and  exudative  processes.  L.  C.  Donnelly. 
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Danforth,  M.  S.:  The  Diagnosis  and  Treatment  of 
Nerve  Injuries.   /.  Orlhop.  Surg.,  1Q19,  xvii,  593. 

This  article  is  based  on  a  study  of  patients  with 
nerve  injuries  at  the  Edinburgh  War  Hospital, 
and  outlines  the  routine  points  in  the  medical 
history,  examination,  and  pre-operative  treatment. 
Each  case  history  gives  the  date  and  character  of 
the  wound,  the  amount  of  suppuration,  the  time 
of  the  occurrence  of  paralysis,  and  the  increase  or 
decrease  of  paralysis  and  anaesthesia. 

The  records  of  the  local  examination  which  fol- 
lowed the  routine  general  examination  include  in- 
formation as  to  the  location  of  the  wounds  or  scars; 
the  character  of  the  scars,  whether  soft  or  indurated, 
adherent  or  non-adherent;  the  limitation  of  motion 
in  neighboring  joints;  the  voluntary  power  and 
response  to  faradism  and  galvanism  of  individual 
muscles;  cutaneous  sensibility  as  determined  with 
a  wisp  of  cotton  and  a  pin  prick;  the  trophic 
changes;  and  the  element  of  distal  tingling. 

Complete  loss  of  voluntary  power  with  loss  of 
faradic  excitability  and  slow  galvanic  response 
associated  with  anaesthesia  and  analgesia  over  the 
area  supplied  by  the  nerve  and  the  absence  of 
tingling  distal  to  the  site  of  the  injury  indicate 
physiological  loss  of  continuity  in  the  i^erve  trunk. 

Before  operating,  the  general  working  rule  was 
to  wait  for  from  six  weeks  to  two  months  after 
complete  wound  healing.  This  period  was  employed 
also  to  improve  the  muscle  nutrition,  correct  the 
deformities,  and  restore  the  flexibility  of  the  joints. 
Appropriate  splinting  protected  the  muscles  from 
stretching.  Hot  soaks  were  followed  by  massage, 
active  and  passive  motion,  and  electrical  stimula- 
tion. Deformities  were  corrected  by  manipulation 
with  or  without  an  anaesthetic.  The  restoration  of 
flexibility  of  the  joints,  most  difficult  in  the  smaller 
joints,  was  accomplished  by  massage  and  hydrother- 
apy in  some  instances,  but  best  of  all  by  elastic 
traction  in  the  line  of  deformity.     R.  G.  Packard. 

Babcock,  W.  W. :  Questions  in  Relation  to  the 
Treatment  of  Peripheral  Nerve  Injuries.  Med. 
Rec,  1919,  xcvi,  664. 

About  420  patients  with  evidence  of  peripheral 
nerve  injury  were  admitted  to  Ft.  McPherson  be- 


tween October  I,  1918,  and  June  i,  191Q.  Over  510 
nerve  lesions  were  studied  in  these  patients,  and  328 
operations  were  performed  upon  peripheral  nerves. 
More  than  half  of  the  injured  nerves  (165)  were 
subjected  to  neurolysis,  usually  with  hersage,  and 
163  complete  or  partial  divisions  of  nerve  trunks 
were  treated  by  suture. 

In  this  series  injuries  of  the  ulnar  nerve  were  first 
in  order  of  frequency,  those  of  the  musculo- 
spiral  nerve  were  second,  and  those  of  the  median 
nerve,  third. 

A  careful  statistical  study  by  Spear  showed  that 
the  patients  subjected  to  operation  made  better  and 
more  continuous  progress  than  those  with  less  serious 
injuries  who  were  treated  only  by  massage,  electri- 
city, etc.  In  a  series  of  75  cases  treated  by  hersage 
it  was  found  that  although  in  a  few  the  condition  was 
temporarily  made  worse  by  the  operation,  at  the 
end  of  two  or  three  months  there  was  usually  a 
decided  improvement.  After  neurolysis  a  few 
patients  improved  very  rapidly  but  in  a  large  pro- 
portion the  improvement  was  slow — -almost  as 
slow  as  after  suture.  After  suture  no  immediate 
improvement  was  observed.  The  partial  splitting  of 
a  nerve  trunk  in  its  component  bundles  and  the 
rerouting  of  the  nerve  filaments  through  muscle, 
intermuscular  planes,  or  under  subcutaneous  fat 
did  not  seem  to  jeopardize  function. 

The  author's  conclusions  as  a  result  of  the  study 
of  these  cases  may  be  summarized  as  follows : 

1.  In  the  diagnosis  the  most  important  evidence  is 
obtained  from  the  sensory  and  motor  loss;  the  former 
is  determined  chiefly  by  mapping  the  loss  to  tactile 
and  painful  impressions;  the  latter  by  studying 
voluntary  contractions  in  muscles.  Electrical 
reactions  may  be  misleading  in  the  preliminary 
examination  and  the  electrical  return  may  so  lag 
behind  the  sensory  and  motor  return  as  to  have 
little  value  in  determining  regeneration. 

2.  Indications  for  operative  intervention  are:  (i) 
persistent  total  or  partial  interruption  in  a  nerve; 
(2)  doubtful  nerve  lesions  in  which  careful  study  has 
shown  the  desirability  of  exploration. 

3.  Re-operations  are  justifiable  after  neurolysis 
when  improvement  has  not  occurred  after  proper 
postoperative    treatment    in    three    months,    and 
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sometimes  as  early  as  one  month.  After  neuror- 
rhaphy and  nerve  grafting  re-operation  is  justified  if 
twice  the  normal  time  for  neuraxcs  to  penetrate 
from  the  lesion  to  the  periphery  has  elapsed  without 
evidence  of  regeneration. 

4.  Neuraxes  should  penetrate  the  nerve  trunk 
distal  to  the  line  of  suture  at  the  rate  of  about  i 
millimeter  each  day,  or  i  inch  a  month. 

5.  The  time  for  operation  after  the  healing  of 
gunshot  wounds  depends  on  the  nature  of  the  wound. 
Superficial  granulating  surfaces  do  not  contra-indi- 
cate  immediate  operation  provided  the  granulating 
surface  is  properly  sterilized  by  a  thorough  pre- 
liminary application  of  saturated  zinc  chloride  solu- 
tion. The  adjacent  skin  should  then  be  carefully 
cleansed,  the  scar  and  granulating  area  excised  en 
masse,  and  all  instruments  changed.  There  is 
much  greater  danger  from  exposing  or  operating 
upon  bone  that  has  been  the  seat  of  compound 
fracture  or  osteomyelitis,  and  therefore  it  is  wise  to 
operate  on  the  bone  at  a  separate  time. 

6.  In  case  of  healed,,associated  injuries  of  the  soft 
tissue,  a  bone,  and  a  nerve,  the  nerve  should  have 
first  consideration. 


7.  Four  operations  are  permissible  for  nerve 
injury:  end-to-end  suture,  neurolysis  and  nerve 
trunk  exploration,  hersage  or  nerve  fiber  dissocia- 
tion, and,  in  very  rare  cases,  nerve  grafting. 

8.  Physiotherapy  should  be  begun  as  soon  as  the 
operative  condition  will  permit.  Gentle  massage 
and  passive  movement  of  the  exposed  parts  should 
be  used,  if  possible,  on  the  third  day.  Progressive, 
carefully  graded  electrical  treatment  without  tension 
in  the  operative  field  may  usually  be  begun  about 
one  week  after  operation. 

Q.  The  patient  should  be  examined  for  return  of 
function  every  two  weeks  after  neurolysis  and  every 
four  weeks  after  suture  or  grafting,  especially  dur- 
ing the  early  months. 

10.  A  patient  with  injury  of  peripheral  nerve  should 
be  considered  fit  for  discharge  from  the  army  hos- 
pital: (i)  when  deformity  has  been  overcome;  (2) 
when  sufficient  sensation  has  returned  to  prevent 
burns  or  other  injuries  of  the  affected  parts;  (3) 
when  pain  has  been  relieved;  and  (4)  when  sufficient 
motor  power  has  returned  to  all  the  imjxjrtant 
muscles  so  that  progressive  development  will  con- 
tinue under  ordinary  use.  G.  \V.  Hochrein. 


MISCELLANEOUS 


CLINICAL  ENTITIES— TUMORS  ULCERS, 
ABSCESSES,  ETC. 

Watson-Williams,  E, :  A  Preliminary  Note  on  the 
Treatment  of  Inoperable  Carcinoma  with 
Selenium.  British  M.  J.,  1919,  ii,  463. 

The  author  has  collected  from  the  literature  69 
cases  of  inoperable  carcinoma  treated  by  injections 
of  selenium  with  improvement  reported  in  49  in- 
stances. He  adds  24  cases  of  his  own  in  which 
benefit  was  obtained  in  19.  The  improvement  has 
been  most  marked  in  carcinoma  of  the  alimentary 
tract. 

The  physiologic  action  and  low  toxicity  of  selen- 
ium were  studied  by  Duhamel  in  191 2.  It  is  avail- 
able for  injection  as  a  "protected"  colloidal  sus- 
pension of  erythro-selenium  beta,  prepared  chem- 
ically or  electrically,  and  is  a  dichroic  coral-red  fluid. 
It  is  not  very  stable;  in  old  preparations  the  metal 
is  found  to  be  precipitated.  The  solution  is  isotoniz- 
ed  if  this  has  not  already  been  done  by  adding 
sodium  chloride  solution  before  injection.  The 
author  injects  a  dose  representing  0.005  gram  to 
0.0005  grarn  of  the  metal.  Preferably  this  is  done 
intravenously,  though  the  intramuscular  injection 
may  prove  to  be  the  method  of  choice  in  am- 
bulatory cases.  In  therapeutic  doses  selenium 
appears  to  be  non-toxic  and  non-cumulative. 

A  transient  reaction  which  follows—  slight  malaise 
and  a  rise  of  from  i  to  2  degrees  F.  in  temperature 
— is  more  marked  in  patients  with  extensive  growths. 
The  tumor  becomes  softer  though  no  definite  ne- 
crosis has  been  noted. 


The  author  has  observed  nothing  to  suggest  that 
selenium  will  cure  carcinoma  but  believes  that 
it  will  give  enough  relief  to  justify  its  use  in  inoper- 
able cases.  Leda  Stacy. 

Harries,  D.  J.:    Oriental  Sore  or  Baghdad  Boil. 

Indian  M.Gaz.,  191Q,  liv,  325. 

Oriental  sore  or  Baghdad  boil  occurs  in  the  tropical 
and  subtropical  regions  of  both  the  eastern  and 
western  hemispheres.  As  yet  the  method  of  con- 
tracting it  has  not  been  definitely  settled,  although  it 
has  been  attributed  to  various  parasites.  The  sore 
can  be  experimentally  produced  by  contact  of 
material  from  the  lesion  on  an  abraded  surface. 
Auto-inoculation  also  apparently  occurs.  Leishman- 
Donovan  bodies  have  been  shown  to  be  present  in 
all  cases.  The  relationship  between  kala-azar  and 
oriental  sore  is  undetermined.  The  Leishman- 
Donovan  bodies  in  each  are  indistinguishable,  though 
the  two  conditions  never  appear  at  the  same  time  or 
even  at  different  times  in  the  same  j>erson.  The 
explanation  usually  given  is  that  the  presence  of  one 
of  them  causes  immunity  to  the  other.  It  is  possible 
also  that  the  two  conditions  are  different  phases  of 
the  same  disease. 

Usually  the  disease  begins  as  a  small  papule  re- 
sembling a  mosquito  bit.  This  papule  breaks  down, 
forming  a  small  crater  which  in  some  cases  measures 
^  by  3^  by  \i  inch.  The  change  may  occur  in  a  few 
hours  or  a  few  weeks,  and  may  develop  into  the 
following  forms: 

I.  A  spreading  shallow  ulcer  with  an  indurated 
and  heaped-up  edge.    The  base  of  the  ulcer  becomes 
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covered  over  by  a  thin  yellowish  scab  with  a  layer 
of  pale  granulation  tissue  below.  Clinically  this 
resembles  an  early  malignant  ulcer. 

2.  A  shallow  serpiginous  ulcer  with  an  under- 
mined but  non- indurated  edge. 

3.  A  hard  nodule  generally  ,'4  to  Yi  inch  in 
diameter,  slightly  raised  above  the  surrounding  skin. 

These  various  lesions  may  merge  into  each  other. 
After  healing  the  scar  is  slightly  depressed,  smooth 
and  white  at  the  center,  and  pigmented  at  the  peri- 
phery. The  surrounding  skin  is  also  pigmented  for 
about  yi  inch.  In  almost  a  third  of  the  cases  the 
Wassermann  reaction  is  positive. 

General  symptoms  are  usually  absent  except  in 
the  early  stages.  During  the  papule  stage  there  may 
be  general  malaise,  a  temperature  of  from  100  to  102 
degrees,  vague  pains  in  the  joints  and  muscles,  and 
slight  tenderness  of  the  nearest  intercepting  lymph 
nodes.  These  disappear  as  the  papule  breaks  down 
but  reappear  as  new  papules  develop.  The  lymph 
nodes  usually  enlarge  and  remain  enlarged  until  the 
lesion  is  cleared  up.  In  certain  cases  the  symptoms 
may  be  exaggerated. 

In  the  treatment  internal  remedies  have  been  tried 
but  the  best  results  have  been  obtained  by  the  intra- 
venous administration  daily  or  every  other  day  of  a 
I  per  cent  solution  of  antimony  tartrate,  beginning 
with  5  cubic  centimeters  and  gradually  increasing 
the  dose  to  10  or  15  cubic  centimeters. 

As  local  treatment  many  drugs  have  been  used 
but  they  have  caused  necrosis  and  sloughing  of  the 
sore. 

Recently  it  has  been  reported  that  several  com- 
plete cures  have  followed  ionization.  The  most 
favorable  results  seem  to  be  obtained  when  the  lesion 
is  in  the  crater  stage.  By  this  method  of  treatment 
considerable  improvement  at  least  is  always  observed. 

The  best  results  follow  complete  excision.  An 
isolated  sore  should  be  completely  excised  with  a 
margin  of  Yi  inch  of  the  surrounding  skin  and  the 
skin  edges  then  sutured  together  in  the  ordinary 
way.  Healing  occurs  by  first  intention.  Multiple 
sores  may  be  excised  and  the  raw  area  allowed  to 
granulate  in.  In  some  cases  skin  grafting  may  be 
done.  I.  W.  Bach. 

McDowell,  I.  W. :  Syphilis  as  Related  to  Traumatic 
Surgery,   Inlernat.  J .  Surg.,  1919,  xxxii,  296. 

The  author  has  noted  that  in  many  accident  cases 
which  came  under  his  observation  numbers  of  the 
patients  have  failed  to  recover  or  heal  rapidly.  This 
made  him  consider  the  syphilis  as  a  possible  factor. 

The  literature  upon  the  incidence  of  syphilis  gives 
various  percentages  probably  because  the  different 
observers  have  used  different  materials  and  methods. 
Warthin  who  examined  microscopically  for  spiro- 
cha;tes  in  the  tissues  in  750  autopsies  at  Ann  Arbor 
estimates  the  incidence  of  syphilis  in  this  country  at 
30  per  cent.  Some  observers  place  it  as  high  as  60 
per  cent  (Thompson,  St.  Louis),  and  others  (Rown- 
tree,  Minneapolis),  at  13  per  cent.  Among  negroes 
the  incidence  is  higher. 


Syphilis  has  long  been  recognized  as  a  factor  in  the 
delayed  healing  of  wounds,  and  should  be  even  more 
carefully  considered  than  urinary  changes.  Warthin 
found  characteristic  syphilitic  heart  lesions  in  all  of 
his  cases,  and  believes  that  they  are  the  cause  of 
many  cardiac  deaths,  a  possibility  which  should  be 
taken  into  consideration  before  an  anaesthetic  is  ad- 
ministered. 

Spontaneous  fracture  due  to  syphilis  is  rare,  but 
should  be  borne  in  mind.  In  cases  of  latent  lues  a 
slight  injury  may  refuse  to  heal  due  to  the  fact  that 
as  a  result  of  the  trauma  the  condition  has  become 
active.  Subsequently  it  may  form  a  gumma  and 
ulcerate. 

The  author  cites  cases  of  traumatic  lesions  includ- 
ing small  ulcers  of  the  buttocks,  an  ulcer  of  the  arm, 
and  scalp  wounds  which  improved  after  the  ad- 
ministration of  specific  treatment  following  a  positive 
Wassermann.  In  one  case  an  electric  shock  pre- 
cipitated a  multiple  sclerosis  in  a  luetic. 

That  other  conditions  may  delay  healing  in  a 
syphilitic  was  evidenced  by  one  case  of  tuberculous 
bone  which  was  not  improved  by  specific  treatment 
but  was  benefited  only  after  the  removal  of  the 
tuberculous  focus. 

The  article  is  summarized  as  follows: 

Syphilis  is  more  widespread  than  is  generally 
recognized,  its  incidence  being  about  20  per  cent 
in  the  white  race  and  from  40  to  50  per  cent  among 
negroes. 

Latent  syphilis  may  become  active  as  a  result  of 
trauma,  manifesting  itself  either  as  a  local  lesion  or 
producing  an  active  process  at  a  point  distant  from 
the  site  of  injury. 

A  negative  Wassermann  does  not  rule  out  syphilis; 
when  the  first  test  is  negative,  a  provocative  test 
should  be  done.  Even  then  the  therapeutic  test 
should  be  made.  Bone  lesions  often  give  a  negative 
reaction,  but  here  the  X-ray  is  of  value. 

Syphilis  may  be  present,  but  may  not  be  the  cause 
of  failure  of  wounds  to  heal.  M.  H.  Hobart. 

Strachauer,   A.   C. :    The  Surgical  Treatment  of 
Traumatic  Epilepsy.    Minnesota  Med.,  1919,  ii, 

382. 

In  the  surgical  treatment  of  traumatic  epilepsy, 
the  three  factors  necessary  for  success  are:  (i)  the 
eradication  of  the  causes  (2)  the  prevention  of  their 
recurren^^e,  and  (3)  prophylaxis. 

Prophylaxis  begins  with  the  diagnosis  of  a  fracture 
and  cerebral  hypertension.  In  order  to  perform  a 
thorough  examination  of  the  skull  in  suspected 
fracture  cases,  all  of  the  scalp  should  be  shaved  as  a 
routine  procedure.  A  complete  X-ray  examination 
with  good  plates  is  also  absolutely  necessary  because 
a  false  sense  of  security  may  be  entertained  from  the 
findings  of  an  incomplete  examination. 

The  point  of  interest  in  a  skull  fracture  is  the 
presence  and  the  extent  of  damage  to  the  brain  and 
its  membranes.  Often  adhesions  and  cysts  may 
produce  epilepsy.  In  two  cases  depressed  areas 
were  treated  with  autoplastic  fascia  lata  transplants 
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having  a  thin  layer  of  fat  the  fat  side  being  turned 
down. 

The  author  believes  that  all  skull  injuries  com- 
plicated by  cerebral  hypertension  are  an  indication 
for  unilateral  or  bilateral  subtemporal  decompres- 
sion. The  purpose  of  such  an  operation  is  twofold: 
to  prevent  medullary  compression  and  to  avoid  the 
secondary  effects  of  compression.  Chief  among  the 
the  latter  is  epilepsy  which  usually  is  general  in 
character  and  not  a  favorable  type  for  surgery. 

Early  surgical  intervention  is  paramount  in  cases 
of  traumatic  epilepsy  as  the  likelihood  of  betterment 
diminishes  in  inverse  ratio  to  its  duration.  While 
the  operation  may  not  entirely  stop  the  attacks,  they 
are  usually  rendered  less  severe,  providing  a  definite 
macroscopic  lesion  is  removed. 

The  operative  technique  in  the  presence  of  a 
depression  or  defect  is  described  in  detail.  The 
problem  resolves  itself  into  the  prevention  of  adhe- 
sions of  the  brain  to  the  meninges,  scalp,  or  skull, 
and  the  supplying  of  the  defect  in  the  removed  dura. 
Reference  is  made  to  the  methods  used  by  various 
surgeons. 

The  author's  method  differs  from  the  others  in 
that  he  employs  autoplastic  transplants  of  fascia 
lata  with  a  thin  layer  of  fat.  This  he  has  done  in 
eleven  cases,  in  nine  for  the  treatment  of  epilepsy, 
and  in  two  as  a  prophylactic  measure.  Of  the  eleven 
patients,  only  one  did  not  improve,  and  this  one  was 
not  made  any  worse  by  the  operation.  Final  con- 
clusions are  not  yet  possible  because  suflScient  time 
has  not  yet  elapsed  to  warrant  a  decision  but  from 
the  observations  made  so  far  the  majority  of  the 
patients  have  shown  marked  improvement,  one 
having  been  entirely  cured  for  over  four  years. 

A.  R.  Hollander. 

McCaskey,  G.  W.:  The  Dififerential  Diagnosis  of 
Hyperthyroidism  by  Basal  Metabolism  and 
Alimentary  Hyperglycaemia.  N.  York  M.  J., 
1919,  ex,  607. 

The  author  presents  a  further  discussion  of  basal 
metabolism,  the  metabolism  of  the  fasting  body  in 
the  resting  state  or  the  minimal  quantity  of  metabolic 
change  essential  to  the  neuromuscular  and  secretory 
phenomena  of  the  basal  organic  functions,  respiration, 
circulation,  and  secretion.  He  calls  attention  espe- 
cially to  the  differential  diagnosis  of  hyperthy- 
roidism from  clinical  conditions  bearing  some  re- 
semblance to  it  but  points  out  certain  limitations 
and  states  that  laboratory  methods  are  subsidiary 
to  the  clinical  picture. 

Basal  metabolism  can  be  quickly  and  accurately 
determined  by  measuring  the  oxygen  consumption 
with  the  Benedict  portable  apparatus. 

The  application  of  the  tests  will  aid  in  the  differ- 
ential diagnosis  between  toxic  and  non-toxic  goiters. 
While  hyperglycaemia  is  not  pathognomonic  of 
hyperthyroidism,  such  tests,  when  correlated  with 
the  clinical  picture,  will  aid  in  the  diagnosis  as  does 
a  positive  Wassermann  in  a  suspected  case  of 
syphilis. 


The  work  is  based  upon  the  results  of  the  very 
important  work  of  Kendall  and  Plummer  along  this 
line  and  the  isolation  and  identification  by  the 
former  of  thyroxin  which  C.  H,  Mayo  considers  the 
most  important  advance  in  the  chemistry  of  life. 

The  rate  of  basal  metabolism  must  be  regarded 
as  a  dependable  index  of  thyroid  activity  at  the  time 
of  observation.  •  W.  L.  Strakberg. 

Moore,  B. :  The  Balance  of  Colloid  and  Crystalloid 
in    Cholera,    Shock,    and    Alli^    Conditions. 

British  M.  J.,  1919,  ii,  490. 

The  author  discusses  the  disturbance  of  equilib- 
rium between  the  colloids  of  the  blood  and  body 
cells,  that  is,  proteins,  lipoids,  and  crystalloids 
such  as  sodium  chloride  in  common  solution  or 
suspension,  with  reference  to  cholera,  shock,  and 
allied  conditions.  The  positive  effect  of  the  injec- 
tion of  blood  proteins,  gelatin,  and  gum  acacia  in 
shock  due  to  haemorrhage,  surgical  injury,  or  pro- 
longed anaesthesia  as  compared  with  the  failure  of 
hypertonic  saline  is  due  to  the  fact  that  the  colloid 
cannot  be  eliminated  while  the  salines  are  treated 
as  foreign  bodies  by  the  kidneys  and  intestines  and 
rapidly  excreted.  These  colloids  serve  to  anchor 
inorganic  salts  and  therefore  preserve  the  equili- 
brium of  crystalloid  and  colloid  not  only  in  the 
blood  but  also  in  the  brain  and  heart.  That  there 
is  such  an  interaction  of  absorptive  character  be- 
tween colloid  and  crystalloid  is  clearly  shown  by 
the  definite  changes  in  osmotic  pressure  following 
variations  in  the  concentration  of  the  salines  in 
which  the  colloid  is  in  solution. 

Two  series  of  experiments  are  quoted  which 
demonstrate  that,  when  injected  intravenously,  a 
solution  of  gum  acacia  in  water  or  saline  as  recom- 
mended by  Bayliss  will  hold  a  certain  amount  of 
saline  in  the  blood,  the  total  salt  content  of  the 
blood  will  rise,  and  the  condition  of  the  gum  will 
change  so  that  its  molecular  weight  is  only  one- 
fourth  to  one-third  of  its  former  value.  The  colloids 
of  the  cells  are  affected  in  like  manner. 

The  good  effects  of  hypertonic  salines  in  cholera 
are  due  to  a  deficiency  in  the  body  of  salines  and 
an  excess  of  toxic  colloids.  The  injected  salines 
combine  with  the  toxic  colloids  and  more  rapid 
elimination  by  intestine  and  kidney  is  favored. 

In  shock  the  colloidal  molecule  is  too  large  to  pass 
out.  Therefore  the  crystalloid  is  retained  and  the 
blood  volume  rises  and  is  kept  up. 

Examples  are  drawn  by  the  author  from  bio- 
chemistry to  prove  the  peculiar  relation  between 
the  colloid  and  crystalloid  and  their  interdependence 
in  various  conditions  such  as  anaphylactic  shock, 
fermentation,  Bordet-Gengou  reaction,  etc.  The 
absence  of  anaphylactic  shock  in  the  presence  of 
excess  of  saline  is  explained  on  the  basis  of  a  re- 
action between  the  crystalloids  and  colloids  which 
destroys  the  delicate  lability  necessary  for  the 
reaction. 

In  the  author's  opinion,  the  delicate  equilibrium 
between  the  colloids  and  crystalloids  of  the  body  is 
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more  ancient  from  the  point  of  view  of  evolution 
than  the  regulation  of  body  temperature.  The 
union  is  very  slight  and  molecular,  not  atomic. 
It  is  very  definite,  however,  and  life  cannot  be 
maintained  without  it.  W.  J  Tucker. 

Miller,  A.  H.:  Surgical  Shock  and  Its  Relation  to 
Anaesthesia   under   Varying    Conditions.     N. 

York  M.  /.,  1919,  ex,  681. 

The  picture  presented  by  the  victim  of  shock  is 
clearly  defined.  The  voluntary  muscles  are  flaccid. 
The  skin  is  cold.  The  color  is  ashy  or  cyanotic. 
Perspiration  is  profuse,  appearing  in  beads  on  the 
face  and  soaking  the  clothing.  The  pupils  are  dilat- 
ed. The  reflexes  are  inactive.  The  pulse  is  small 
and  usually  rapid.  The  blood  pressure  is  lowered. 
The  respiration  is  superficial  and  sometimes  irregular 
or  halting.  Consciousness  may  be  acute  or  depress- 
ed. There  is  reduced  sensibility  to  pain.  The  whole 
appearance  represents  acute,  profound  prostration. 

"Pure  shock,"  "wound  shock,"  "experimental 
shock,"  and  various  theories  as  to  the  causation  of 
shock  are  discussed.  The  author  concludes  that  the 
belief  that  shock  is  apt  to  occur  in  patients  under  a 
light  degree  of  anaesthesia  has  become  an  obsession 
in  the  minds  of  those  belonging  to  the  surgical  pro- 
fession. This  belief,  however,  is  not  based  upon 
facts,  for  while  cardiac  inhibition  might  develop 
under  an  entirely  insufficient  general  anaesthesia, 
there  is  no  evidence  that  shock  ever  resulted 
either  experimentally  or  in  practice  from  a  reason- 
ably light  anaesthesia.  A  complete  abdominal 
hysterectomy,  if  free  from  haemorrhage,  may  be  per- 
formed without  change  in  the  blood  pressure  or 
pulse  rate  under  such  a  light  anaesthesia  that  it  may 
be  necessary  frequently  to  restrain  the  patient's 
limbs  and  expiratory  phonation  persists  throughout. 
The  condition  known  as  surgical  shock,  when  not 
the  result  of  haemorrhage,  is  frequently  an  anaesthetic 
toxaemia.  Isabella  Herb. 

Lee,  R.  I.:  Field  Observation  on  Blood  Volume  in 
Wound  Haemorrhage  and  Shoclc.    Am.  J.  M. 

Sc,  1919,  clviii,  570. 

The  author  attempts  to  determine  the  therapeutic 
application  of  blood  transfusion  and  the  infusion  of 
blood  substitutes,  and  to  evaluate  these  methods 
by  observations  made  in  the  field  during  the  war. 

The  observations  reported  indicate  the  impor- 
tance of  blood  volume  in  wound  haemorrhage  and 
shock.  Profound  disturbances  of  blood  volume  are 
always  serious,  and  if  maintained  for  any  con- 
siderable period  usually  result  in  death.  It  seems 
evident  that  the  human  mechanism  can  tolerate 
greater  changes  in  the  oxygen-carrying  constituent, 
the  haemoglobin,  than  in  the  blood  volume.  This 
coincides  with  the  well-known  clinical  observation 
that  haemorrhage  results  at  first  in  a  lowered  haemo- 
globin or,  in  other  words,  that  the  blood  volume  is 
restored  at  the  expense  of  dilution  of  the  haemo- 
globin. 

Blood  volume  can  be  easily  and  roughly  estimated 


by  comparative  readings  of  the  haemoglobin  per- 
centage before  and  after  the  intravenous  infusion  of 
a  known  amount  of  fluid,  the  formula  being:  the 
percentage  drop  in  haemoglobin  after  the  injection: 
the  original  percentage  of  haemoglobin  ;:  the  amount 
of  the  injection:  x.  A  knowledge  of  the  blood  volume 
gives  adequate  data  for  the  establishment  of  rational 
therapy. 

It  was  observed  that  the  milder  cases  of  wound 
haemorrhage  and  shock  require  only  an  increase 
in  the  blood  volume.  The  more  severe  cases  require 
an  increase  in  both  blood  volume  and  the  oxygen- 
carrying  constituent.  This  double  requirement  is 
met  in  part  by  transfusion.  When  transfusion  is 
indicated,  however,  it  is  usually  desirable  to  in- 
crease the  blood  volume  still  further  by  the  ad- 
ministration of  fluids  by  mouth  and  by  rectal 
injections. 

Continued  observations  on  the  blood  volume  give 
valuable  information  also  as  to  the  prognosis.  When 
in  the  cases  studied  the  blood  volume  was  maintained 
at  a  satisfactory  level  the  prognosis  usually  was 
good.  When  it  could  not  be  maintained,  and  when, 
despite  all  methods  of  administering  fluids,  the 
blood  tended  to  reconcentrate,  the  prognosis  was 
unfavorable. 

A  general  study  of  blood  volume  strongly  suggests 
certain  procedures  for  the  prevention  and  control 
of  the  associated  syndrome  known  as  wound  haemor- 
rhage and  shock.  These  are  the  administration  of 
liberal  amounts  of  fluids  by  all  means  or  methods 
and  the  prevention  of  profuse  sweating. 

There  is  reason  to  believe  that  the  general  ob- 
servations have  an  application  beyond  the  special 
field  in  which  they  were  made,  as  the  blood  volume 
may  be  seriously  disturbed  in  various  conditions 
which  tend  to  derange  the  adjustment  between  the 
fluid  intake  and  outgo.  P.  M.  Chase. 

BLOOD 

Harrop,  G.  A.:  The  Oxygen  and  Carbon  Dioxide 
Content  of  Arterial  and  Venous  Blood  in 
Normal  Individuals  and  in  Patients  with 
Anaemia  and  Heart  Disease.  J.Exper.  M.,  1919, 
XXX,  241. 

The  author  summarizes  his  investigations  and 
data  as  follows: 

1.  Determinations  were  made  of  the  oxj^gen  con- 
tent of  the  venous  and  arterial  blood  of  15  essentially 
normal  persons  at  rest  in  bed. 

2.  The  percentage  saturation  of  the  arterial  blood 
varied  between  100  and  94.3.  The  average  was 
95.5  per  cent. 

3.  The  oxygen  consumption  varied  between  2.6 
and  8.3  volumes  per  cent. 

4.  The  oxygen  content  and  the  percentage  satu- 
ration of  arterial  blood  taken  at  close  intervals  from 
3  different  peripheral  arteries  of  a  normal  person 
showed  values  agreeing  within  the  limits  of  error. 
Analyses  of  the  blood  gases  of  a  normal  person  at 
rest  and  after  exercise  demonstrated  a  lowering  of 


io6 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


the  percentage  oxygen  saturation  of  the  arterial 
blood  and  a  diminished  carbon  dioxide  content  after 
exercise. 

5.  In  3  persons  with  severe  anaemia  the  satura- 
tion of  the  arterial  blood  did  not  differ  from  the 
normal.  Very  low  absolute  values  were  found  for 
the  oxygen  content  of  the  venous  blood,  but  the  nor- 
mal oxygen  consumption  was  maintained. 

6.  The  carbon  dioxide  content  of  the  arterial 
blood  from  lo  normal  persons  varied  between  54.7 
and  44.6  volumes  per  cent.  That  of  the  venous 
blood  varied  between  60.4  and  48.5  volumes  per 
cent. 

7.  During  rest  in  bed  no  deviations  from  the  nor- 
mal values  for  oxygen  and  carbon  dioxide  were  found 
in  the  venous  and  arterial  blood  of  patients  with 
cardiac  disease  without  arrhythmia  and  well  com- 
pensated. 

8.  A  series  of  determinations  was  made  upon  q 
patients  with  cardiac  disease  with  varying  degrees  of 
decompensation.  In  7  the  percentage  oxygen  satu- 
ration of  the  arterial  blood  on  admission  was  abnor- 
mally low.  With  the  return  to  compensation  and 
the  clearing  up  of  pulmonary  symptoms,  the  per- 
centage saturation  of  the  arterial  blood  returned  to 
normal  in  4  of  these  patients. 

Q.  In  a  case  of  long-standing  mitral  endocarditis 
with  auricular  fibrillation  it  remained  low  over  a 
period  of  one  month  of  observation. 

10.  In  a  case  of  chronic  myocarditis  secondary  to 
emphysema  and  chronic  bronchitis,  it  remained  low 
throughout  the  period  of  observation. 

11.  Normal  values  for  the  percentage  saturation 
of  the  arterial  blood  were  found  in  2  persons  with 
decompensated  aortic  disease  but  without  physical 
signs  of  extensive  pulmonary  involvement. 

12.  The  oxygen  consumption  tended  to  be  high 
in  persons  with  cardiac  disease  during  the  periods 
of  marked  decompensation  and  to  be  lower  as  com- 
pensation was  regained. 

13.  The  data  indicate  that,  at  least  in  many  cir- 
culatory diseases,  during  compensation  and  partic- 
ularly when  there  are  physical  signs  of  pulmonary 
congestion,  there  is  a  disturbance  of  the  pulmonary 
exchange,  as  indicated  by  the  lowering  of  the  per- 
centage saturation  of  the  arterial  blood  with  oxygen. 

G.  E.  Beilby. 

Fredericq,  H. :  Blood  Changes  in  the  Wounded  and 
in    Those   Who    Have    Been  Operated   Upon 

(Modifications  du  sang  chez  les  bless6s  et  las  operes). 
Arch.  med.  beiges,  1919,  Ixxii,  569. 

Prior  to  the  war  it  was  known  that  operations 
were  followed  by  leucocytosis,  especially  of  the 
neutrophile  polynuclears.  Also  immediately  after 
an  injury  an  increase  in  the  number  of  leucocytes  is 
observed,  the  number  of  white  cells  in  some  in- 
stances reaching  50,000  per  cubic  millimeter  of  blood. 
This  leucocytosis  is  independent  of  all  bacterial  in- 
fluence. It  may  be  produced  experimentally  in 
dogs  by  aseptic  section  of  the  muscles. 

General  anaesthesia  by  itself  has  a  manifest  in- 


fluence on  leucocytosis,  but  does  not,  of  course, 
explain  the  leucocytosis  of  wounded  men  not  yet 
operated  upon  or  operated  upon  under  local  anxsthe- 
sia. 

The  author  is  of  the  opinion  that  post-traumatic 
leucocytosis  is  not  merely  a  polynucleosis.  He  has 
been  able  to  show  that  in  the  wounded  and  those 
who  have  been  operated  upon  the  increase  in  the 
number  of  mononuclears  has  an  important  part 
in  the  leucocytosis  following  trauma. 

An  increase  in  the  polynuclears,  however,  is  the 
earliest  and  most  important  factor,  the  number  of 
these  cells  reaching  five  or  six  times  the  normal 
number  while  the  increase  in  the  monoculears  is 
rarely  more  than  three  or  four  times  the  normal. 

The  beginning  of  a  marked  post-traumatic  leuco- 
cytosis is  characterized  by  the  appearance  of 
numerous  forms  of  very  young  neutrophile  poljoiu- 
clears,  the  metamyelocytes  of  Pappenheim.  In 
severe  war  and  operative  traumatisms  they  are  found 
in  considerable  quantities  in  the  blood  after  from 
ten  to  twelve  hours.  Toward  the  fifth  day  a  not- 
able and  lasting  increase  in  the  eosinophiles  is 
found. 

With  regard  to  the  chemical  or  biological  modi- 
fications in  the  blood  of  patients  wounded  or  oper- 
ated upon,  it  has  been  shown  that  the  reserve  alkali 
of  the  blood  serum  undergoes  important  changes. 
The  lowest  figure  for  the  reserve  alkali  is  found  to 
correspond  to  the  maximum  infection.  Also  in 
shock  the  alkaline  reserve  tends  to  diminish,  due  to 
a  mechanism  in  which  the  decrease  in  the  blood  pres- 
sure plays  the  most  important  part.  Whenever  the 
pressure  falls  below  60  millimeters  of  mercury  there 
is  a  serious  reduction  in  the  reserve  alkali. 

Another  factor  which  undergoes  notable  variations 
is  the  antitrypsin  index.  Following  severe  injuries 
there  is  a  notable  increase  of  antitryptic  power, 
especially  if  there  is  fever.  This  increase  fails, 
however,  if  there  is  a  disturbance  in  the  circulation 
(such  as  severe  haemorrhage),  in  septicaemia,  and  in 
intoxications  due  to  asphyxiating  gases. 

Severe  injuries  have  a  special  effect  on  the 
function  of  the  liver  as  well  as  upon  the  blood. 
In  shock  there  is  a  decrease  in  hepatic  glycogen. 
Some  of  it  is  taken  up  by  the  leucocytes  which  then 
contain  more  than  their  normal  quantity.  In  the 
wounded  the  liver  contains  less  glycogen  and  the 
blood  more  glucose.  W.  A.  Brennan. 

Friedman,  G.  A.:    Transitional  Leucocytosis  and 
Its  Diagnostic  Value  in  Chronic  Appendicitis. 

Am.  J.  M.  Sc,  1919,  clviii,  545. 

In  chronic  appendicitis  the  relative  formula  of 
transitional  leucocytosis  has  proved  a  great  diag- 
nostic help.  Six  cases  which  were  difiicult  to 
diagnose  are  reported  in  detail  and  several  tables 
of  statistics  which  are  based  on  the  study  of  65  cases 
are  given. 

With  the  transitional  forms  of  leucocytes  in  which 
the  nucleus  is  more  or  less  in  the  shape  of  a  horse- 
shoe are  grouped  the  large  mononuclears,   there 
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being  no  difference  in  their  protoplasm  or  nuclear 
structure.  The  normal  percentage  is  5  (mononu- 
clears I  per  cent,  transitionals  4  per  cent).  This  is 
called  the  relative  transitional  formula.  The  abso- 
lute transitional  formula  is  the  absolute  number  of 
transitional  and  mononuclears  in  10,000  white  cells, 
i.e.,  500.  Any  variation  from  these  figures  is  abnor- 
mal. 
The  article  is  summarized  as  follows: 

1.  Transitional  leucocytosis  or  an  increase  in 
large  mononuclears  and  transitional  leucocytes,  or 
an  increase  in  either  of  them,  was  found  in  the  blood 
of  87  per  cent  of  patients  in  whom  evidence  of 
chronic  appendicitis  was  obtained;  the  roentgen 
signs  were  positive  in  about  57  per  cent  of  the 
cases. 

2.  There  was  no  transitional  leucocytosis  in  the 
blood  of  patients  in  whom  evidence  of  chronic  peptic 
ulcer  was  obtained  nor  in  the  blood  of  those  in  whom 
cholecystitis,  renal  stones,  or  other  organic  abdomi- 
nal conditions  were  found  at  operation. 

3.  A  transitional  leucocytosis  was  found  in 
patients  in  whom  appendicitis  was  present  with 
other  organic  abdominal  conditions. 

4.  A  hyperleucocytosis  and  a  polynuclear  leuco- 
cytosis are  not  found  as  frequently  in  chronic 
appendicitis  as  a  transitional  leucocytosis. 

5.  As  a  diagnostic  aid  a  transitional  leucocytosis 
is  super  ior  to  the  roentgen  signs  which  are  supposed 
to  point  directly  or  indirectly  to  disease  of  the 
appendix. 

6.  Transitional  leucocytosis  often  persists  in  the 
blood  after  an  appendectomy  is  performed. 

P.  M.  Chase. 

Sakaguchi,  K.,  Hayashi,  I.,  and  Yesima,  S.:  The 
Influence  of  Immunization  Processes  on  the 
Amount  of  Sugar  in  the  Blood  (Ueber  den  Ein- 
fluss  der  Immunisierungsprozesse  auf  den  Blut- 
zuckergehalt).  Mitt.  a.  d.  med.  FakuU.d.  k.  Univ.  zu 
Tokyo,  1918,  XX,  61. 

Although  various  authors  have  stated  that  the 
amount  of  sugar  in  the  blood  shows  decided  fluctua- 
tions in  laboratory  animals  following  sudden  changes 
in  the  external  temperature,  in  the  horse  it  remains 
nearly  constant  under  such  conditions. 

In  experiments  on  horses  repeated  withdrawals 
of  about  30  cubic  centimeters  of  blood  at  intervals 
of  one-half  to  one  hour  did  not  have  any  noticeable 
influence  on  the  blood-sugar  values.  When  the  tests 
were  made  after  the  animal  has  been  fasting,  how- 
ever, there  were  slight  fluctuations.  Before  and 
after  inoculation  with  diphtheria  toxin  the  blood 
values  remained  almost  without  change. 

The  authors  found  also  that  in  well-fed  rabbits 
the  blood-sugar  values  do  not  rise  after  inoculation 
with  fatal  doses  of  diphtheria  toxin.  It  might  there- 
fore be  concluded  that,  at  least  in  well-fed  animals, 
diphtheria  toxin  does  not  cause  an  increase  in  the 
blood  sugar.  In  several  experiments  on  fasting 
rabbits  a  more  or  less  distinct  increase  was  observed 
after  inoculation  with  diphtheria  toxin. 


Following  injections  of  tetanus,  typhus,  and 
streptococci  toxins  a  slight  hyperglyca;mia  was 
noted.  \\ .  A.  liKKKXAN. 

Dreyer,  G.,  and  Gardner,  A.  D.:  The  Instability 
of  Red  Blood  Cells  Preserved  in  the  Method  of 
Rous  and  Turner.  Lancet,  igig,  cxcvii,  687. 

The  authors  tested  blood  suspensions  made  by 
the  method  of  Rous  and  Turner  to  determine 
whether  this  method  preserves  the  corpuscles  for 
considerable  lengths  of  time  from  deteriorations 
which  would  result  in  changes  in  their  reaction  to 
hajmolytic  agents.  This  question  was  of  great 
interest  because,  in  its  promise  of  a  stable  factor, 
the  method  seemed  to  offer  an  important  contribu- 
tion to  practical  serology. 

The  blood  suspensions  made  by  the  Rous  and 
Turner  method  were  tested  with  saponin  over  a 
period  of  twenty-seven  days.  The  suspensions  were 
maintained  sterile  and  protected  from  chemical 
contamination  from  the  containing  vessel.  For  each 
test  cell  suspensions  were  made  in  salt  solution  to  a 
constant  haemaglobin  percentage  and  fresh  saponin 
solutions  were  made  from  pure  saponin  weighed 
accurately  from  a  source  of  supply  kept  over 
CaCU.  Readings  of  the  amount  of  haemolysis 
caused  by  the  saponin  were  made  in  the  Dubosq 
colorimeter  after  previously  centrifugalizing  the 
fluid  free  from  corpuscles. 

Curves  are  given  showing  the  increase  of  haemo- 
lysis caused  by  a  constant  dose  of  saponin  and  the 
decrease  in  the  quantity  of  saponin  required  to 
produce  60  per  cent  of  haemolysis.  These  curves 
demonstrate  a  regular  increase  in  sensitiveness  of 
the  cells  to  the  haemolytic  agent  as  the  suspensions 
grew  older. 

The  authors  conclude  that  by  the  method  of 
Rous  and  Turner  it  is  not  possible  to  obtain  a 
standard  suspension  of  red  cells  of  constant  sen- 
sitiveness to  haemolysis  and  that  the  use  of  such 
suspensions  for  a  standard  would  lead  to  erroneous 
results.  WrNTiFRED  Ashby. 

Dufour,  H.,and  Le  Hello,  Y.:  Anti-Haemorrhagic 
Serum  (Le  serum-serique  antihemorragique) . 
Presse  med.,  Par.,  1919,  xxvii,  553. 

In  1 9 14  the  authors  observed  a  case  of  purpura 
haemorrhagica  in  which  anaphylaxis  demonstrated 
hypercoagulability  of  the  blood.  They  state  that 
as  a  rule  the  first  injections  of  an  animal  serum 
do  not  cause  any  perceptible  change  in  the  co- 
agulation of  the  blood  immediately  following 
injection  and  that  hypercoagulability  can  be  de- 
monstrated only  when  anaphylaxis  or  signs  of  serum 
sickness  develop. 

To  cause  hypercoagulability  therefore  in  a  haem- 
orrhagic  patient  we  must  be  able  to  count  on  an 
active  anaphylaxis.  Richet  and  Besredka  have 
shown  that  the  most  certain  method  of  obtaining 
this  is  to  give  the  patient  an  injection  of  a  small 
quantity  of  serum  from  a  subject  in  a  state  of 
anaphylaxis.     The  authors  recommend  rabbit  serum 
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as  being  the  most  suitalile  for  this  purpose.  The 
serum  is  obtained  from  animals  which  have  received 
several  intravenous  injections  of  small  doses  of  anti- 
diphtheritic  horse  serum.  When  injected  subcutane- 
ously  into  man  this  immunized  rabbit  serum  causes 
an  almost  immediate  hypercoagulability,  and  the 
authors  have  found  it  capable  of  arresting  even 
severe  haemorrhages.  Normal  rabbit  serum  injected 
into  man  does  not  increase  the  coagulability  of  the 
blood. 

The  article  contains  the  histories  of  15  cases 
treated  in  the  manner  described.  W.  A.  Brennan. 

SURGICAL  DIAGNOSIS  PATHOLOGY  AND 
THERAPEUTICS 

Mercier,  O.  F.:  The  Treatment  of  Burns  with 
Tincture  of  Iodine.  Canadian  M.  Ass.  J.,  1919, 
ix,  915. 

At  the  present  time  it  seems  to  be  the  consensus 
of  opinion  that  tincture  of  iodine  is  one  of  the  best, 
if  not  the  best,  of  the  antiseptics.  This  is  due  to 
the  fact  that,  in  addition  to  its  bactericidal  action, 
it  has  the  power  to  per  etrate  the  skin. 

With  the  use  of  iodine  in  the  treatment  of  bums 
the  old  method  of  cleaning  the  wound  may  be  done 
away  with.  The  iodine  should  be  applied  in  one 
large,  generous  application  or,  as  the  author  des- 
cribes it,  in  a  jet.  This  is  done  by  sopping  it  on 
freely  by  means  of  a  large  piece  of  absorbent  cotton 
held  in  a  forceps.  By  this  method  the  duration  of 
the  pain  is  shortened  and  the  infection  is  reduced  to  a 
minimum.  An  important  point  is  the  quality  and 
strength  of  the  iodine,  the  best  being  the  French 
lodex  or  the  10  per  cent  solution  in  pure  alcohol,  90 
degrees.  The  alcohol  must  be  pure.  Following  this 
treatment  a  simple  sterile  dressing  with  gauze  com- 
presses is  all  that  is  necessary. 

After  the  application  of  the  iodine  the  wound 
covers  itself  with  a  thick,  brown  crust  which  pro- 
tects the  raw  tissues  completely.  When  these 
crusts  fall  ofif  they  give  way  to  a  fine,  pink,  and 
supple  tissue  and  in  no  case  did  the  author  observe 
a  retractile  scar. 

Infection  is  probably  the  worst  enemy  in  bums 
but  where  iodine  is  used  the  temperature  drops  to 
normal  after  four  or  five  days  and  remains  normal. 

The  iodine  should  be  applied  daUy.  For  bums 
of  the  eyelid,  to  which  iodine  cannot  be  applied  be- 
cause of  the  danger  of  injuring  the  globe  of  the  eye, 
argyrol  or  silvol  is  recommended.  Healing  is  much 
slower  here  than  where  iodine  is  used  and  occasion- 
ally ectropion  results. 

The  treatment  must  be  given  as  soon  as  possible 
after  the  injury.  For  bums  of  the  first  or  second 
degree  the  application  of  iodine  is  a  complete  treat- 
ment. For  third-degree  bums  it  may  be  applied  in 
the  same  way  but  the  destroyed  parts  become  de- 
tached, leaving  a  wound  which  must  be  treated  by 
the  ordinary  antiseptic  dressings  or  skin  grafting. 
When  the  bum  is  covered  by  blisters,  they  should 
not  be  opened.  I.  W.  Bach. 


EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Grannier,  W.:  Observations  of  the  Functional 
Activity  of  the  Suprarenal  Gland  in  Health 
and  in  Disease.  Imperial  Cancer  Research  Fund, 
Report  No.  6,  19 19,  i. 

In  the  last  four  years  a  number  of  brief  commu- 
nications have  been  published  from  the  author's  lab- 
oratory giving  a  summary  of  experimental  observa- 
tions which  lead  to  the  general  conclusion  that  the 
thyroid  and  adrenal  glands,  functioning  together  and 
by  means  of  their  intemal  secretions,  form  an  appar- 
atus for  the  heat  regulation  of  the  body.  This  con- 
ception of  the  existence  of  a  humoral  mechanism, 
however,  is  not  intended  to  exclude  that  of  a  ner- 
vous mechanism,  but  rather  to  supplement  it.  The 
action  of  this  humoral  mechanism  is  briefly  reviewed 
as  follows:  , 

The  increased  secretion  of  the  thyroid  hormone 
leads  to  a  mobilization  of  the  liver  glycogen  which 
is  brought  about  indirectly  by  the  stimulating 
action  of  the  hormone  on  the  suprarenal  gland,  and 
partly  perhaps  also  by  an  increased  sensitiveness 
of  the  sympathetic  nerve  endings  to  adrenalin. 
The  body  reacts  to  the  resulting  influx  of  sugar  into 
the  blood  stream  by  an  increased  oxidation  rather 
than  by  a  glycosuria  as  might  be  expected  from  the 
current  conception  of  carbohydrate  metabolism. 
The  heat  production  is  thus  increased. 

This  increased  heat  production  is  not  dependent 
on  the  presence  of  preformed  carbohydrate  in 
the  food  or  in  the  liver.  In  the  absence  of  such  pre- 
formed carbohydrate  it  is  formed  by  the  liver  from 
proteins  and  perhaps  also  from  fats.  The  increased 
protein  and  fat  catabolism  which  is  such  a  well- 
known  and  outstanding  feature  of  hyperthyroidism, 
whether  experimental  or  pathological,  is  thus  ex- 
plained as  a  secondary  effect  due  to  the  increased 
mobilization  of  the  liver  glycogen.  The  increased 
heat  production  which  is  postulated  here  as  result- 
ing from  an  influx  of  sugar  into  the  blood  stream  is  in 
agreement  with  the  recent  work  of  Lusk  who  de- 
monstrated a  considerable  increase  in  heat  produc- 
tion after  the  ingestion  of  dextrose. 

While  the  increased  activity  of  the  thyroid  and 
adrenal  apparatus  is  thus  responsible  for  an  in- 
creased production  of  heat,  it  is  also  able  to  control 
the  loss  of  heat  as  an  increased  secretion  of  adrenalin, 
if  sufficiently  strong,  will  contract  the  arterioles 
and  thus  diminish  the  heat  loss. 

The  activity  of  the  thyroid-adrenal  apparatus  in 
relation  to  the  heat  regulation  of  the  body  is  de- 
monstrated very  clearly  in  the  experimental  hyper- 
pyrexia produced  by  the  injection  of  tetrahydro- 
naphthylamine.  The  rise  in  body  temperature  which 
in  rats  and  rabbits  follows  the  injection  of  this  sub- 
stance and  lasts  for  several  hours  is  accompanied  by 
an  intense  congestion  of  the  thyroid  gland,  very 
active  secretion  of  adrenalin,  the  disappearance  of 
glycogen  from  the  liver,  and  constriction  of  the  super- 
ficial blood  vessels  so  that  the  skin  feels  cold,  in  asso- 
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ciatron  with  other  effects  of  stimulation  of  the  sympa- 
thetic system  such  as  dilation  of  the  pupils  and  the 
palpebral  fissure.  There  is  also  an  intense  conges- 
tion of  the  lungs,  and  if  the  dose  has  been  too  large 
the  animal  dies  with  hx'morrhagcs  into  the  lungs  as 
if  an  overdose  of  adrenalin  had  been  given.  It  was 
shown  also  that  with  such  a  small  animal  as  the  mouse 
the  dose  of  tctrahydronaphthylamine  which  could 
be  injected  without  producing  death  depended  on 
the  temperature  of  the  room  in  which  the  animals 
were  kept;  mice  kept  in  a  warm  room  died  from 
smaller  doses  than  those  kept  in  a  cool  room. 

The  present  paper  deals  only  with  the  application 
of  this  conception  of  the  thyroid-adrenal  apparatus 
to  a  number  of  pathologic  conditions  on  which  it  has 
obviously  an  important  bearing  and  which  have 
become  active  during  the  past  few  years.  The 
conditions  referred  to  are  bacterial  infections  asso- 
ciated with  a  pyrexia  on  the  one  hand  and  with  a 
subnormal  temperature  on  the  other,  exposure  to 
cold,  shock,  haemorrhage,  anaesthesia,  experimen- 
tal hyperthyroidism  produced  by  feeding  with 
thyroid  gland,  and  acidosis.  G.  E.  Beilby. 

Akaiwa,  H.:  A  Quantitative  Study  of  Wound 
Healing  in  the  Rat.  I.  Cell  Movements  and 
Cell  Layers  during  Wound  Healing.  /.  Exper. 
Research,  1919,  xl,  311. 

Wound  healing  leading  to  the  closure  of  the 
wound  depended  upon  three  factors:  (i)  epithelial 
movements,  (2)  cell  proliferation,  and  (3)  contrac- 
tion of  the  wound.  The  rapidity  with  which  the 
wound  closed  depended  on  the  one  hand  upon  the 
energy  of  the  epithelial  movements  and  the  tissue 
growth  proper,  and,  on  the  other  hand,  upon  the 
character  of  the  surface  of  the  wound  over  which 
the  epithelium  moved.  If  the  wound  surface  was 
unfavorable,  the  epithelium  advanced  more  slowly 
on  account  of  the  resistance  encountered. 

The  larger  the  wound,  the  more  intense  was  its 
stimulating  effect  upon  the  epithelium  and  the  more 
rapid  were  the  movements  of  cells  covering  the  de- 
fect. Larger  wounds  closed,  therefore,  relatively 
more  rapidly  than  smaller  wounds. 

The  more  shallow  the  wound  the  more  easily 
the  epithelium  moved  over  the  defect  owing  to  the 
character  of  the  surface  which  was  favorable  to  the 
movements  of  cells.  The  deeper  the  wound, 
however,  the  more  slowly  the  epithelium  moved 
over  the  defect  because  of  the  unfavorable  character 
of  the  surface  which  usually  offered  considerable 
resistance  to  the  cell  movements.  Shallow  wounds, 
therefore,  closed  more  quickly  than  deep  wounds. 

Before  closure  had  been  accomplished  contraction 
of  the  wound  was  not  noticeable  in  the  skin  of  the 
rat;  on  the  contrary,  a  retraction  of  the  tissues  sur- 
rounding the  wound  took  place  soon  after  the  op- 
eration and  led  to  an  increase  in  the  size  of  the 
defect.  This  retraction  remained  noticeable 
throughout  the  period  preceding  the  closure  of  the 
wound.  Therefore,  in  the  skin  of  the  rat  contrac- 
tion of  the  tissue  did  not  participate  in  the  proces- 


ses leading  to  the  closure  of  the  wound  and  did  not 
accelerate  the  closure. 

The  epithelial  movements  occurred  not  only  in 
the  cells  which  advanced  over  the  defect,  but  also 
in  the  neighboring  epithelium,  and  the  movement 
was  directed  toward  the  center  of  the  wound.  The 
epithelial  movements  represented  the  first  response 
of  the  tissue  to  the  wound  stimulation  and  secon- 
darily these  movements  soon  called  forth  cell  proli- 
feration and  cell  growth,  first  in  the  old  epithelium 
and  later  in  both  the  new  and  old  epithelium.  These 
changes  led  to  a  typical  variation  in  the  number  and 
arrangement  of  cell  rows,  the  thickness  of  the  stratum 
germinativum,  and  the  size  and  form  of  the  cells 
and  nuclei  respectively.  These  variations  differed 
markedly  in  the  outgrowing  and  the  old  epithelium 
and  depended  also  upon  the  size  and  the  depth  of 
the  wound.  Furthermore,  they  were  different  in 
different  periods  of  the  wound  healing. 

G.  E.  Beilby. 

Jackson,  D.  E.,  and  Mills,  C.  A. :  An  Experimental 
Investigation  of  the  Pharmacological  Proper- 
ties of  the  Active  Principle  of  Commercial 
Pituitary  Extracts,  and  of  the  Comparative 
Action  of  Histamine.  /.  Lab.  &r  Clin.  Med., 
1919,  V,   I. 

The  authors  conclude  that: 

1.  The  true  active  principle  of  the  posterior 
portion  of  the  pituitary  gland  is  a  simple  body  of 
the  sympathomimetic  amine  type  which  in  the 
dog  induces  contraction  of  the  uterus  but  fails  to 
contract  the  bronchioles. 

2.  This  contraction  is  due  to  the  effect  of  the 
substance  on  nerve  elements  and  not  to  a  direct 
action  upon  the  muscles. 

3.  Certain  commercial  pituitary  extracts  con- 
tain histamine  in  sufficient  quantities  to  exert  some 
therapeutic  action,  but  histamine  is  never  present  in 
good  preparations  of  the  posterior  portion  of  the 
gland.  Max  Kahx. 

Bullock,  W.  E.,  and  Cramer,  W. :  On  the  Mechanism 
of  Bacterial  Infections,  with  Special  Reference 
to  Gas  Gangrene.  Imperial  Cancer  Research 
Fund,  Report  No.  6,  1919,  23. 

The  condition  of  gas  gangrene  may  be  briefly 
summarized  as  a  severe  local  lesion  accompanied  by 
toxjemia  and  followed  frequently  by  septicaemia. 
But  none  of  these  three  factors  is  in  itself  sufficient 
to  account  for  the  fulminating  rapidity  with  which 
the  condition  may  lead  to  a  fatal  issue. 

On  the  basis  of  the  work  of  Mcintosh  and  Wein- 
berg and  others  it  was  assumed  by  the  authors  that 
the  organisms  chiefly  responsible  for  gangrene  are 
bacillus  welchii,  bacillus  oedematis,  and  vibrion 
septique,  and  most  of  their  observations  were  made 
with  bacillus  welchii  on  mice,  a  species  susceptible 
to  that  organism. 

It  was  easy  to  show  that  the  site  of  the  lesion, 
though  important,  is  not  a  decisive  factor.  When 
injected  intramuscularly  a  dose  of  bacillus  welchii 
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of  low  virulence  killed  an  animal  within  twenty- 
four  hours  but  when  injected,  subcutaneously  it  did 
not  kill  or  even  make  the  animal  seriously  ill. 
By  increasing  the  dose  or  using  a  virulent  strain, 
however,  it  was  possible  to  kill  an  animal  by  sub- 
cutaneous injection  of  bacillus  welchii.  In  such 
cases  an  extensive  ha?morrhagic  oedema  with  a  vary- 
ing degree  of  necrosis  in  the  subcutaneous  tissue 
was  found  at  the  site  of  injection.  The  macro- 
scopic changes  in  the  tissues  remote  from  the  site  of 
injection  which  the  authors  state  were  identical 
with  those  observed  after  injection  into  the  leg 
muscles  were  as  follows:  the  kidneys  were  deeply 
congested,  the  bladder  frequently  contained  a  dark, 
brownish-red  fluid,  probably  altered  blood,  the 
liver  was  dark  and  small,  the  gall-bladder  distended 
with  dark  bile,  the  spleen  small,  the  adrenals  were 
deeply  congested,  the  duodenum  was  dilated  and 
of  an  intense  yellow-pink  color,  the  thyroid  was 
small,  and  the  lungs  were  congested. 

It  was  possible  to  demonstrate  readily  also  that 
the  mere  circulation  of  the  organisms  in  the  blood 
is  not  in  itself  an  important  factor  in  bringing  about 
a  lethal  issue  for  if  a  dense  emulsion  of  bacteria 
from  a  surface  culture  (in  saline)  was  introduced 
intravenously  into  mice  the  animals  remained  unaf- 
fected and  in  good  health  even  though  a  blood- 
culture  demonstrated  the  presence  of  bacteria  in 
the  heart  blood  for  at  least  two  days  after  the  injec- 
tion. 

The  existence  of  the  second  factor  mentioned, 
namely,  the  toxaemia,  is  established  beyond  doubt 
for  from  a  broth  culture  of  bacillus  welchii  a  toxin 
free  from  bacteria  was  obtained  which  in  suitable 
doses  killed  a  mouse  with  lesions  similar  to  those 
produced  by  injection  of  the  living  organisms. 
Moreover,  it  was  possible  also  to  protect  the  animals 
against  the  lethal  action  of  both  the  toxin  and  the 
living  bacteria  by  the  injection  of  an  antitoxin. 

So  far,  the  facts  appear  to  support  the  view  that 
the  production  of  toxins  by  bacillus  welchii  and 
vibrion  septique  is  an  adequate  explanation  of  the 
condition  of  gas  gangrene.  On  the  basis  of  this  con- 
ception, however,  it  is  difficult  to  account  for  a  num- 
ber of  facts  of  considerable  practical  importance  in 
the  treatment  of  the  condition.  An  objection  which 
is  academic  is  that,  of  the  toxins  prepared  hitherto 
from  various  strains,  the  minimal  lethal  dose  has 
never  fallen  below  o.  i  cubic  centimeter  for  a  1 5-gram 
mouse.  In  this  respect  this  toxin  offers  a  striking 
contrast  to  the  toxins  of  tetanus  and  diphtheria 
which  require  very  minute  doses  in  susceptible  species. 
Another  difficulty  lies  in  the  fact  that  the  presence  of 
non-pathogenic  bacteria  in  gas  gangrene,  such  for 
instance  as  bacillus  sporogenes,  which,  when  injected 
alone,  produces  only  slight  local  lesions,  greatly 
adds  to  the  severity  of  the  condition.  A  considera- 
tion of  these  facts  suggested  that  there  must  be 
additional  factors  which  determine  the  lethal  issue 
in  gas  gangrene. 

It  was  found  that  in  animals  dying  of  gas  gangrene 
as  the  result  of  inoculation  with  a  broth  culture  of 


either  bacillus  welchii  or  vibrion  septique  there 
was  a  lasting  exhaustion  of  the  suprarenal  glands  as 
demonstrated  very  clearly  by  the  osmic  vaF>or 
method.  The  chief  changes  were  congestion  of  the 
cortex  and  great  diminution  of  the  cortical  lipoid 
while  the  medulla  showed  an  almost  complete  dis- 
appearance of  adrenalin.  Similar  changes  have  been 
observed  in  the  suprarenal  glands  of  men  dying  from 
gas  gangrene.  It  is  the  change  in  the  medulla 
which  is  of  special  significance  since,  as  Elliot  has 
shown,  a  diminution  of  the  cortical  lipoid  occurs  in 
a  number  of  septic  conditions  of  diverse  origin. 
The  term  "lasting  exhaustion  of  the  suprarenal 
gland"  indicates  not  only  the  disappearance  of 
adrenalin  from  the  suprarenal  medulla,  but  also  the 
inability  of  the  gland  to  form  new  adrenalin.  The 
effect  may  be  suitably  described  as  an  inhibition  or  a 
paralysis  of  the  gland.  It  resembles  the  action  of 
diphtheria  toxin  on  the  adrenal  gland  of  the  rabbit 
and  guinea  pig,  but  differs  from  it  in  the  remarkable 
insusceptibility  of  the  mouse  to  the  action  of  diph- 
theria toxin.  This  inhibitory  effect  on  the  gland  is 
diametrically  opposed  to  a  stimulation  of  the  gland 
such  as  may  be  produced  by  the  injection  of  tetra- 
hydronaphthylamine  or  in  a  lesser  degree  by  typhoid 
vaccine.  When  the  suprarenal  gland  is  stimulated 
by  tetrahydronaphthylamine  there  is  a  massive 
excretion  of  adrenalin  into  the  blood  which  is  de- 
monstrable histochemically.  The  secretion  of 
adrenalin  by  the  gland  acts  as  a  stimulus  for  its 
new  formation.  Although  the  amount  of  adrenalin 
present  at  a  given  moment  in  the  medulla  of  the 
gland — 'the  "load"  of  adrenalin — may  be  greatly 
diminished,  adrenalin  is  constantly  being  re-formed 
and  poured  into  the  blood  stream  until  the  stimula- 
tion of  the  gland  ceases  and  the  medulla  is  again 
refilled  to  its  normal  capacity. 

The  effect  of  the  toxin  of  gas  gangrene,  therefore,  is 
one  which  tends  to  lead  to  an  exhaustion  and  paral- 
ysis of  the  suprarenal  glands.  If  this  action  is 
accepted  as  an  important  element  in  the  lethal 
mechanism  of  gas  gangrene,  any  factors  which  put 
an  extra  strain  on  the  adrenal  will  add  to  the  se- 
verity of  the  condition. 

From  the  observations  recorded  in  a  preceding 
paper  it  is  evident  that  the  following  conditions 
affect  the  functional  activity  of  the  suprarenal 
glands:  (i)  exposure  to  cold;  (2)  a  certain  type  of 
fever  such  as  can  be  produced  by  the  injection  of 
tetrahydronaphthylamine  or  in  a  less  marked  degree 
by  the  toxins  of  certain  bacteria  (streptococci, 
bacillus  typhosus);  (3)  haemorrhage;  (4)  experimen- 
tal hyperthyroidism  produced  by  feeding  large 
doses  of  thyroid  gland;  and  (5)  experimental  acidosis 
produced  by  the  injection  of  acids. 

The  article  is  summarized  as  follows : 

The  observations  reported  show  that  in  the  lethal 
issue  of  gas  gangrene  the  exhaustion  of  the  supra- 
renal gland  plays  an  important  if  not  a  decisive 
part.  This  exhaustion  is  brought  about  by  a  variety 
of  conditions  some  of  which  are  inherent  in  the  in- 
fection while  others  are  extraneous   to   it.     The 
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factors  inherent  in  the  infection  are  the  production 
of  a  toxin  which  acts  specifically  on  the  gland,  the 
production  of  an  acidosis,  and  the  association  with 
bacteria  such  as  bacillus  sporogenes  which  by  them- 
selves are  non-pathogenic.  The  extraneous  factors 
are  exposure  to  cold,  physical  exhaustion,  haem- 
orrhage, anaesthesia,  and,  perhaps  also,  mental 
excitement.  All  these  diverse  conditions  put  ad- 
ditional strain  on  the  suprarenal  glands,  and  by  so 
doing  add  their  effect  to  that  of  a  toxin  which  by 
itself  is  of  comparatively  low  toxicity.  It  is  there- 
fore of  importance  in  the  treatment  of  gas  gangrene 
to  watch  the  adrenals  and  guard  them  against  ex- 
haustion. G.  E.  Beilby. 

Jacobs,  W.  A.,  and  Heidelberger,  M.:  Chemo- 
therapy of  Trypanosome  and  Spirochsete  In- 
fections. I.  N-Phenylglycineamide-p-Arsonic 
Acid.  J.Exper.  M.,  1919,  xxx,  411. 

For  a  number  of  years  the  writers  have  been  en- 
gaged in  synthesizing  certain  new  types  of  organi'^ 
arsenic  compounds  for  the  treatment  of  experimental 
trypanosome  and  spirochaete  infections.  Although 
much  of  their  effort  has  been  given  to  the  study  of 
trivalent  arsenicals,  attention  was  at  first  confined 
to  the  development  of  compounds  containing  arsenic 
in  the  pentavalent  form  as  presented  by  the  arsonic 
acids.  This  group  seemed  best  suited  for  the  syn- 
thetic procedure  which  was  employed  and  afforded 
the  best  opportunity  to  obtain  such  information  as 
to  the  relationship  between  the  chemical  structure 
and  biological  action  as  would  be  useful  for  further 
work.  Moreover,  it  was  felt  that  if  a  practicable  and 
efficient  drug  could  be  found  within  this  group,  it 
would  go  far  toward  eliminating  certain  of  the  well- 
known  practical  disadvantages  of  the  usual  arseno 
compounds  for,  as  an  arsonic  acid,  it  should  form 
soluble  and  stable  salts  and  would  perhaps  offer  fewer 
of  the  uncertainties  in  preparation  than  the  trivalent 
arsenicals. 

In  the  course  of  these  studies  a  number  of  sub- 
stances were  prepared  which  gave  interesting 
experimental  results.  Those  obtained  with  one  in 
particular,  the  sodium  salt  of  N-phenylglycineamide- 
p-arsonic  acid,  were  such  as  to  demand  special 
attention.  The  simplicity  of  this  compound,  the 
ease  with  which  it  can  be  prepared,  its  relative 
cheapness,  stability,  and  solubility,  and  its  favorable 
biological  behavior  seem  to  warrant  the  publication 
of  a  report  of  the  experiments  in  which  it  was  used. 
These  experiments,  which  were  performed  on  several 
1  ypes  of  animals,  were  of  both  a  chemical  therapeutic 
and  a  biological  nature  and  the  results  are  given 
in  this  article  in  great  detail. 

The  essential  facts  to  be  gathered  from  the 
studies  of  the  toxicological  action  of  N-phenylgly- 
cineamide-p-arsonic  acid  may  be  summarized  very 
briefly.  The  substance  is  one  which  lends  itself  well 
to  almost  any  method  of  administration  and  can  be 
given  to  animals  in  very  large  doses.  The  tolerance 
of  different  animal  species  varies  rather  widely,  but 
with  one  exception  the  reaction  of  laboratory  animals 


to  toxic  doses  of  the  drug  is  of  a  favorable  character. 
That  is,  toxic  effects  are  confined  to  doses  relatively 
close  to  the  minimum  lethal  dose  and  the  recovery 
from  sublethal  intoxication  is  remarkably  rapid  and 
complete. 

This  important  feature  of  the  action  of  the  drug 
makes  possible  the  repeated  administration  of  even 
very  large  doses  at  compar  itively  short  intervals  of 
time  without  incurring  the  dangers  incident  to 
cumulative  action  or  superposition  of  toxic  effects. 
On  the  other  hand  by  taking  advantage  of  this  fact, 
it  is  possible  to  develop  a  degree  of  tolerance  such 
that  the  dose  of  the  drug  administered  may  be 
progressively  mcreased  to  a  point  well  above  the 
dose  which  is  fatal  to  the  normal  animal,  a  feature 
of  the  toxicological  action  of  N-phenylglycineamide- 
p-arsonic  acid  which  is  of  greatest  significance  in 
the  use  of  the  drug  for  therapeutic  purpose. 

G,  E.  Beilby, 

Smillie,  E.  W.,  Little,  R.  B,,  and  Florence,  L.:  An 
Interpretation  of  the  Agglutination  Reaction 
to  Bacillus  Abortus  in  75  Cases  of  Bovine  Abor- 
tion Bacteriologically  Controlled.  /.  Exper. 
M.,  xxx,  341. 

In  this  article  are  given  the  results  of  a  study  of 
the  agglutination  test  in  75  cases  of  abortion  for 
which  bacteriological  data  were  at  hand. 

The  agglutination  test  when  carried  out  so  as  to 
give  the  entire  range  of  serum  dilutions  to  the  limit 
of  clumping  is  a  delicate  test  which  reflects  a  variety 
of  conditions  involved  in  infection  with  bacillus 
abortus.  Among  these  conditions  are  the  time  re- 
lation to  the  act  of  abortion  and  the  length  of  time 
the  abortion  bacilli  live  and  multiply  in  the  preg- 
nant uterus.  It  is  obvious  that  if  a  uterus  is  in- 
fected in  the  eighth  month  of  pregnancy,  the  op- 
portunity for  agglutinins  to  accumulate  is  poorer 
than  if  the  uterine  infection  lasts  three  or  four 
months.  In  many  cases  the  presence  of  bacillus 
abortus  in  the  udder  determines  the  intensity  of 
the  reaction.  Therefore  no  definite  rules  can  be 
formulated  for  the  interpretation  of  the  agglutina- 
tion reaction  quantitatively  since  it  is  bound  up 
with  a  complicated  process  which  varies  in  different 
cases.  In  the  individual  cow  in  general  a  titer  of 
1 :4o  or  less  may  be  regarded  as  indicating  that  the 
animal  is  not  infected  with  the  bacillus  abortus  at  the 
time  of  the  blood  examination.  It  does  not  exclude 
former  infections  in  the  case  of  older  cows,  how- 
ever, nor  does  it  absolutely  exclude  very  recent 
infection. 

The  highest  titers,  1:640  and  above,  generally 
indicate  recent  infection,  and  in  the  absence  of  re- 
cent premature  births,  infection  of  the  udder.  Even 
when  abortion  has  just  occurred,  it  may  have  been 
due  to  other  agencies  and  the  high  titer  may  be  main- 
tained by  a  chronic  infection  of  the  udder  dating 
from  an  earlier  uterine  infection  by  bacillus  abortus. 
Intermediate  titers  may  indicate  a  gradual  rise  or 
decline  of  agglutinins  preceding  or  following  abor- 
tion without  infection  of  the  udder.   They  may  also 
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stand  for  a  relatively  high  resistance  or  partial 
immunity  of  the  animal. 

In  any  herd  a  uniformly  low  titer  (1:40  or  less) 
in  all  animals  may  be  regarded  as  indicating  the  entire 
absence  of  bacillus  abortus.  A  high  titer  in  any 
one  cow  serves  to  indicate  quite  definitely  the  pres- 
ence of  infection  in  the  herd.  To  determine  more 
accurately  the  character  of  the  infection  in  any  in- 
dividual cow  a  bacteriological  study  of  the  milk  and 
of  any  prematurely  discharged  calf  or  foetus  is 
necessary  in  addition  to  the  quantitative  agglutina- 
tion test.  O.  E.  Heiluy. 

Smith,  T.,  and  Taylor,  M.  S.:  Some  Morphological 
and  Biological  Characters  of  the  Spirilla 
(Vibrio  foetus,  n.  sp.)  Associated  with  Disease  of 
the  Foetal  Membranes  in  Cattle.  J .  Exper.  M., 
1919,  XXX,  299. 

In  an  earlier  communication  a  spirillum  of  definite 
morphological  and  cultural  characters  was  described 
as  being  associated  in  a  series  of  cases  with  what  is 
commonly  known  as  infectious  abortion  in  cattle. 
In  this  article  the  statements  there  made  concerning 
the  biology  of  the  spirillum  are  amplified  and  supple- 
mented by  fresh  observations  and  studies  on  the 
agglutinative  affinities  of  the  various  strains.  In  all, 
24  foetal  strains  have  been  kept  under  cultivation. 
Of  these,  i  is  a  slightly  modified,  aberrant  type.  All 
were  obtained  from  one  large  herd  into  which  other 
cattle  are  introduced  at  irregular  intervals. 

In  films  and  in  hanging-drop  preparations  from 
foetal  fluids  and  cultures  therefrom,  the  spirilla  are 
seen  as  fine,  wavy  or  sinuous  lines  of  various  lengths. 
The  smallest  forms  appear  as  minute  curved  S-shaped 
lines;  the  longest  may  stretch  nearly  across  the  field 
of  the  microscope.  If  we  assume  that  the  spirillum 
is  in  the  form  of  a  spiral  or  corkscrew,  the  diameter 
of  the  spiral  is  small.  The  spiral  is  drawn  out,  as  it 
were,  becoming  in  some  cultures  almost  a  straight 
line.  In  dried  and  strained  films  the  spiral  becomes 
a  shallow  sinuous  line.  No  segmentations  are  dis- 
tinguishable in  the  longer  forms. 

As  regards  size,  the  width  of  the  spirillum  stained 
'n  alkaline  methylene  blue  is  probably  not  over  o .  2 
to  0.3  M,  the  shortest  form  about  i . 5  to  2  m  long.  A 
common  size  in  the  foetal  fluids  consists  of  about 
two  complete  turns  and  measures  4  to  5  m  in  length. 
As  stated  above,  the  diameter  of  the  spiral  or  turn 
varies  somewhat,  but  it  averages  about  0.5  /n. 

The  organism  stains  fairly  well  in  alkaline 
methylene  blue  provided  the  staining  is  prolonged, 
preferably  over  night.  It  stains  much  more  deeply 
in  diluted  aniline  water  gentian  violet,  but  methyl- 
ene blue  is  to  be  preferred  as  it  requires  no  de- 
coloration, a  process  apt  to  decolorize  the  spirillum 
itself. 

The  article  is  summarized  as  follows: 

Twenty-two  foetal  and  two  calf  strains  of  spirillum 
have  been  studied  chiefly  with  regard  to  the  problem 
of  identity.  Twenty-one  foetal  strains  are  probably 
specifically  the  same.  One  foetal  strain  differs 
slightly  from  these,  but  in  its  agglutination  affinities 


belongs  to  the  same  group.  Of  2  strains  isolated 
from  calves,  i  has  definite  agglutination  relations 
with  the  foetal  strains,  while  the  other  has  none.  In 
the  morphological  and  biological  characters  so  far 
investigated  all  the  strains  agree  closely  with  one 
another.  G.  E.  Bkilby. 

Smith,  T.:  The  Etiological  Relation  of  Spirilla 
(Vibrio  Foetus)  to  Bovine  Abortion.  J.  Exper. 
M.,  XXX,  313. 

Since  the  summing  up  of  the  data  contained  in 
a  former  communication  on  this  subject  investiga- 
tions have  been  continued  upon  material  from  the 
same  herd.  From  August,  1918,  to  June,  1919,  12' 
additional  cases  of  abortion  in  which  spirilla  were 
isolated  from  foetuses  in  pure  culture  have  been 
studied,  making  26  in  all.  In  i  case  a  slightly  diver- 
gent strain  was  obtained,  the  significance  of  which 
cannot  be  defined.  It  appeared  as  a  rule  in  long 
filaments,  although  short  forms  were  not  lacking. 
Thus  far  motility  has  not  been  detected.  In  another 
paper  in  which  data  on  the  agglutination  aflinities 
of  the  various  strains  are  given,  it  is  shown  that 
this  aberrant  strain  is  serologically  related  to  the 
regular  type. 

The  reader  is  referred  also  to  an  earlier  paper  on 
the  culture  methods  employed.  Emphasis  is  placed 
on  the  importance  of  cultures  from  the  digestive 
tract  and  the  lungs.  If  the  foetus  breathes  and  swal- 
lows after  expulsion  both  tracts  are  apt  to  be  con- 
taminated with  miscellaneous  bacteria  and  spirilla 
will  be  suppressed  in  the  cultures.  Even  when  the 
foetus  is  dead  when  expelled,  these  tracts  may  be- 
come contaminated  if  its  mouth  and  nose  lie  in 
water  or  other  fluids.  Cultures  from  the  spleen, 
liver,  and  kidneys  of  the  foetus  by  themselves  can- 
not be  depended  on  to  bring  out  the  presence  of 
spirilla. 

While  the  author's  experimental  tests  of  the 
pathogenic  r61e  of  vibrio  foetus  cannot  be  regarded 
as  final,  they  give  strong  evidence  as  far  as  they 
have  been  carried  that  it  is  an  etiological  factor  in 
bovine  abortion.  Spiral  forms  from  4  different  cases 
were  inoculated,  but  only  2  inoculated  cases  may 
be  considered  positive.  Whether  this  negative  out- 
come in  the  2  remaining  cases  was  due  to  a  decline 
or  absence  of  virulence  or  to  varying  resistence  on 
the  part  of  the  cows  must  be  determined  by  addi- 
tional experiments  of  the  same  kind. 

The  article  is  concluded  with  the  following  sum- 
mary: 

The  isolation  in  pure  culture  of  a  definite  mor- 
phological entity  (vibrio  or  spirillum)  with  practical- 
ly the  same  biological  characters  from  a  series  of 
cases  of  the  same  clinical  complex  (abortion)  es- 
tablishes a  presumption  in  favor  of  the  specific 
identity  of  the  organisms  and  also  in  favor  of  the 
inference  that  such  organisms  are  etiologically 
related  to  the  disease  condition.  This  presumption  is 
strengthened  by  the  fact  that  disease  of  the  foetal 
membranes  followed  the  injection  of  pure  cultures 
of  this  organism  in  2  of  4  cases.  G.  E.  Beilby. 
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Smith,  T.:  The  Bacteriology  of  Bovine  Abortion, 
with  Special  Reference  to  Acquired  Immun- 
ity.  /.  Exper.  M.,  xxx,  325. 

Since  the  general  confirmation  of  Bang's  dis- 
covery of  a  characteristic  bacillus,  (the  bacillus 
abortus),  associated  with  abortion  in  cattle  and  the 
successful  production  of  disease  of  the  foetal  mem- 
branes through  infection  of  pregnant  cows  with 
bacillus  abortus  in  pure  culture,  it  has  been  taken 
for  granted  that  Bang's  bacillus  is  the  sole  infec- 
tious agent  and  further  research  regarding  the 
etiology  of  abortion  has  given  way  to  a  study  of 
methods  of  diagnosis  and  of  vaccines  and  their 
application. 

The  bacteriological  study  of  cases  of  abortion 
as  they  occurred  in  a  large  herd  in  which  a  fair 
proportion  of  the  stock  was  bred  on  the  spot  with 
accessions  from  other  herds  from  time  to  time, 
which  study  was  continued  over  a  period  of  two 
and  one-half  years,  has  shown  that  while  bacillus 
abortus  may  be  the  sole  agency  of  abortion  in  cer- 
tain herds,  this  was  clearly  not  true  for  the  herd 
under  investigation. 

In  view  of  this  somewhat  unexpected  result  it 
seemed  desirable  to  go  over  the  data  pertaining  to 
the  various  cases  in  some  detail,  first,  to  see  how 
far  the  bacteriological  results  could  be  depended 
upon  to  give  information  concerning  the  nature  of 
the  infectious  process  leading  to  the  death  and  ex- 
pulsion of  the  foetus,  and  second,  to  note  the  bear- 
ing of  the  bacteriological  data  on  the  acquisition 
of  immunity  by  the  cow  against  later  infection. 

The  investigation  is  summarized  as  follows: 

In  a  large  herd  of  dairy  cattle  and  young  stock 
the  bacteriological  examination  of  109  cases  of 
abortion  which  included  a  relatively  thorough 
study  of  the  foetus  and  of  the  membranes  or  swabs 
from  the  uterus  whenever  obtainable,  gave  the 
following  results:  62  (57  per  cent)  were  associated 
with  bacillus  abortus;  26  (23.8  per  cent)  were 
associated  with  spirilla;  2  (1.8  per  cent)  were  as- 
sociated with  bacillus  pyogenes;  and  ig  (17.4  per 
cent)  were  either  sterile  or  else  the  digestive  and 
respiratory  tracts  had  been  invaded  during  or  after 
birth  with  miscellaneous  bacteria;  bacillus  abortus 
was  absent  according  to  cultures  and  animal  tests. 

Such  a  relatively  large  proportion  of  cases 
of  abortion  without  the  bacillus  abortus  as 
the  inciting  agent  is  noteworthy.  In  general,  the 
bacillus  abortus  was  associated  with  first  pregnan- 
cies and  its  presence  diminished  rapidly  in  frequency 
in  later  pregnancies. 

Assuming  in  a  general  way  that  purchased  cows 
coming  from  small  herds  had  no  immunity  and 
that  their  first  pregnancy  in  the  new  herd  was 
equivalent  to  that  of  a  native  heifer  and  could  be 
counted  as  the  first,  it  was  found  that  bacillus  abor- 
tus was  associated  with  the  first  pregnancy  in  42, 
with  the  second  in  14,  with  the  third  in  5,  and  with 
the  fourth  in  i.  Spirilla  were  distributed  as  follows: 
(i)  in  purchased  cows,  first  pregnancy,  6;  second 
pregnancy,  9;  third  pregnancy,  5;  and  fourth  preg- 


nancy, 3;  (2)  in  native  cows,  first  pregnancy,  o; 
third  pregnancy,  i ;  sixth  pregnancy,  i ;  and  eighth 
pregnancy,  i.  The  relation  of  infection  with  spirilla 
to  acquired  immunity  is  not  clear  and  more  data 
from  large  herds  are  needed  to  define  both  its 
etiological  and  immunological  bearings. 

Thus  far  spirilla  have  not  been  encountered  in 
native  heifers  of  the  herd  pregnant  for  the  first 
time.  A  tentative  explanation  to  be  offered  is  that 
the  young  stock  is  kept  segregated  from  the  older 
and  purchased  cows  until  shortly  before  calving. 
The  occasional  discharge  of  a  foetus  among  the 
young  stock  in  pasture  tends  to  keep  up  the  disease 
due  to  bacillus  abortus.  Later  on,  association  with 
older  cows  brings  about  infection  with  spirilla 
(vibrio  foetus)  and  more  rarely  with  other  possible 
agencies  of  foetal  disease.  On  the  other  hand,  abor- 
tions may  occur  among  the  pastured  stock  from 
time  to  time  and  remain  unrecognized.  Not  until 
both  groups  of  animals  are  subjected  to  the  same 
daily  scrutiny  will  it  be  possible  to  aflfirm  that 
abortion  associated  with  spirilla  does  or  does  not 
occur  among  young  stock.  G.  E.  Beilby, 

Murray,  J.  A.:  Cellular  Changes  in  Cartilage 
Grafts.  Imperial  Cancer  Research  Fund,  Report 
No.  6,  1919,  71. 

The  results  of  the  transplantation  of  hyaline  carti- 
lage have  frequently  been  the  subject  of  investiga- 
tion since  the  early  years  of  the  nineteenth  century. 
The  literature  of  the  subject  is  fully  reviewed  in 
Marchand  's  volume  on  wound-healing  in  Billroth  and 
Luecke's  "Deutsche  Chirurgie. "  While  the  trans- 
plantation of  embryonic  cartilage  usually  leads  to  the 
formation  of  a  considerable  number  of  nodules  by 
proliferation  of  the  cartilage  cells,  most  authors  are 
agreed  that  this  does  not  occur  when  cartilage  from 
young  or  adult  individuals  is  used.  The  pieces 
acquire  a  close  organic  union  with  their  surroundings 
and  persist  apparently  unaltered  for  a  long  time. 
Grafts  of  embryonic  cartilage,  on  the  contrary, 
after  having  attained  their  maximum  size  show 
degenerative  changes  in  cells  and  matrix  and  are 
absorbed. 

The  density  of  the  matrix  of  cartilage  hinders 
rapid  penetration  of  most  fixing  fluids  with  conse- 
quent unequal  preservation  of  superficial  and  deeper 
parts.  The  best  results  have  been  obtained  by  fixing 
in  10  per  cent  normal  salt  solution  for  at  least 
twenty- four  hours.  Sections  from  10  to  1 5  /u  thick  are 
then  cut  with  the  sliding  microtome  after  embedding 
in  Salkind's  lead  gum,  and  are  transferred  to  i  per 
cent  salt  solution  for  from  ten  minutes  to  one  hoiu*. 
Slides  are  prepared  beforehand  by  coating  them  with 
a  thin  layer  of  i  per  cent  gelatine  and  allowing  them 
to  dry.  The  prepared  slides  are  immersed  in  the 
salt  solution  and  the  sections  arranged  in  order  with 
a  smooth-pointed  glass  rod.  The  superfluous  fluid 
is  drained  off  and  a  wetted  cigarette  paper  carefully 
lowered  over  the  section.  Firm  pressure  with 
several  layers  of  filter  paper  makes  the  sections  ad- 
here to  the  gelatine  and  absorbs  the  excess  of  moist- 
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ure.  The  cigarette  paper  is  then  withdrawn  and  the 
slide  exposed  to  formalin  vapor  for  a  few  minutes, 
after  which  it  is  transferred  to  lo  per  cent  normal 
salt  solution  for  five  minutes  and  5  per  cent  acetic 
acid  for  from  ten  to  twenty  minutes,  washed  in 
water  to  remove  the  lead  gum,  and  strained.  The 
most  useful  stain  for  cartilage  cells  has  been  found 
to  be  HoUande's  chlorocarmine  followed  by  Sudan 
to  stain  the  fat.  The  sections  are  mounted  in 
glycerine  jelly. 

In  a  mesial  longitudinal  section  of  a  normal  rib 
cartilage  from  a  young  mouse  prepared  in  this  way 
the  perichondrium  appears  as  a  laminated  fibrillar 
layer  in  which  the  flattened  nuclei  between  the  fibers 
show  as  deeply  stained  rods.  Passing  inward  the 
fibrillation  gives  place  to  a  homogeneous  zone  of 
hyaline  material  containing  compressed  cells  with  a 
finely  granular  homogeneous  protoplasm  and  flatten- 
ed nuclei  very  similar  to  those  in  the  perichondrium. 
The  transition  is  gradual  and  the  collagenous  fibrils 
merge  without  a  break  into  the  homogeneous  ground 
substance  of  the  hyaline  cartilage.  The  dense  stain- 
ing reaction  of  the  latter  with  basic  dyes  fades  at  the 
margin  and  in  haematoxylin- van  Gieson  preparations. 
For  example,  there  is  an  almost  unstained  zone  be- 
tween the  pale  blue  cartilage  and  the  red  stained 
collagen  fibrils  of  the  perichondrium. 

Grafts  are  conveniently  designated  as  autologous, 
homologous,  or  heterologous,  according  to  whether 
the  donor  and  recipient  are  the  same  individual  or 
separate  individuals  of  the  same  or  different  species. 
The  human  material  placed  at  the  author's  dis- 
posal consisted  of  autologous  and  homologous  grafts 
of  varying  ages.  To  assist  in  the  interpretation  of 
the  cell  changes  a  series  of  homologous  grafts  of 
mouse-rib  cartilages  was  made.  These  were  ex- 
amined at  intervals  of  a  few  days  for  the  first  two 
weeks  and  thereafter  at  longer  intervals  up  to  six 
months.  Their  appearance  did  not  differ  appreciably 
from  that  of  the  homologous  grafts. 

Apart  from  a  pronounced  fatty  degeneration  in 
the  perichondrial  cells,  no  change  can  be  observed 
in  such  a  graft  after  two  days.  The  outer  layers  of 
the  perichondrium  apparently  degenerate  and  are 
replaced  by  new  connective  tissue  from  the  host,  but 
in  all  probability  there  is  a  survival  and  recovery 
of  the  inner  layer  next  to  the  cartilage  as  in  grafts 
four  days  old  this  is  found  in  the  same  state  as  in  a 
normal  cartilage. 

From  a  consideration  of  the  human  and  animal 
cartilage  grafts  examined  the  conclusion  is  drawn 
that  the  maintenance  of  the  physical  properties  of 
hyaline  cartilage  after  grafting  depends  on  the  sur- 
vival of  the  cartilage  cells.  Processes  of  the  same 
kind  as  those  which  occur  in  undisturbed  cartilage, 
such  as  senile  changes,  take  place  in  cartilage  grafts 
and  sometimes  more  rapidly. 

There  is,  therefore,  a  distinct  probability  that 
in  cartilage  prostheses  in  man  calcification  and 
secondary  absorption  processes  may  set  in  much 
sooner  than  might  have  been  expected. 

G.  E.  Beilby. 


Yamagiwa,  K.,  and  Ichikawa,  K.:  An  Experimental 
Study  of  the  Pathogenesis  of  Epithelial  Tu- 
mors (ExperimentelieStudieueberdie  Pathogenese 
der  epithelial  Geschwuelste).  Mitt.  a.  d.  med. 
Fakiill.  d.  k.  Univ.  zu  Tokyo,  1918,  xix,  483. 

The  authors'  experimental  study  of  3  cases  of 
cancer  metastases  in  lymph  nodes  demonstrated 
that  experimental  carcinoma  may  be  developed  from 
the  physiological  epithelial  cell  without  specific 
predisposition  to  carcinoma  merely  by  continuous 
irritation. 

In  the  transition  of  physiological  epithelial  cells 
into  a  carcinoma  there  are  several  stages:  (i) 
atypical  epithelial  proliferation;  (2)  foUicuIo-epitheli- 
oma;  and  (3)  carcinoma.  In  its  struggle  with  the 
connective  tissue  the  foUiculo-epithelioma  may 
be  conquered  and  spontaneous  recovery  may 
result. 

According  to  these  findings,  therefore,  it  is  evi- 
dent that  carcinoma  is  not  a  carcinoma  from  the 
beginning,  and  also  that  it  may  not  continue  to 
develop  as  a  carcinoma. 

The  physiological  epithelial  cell  may  be  com- 
pared to  a  new-bom  child  whose  character,  through 
the  influence  of  education  and  care,  may  become 
good  or  bad.  The  physiological  epithelial  cells 
may  be  so  influenced  that  they  are  changed  into 
carcinoma  cells. 

Spontaneous  recovery  occurs  not  because  of  a 
return  of  the  altered  metaplastic  epithelial  cells  to 
their  physiological  condition,  but  because  these 
cells  are  unable  to  resist  the  strong  re-active  growth 
of  the  surrounding  tissues  and  therefore  atrophy, 
degenerate,  and  disappear,  the  newly  formed  cicatri- 
cial tissue  taking  their  place.  W.  A.  Brexn./vx. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Perry,  M.  W. :  Some  Effects  of  Roentgen  Rays  on 
Certain  Bacteria.  Am.  J.  Roentgenol.,  1919,  vi, 
464. 

When  preparations  of  bacillus  typhosus  and 
staphylococcus  aureus  were  exjxjsed  to  roentgen 
radiation  far  in  excess  of  the  dosage  which  can  be 
used  on  man,  the  bacteria  were  not  killed  in  any 
instance. 

Nine  guinea  pigs  were  injected  in  the  left  inguinal 
region  with  preparations  from  the  glands  of  guinea 
pigs  infected  with  tuberculosis.  Two  were  rayed 
four  days  later,  before  signs  of  glandular  enlarge- 
ment appeared,  and  five  were  rayed  after  the 
development  of  glandular  enlargement.  Two  were 
kept  as  controls.  The  dosage  was  comparable  to 
the  maximum  dose  used  on  man.  AU  of  the  seven 
which  were  rayed  developed  tuberculosis  as  rapidly 
as  the  controls. 

In  a  third  experiment  twenty-four  hour  cultures 
were  placed  in  wide-mouthed  cups  which  were  rayed 
through  cotton  plugs,  the  dosage  used  being  more 
than  the  full  dosage  used  on  man.  A  part  of  each 
culture,  unrayed,  was  retained  as  a  control  and  both 
the  rayed  culture  and  the  control  were  placed  in  a 
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water-bath  at  56  degrees  centigrade.  At  definite 
intervals  cultures  were  removed.  From  the  tabula- 
tion of  the  results  it  seems  that  the  roentgen  rays 
in  dosage  comparable  to  that  used  on  man  produced 
an  increased  susceptibility  to  heat. 
Perry  concludes  that : 

1.  Roentgen  rays  in  the  dosage  used  on  man  do 
not  prevent  the  development  of  bacillus  typhosus 
and  staphylococcus  aureus  in  inert  media,  and  twice 
the  dose  used  on  man  will  not  kill  cultures  of  the 
same  bacteria. 

2.  Roentgen  rays  in  the  dosage  used  on  man  do 
not  prevent  the  development  of  experimental 
glandular  tuberculosis;  neither  do  they  destroy  the 
organisms  in  fully  developed  glandular  tuberculosis. 

3.  Roentgen  rays  seem  definitely  to  increase  the 
susceptibility  of  bacillus  typhosus  and  staphylococcus 
aureus  to  heat.  Possibly  this  may  indicate  a  method 
by  which  therapeutic  results  are  obtained  in  the 
roentgen-ray  treatment  of  bacterial  conditions. 

D.  R.  BowEN. 

Handley,  W.  S. :  On  t  he  Mode  of  Spread  of  Cancer 
in  Relation  to  Its  Treatment  by  Radiation. 

Arch.  Radiol.  &"  Electrotherapy,  1919,  xxiv,  137. 

The  author  directs  attention  to  the  mode  of  the 
spread  of  cancer  in  the  belief  that  a  knowledge  of 
the  process  of  the  dissemination  of  the  disease  must 
form  a  necessary  foundation  in  planning  its  radio- 
logical as  well  as  its  operative  treatment.  The  arti- 
cle is  based  mainly  on  a  study  of  breast  cancer, 
although  studies  of  melanotic  sarcoma  and  cancers 
of  mucous  glands  have  led  to  similar  conclusions. 
The  method  of  spread  is  called  "permeation"  which 
is  defined  as  the  continuous  tendril-like  growth  of 
lines  of  cancer  cells  by  their  own  proliferative  power 
along  the  smaller  lymphatic  vessels.  This  process  is 
to  be  sharply  distinguished  from  infiltration  which 
is  the  growth  of  cancer  cells  through  the  intercellular 
spaces.  The  spreading  occurs  excentrically  in  the 
lymphatics  located  just  above  the  deep  fascia.  The 
microscopic  growing  edge  is  to  be  sharply  disting- 
uished from  the  infiltrating  edge  of  the  primary 
neoplasm  where  interstitial  invasion  of  the  sur- 
rounding tissues  is  taking  place.  The  disappearance 
of  permeated  lymphatics  in  the  area  between  them 
is  due  to  the  destruction  after  a  time  of  the  cancer- 
permeated  lymphatics  by  the  defensive  process  of 
"perilymphatic  fibrosis." 

In  view  of  these  facts,  when  a  cancer  of  the  breast 
is  to  be  treated  by  radiation  either  because  it  is  in- 
operable or  operation  is  contra-indicated,  a  circular 
^  area  with  a  diameter  measuring  at  least  from  12  to 
16  inches  and  with  its  center  at  the  site  of  the  pri- 
mary growth  should  be  exposed.  It  is  far  more  im- 
portant that  the  process  in  the  microscopic  growing 
edge  should  be  checked  than  that  at  the  site  of  the 
primary  growth. 

As  regards  prophylactic  radiation  after  operation, 
in  which  the  author  is  a  firm  believer,  the  same 
course  is  to  be  followed.  Operation  may  have  failed 
to  extirpate  a  portion  of  the  microscopic  growing 


edge  and  microscopic  foci  may  lurk  in  the  supra- 
clavicular or  the  anterior  mediastinal  glands  of  the 
same  side.  In  late  cases  in  which  the  surgeon  has 
found  advanced  infection  of  the  axilla,  the  lateral 
chest  wall  must  receive  .special  attention. 

In  estimating  the  value  of  radiation  in  cancer, 
account  must  be  taken  of  the  natural  tendency  of 
the  disease  to  undergo  local  repair.  The  author 
had  come  to  the  conclusion  that  every  aggregation 
of  cancer  cells,  after  increasing  in  size  for  a  varying 
period  and  for  a  varying  rate,  tends  spontaneously 
to  undergo  certain  degenerative  or  regressive 
changes.  These  changes  begin  at  the  center  of  the 
mass,  spread  centrifugally  to  its  circumference,  and 
may  terminate  in  the  replacement  of  the  mass  of 
cancer  cells  by  a  fibrous  scar.  He  believes  it  quite 
probable  that  the  degenerate  cells  which  constitute 
the  mass  of  a  carcinoma  react  readily  to  radiation. 
Research  is  indicated  to  determine  the  comparative 
reaction  of  the  actively  growing  cancer  cell.  The 
ascertaining  of  this  fact  may  supply  the  master-key 
to  the  therapy  of  cancer. 

To  illustrate  and  confirm  the  author's  conten- 
tions, the  article  contains  numerous  photomicro- 
graphs with  comprehensive  descriptions. 

Adolph  Hartung. 


Beck,  E.  G.,  and  Warner,  G.  W.:  The  Intentional 
Removal  of  Skin  and  Other  Tissues  Overlying 
Deep-Seated  Inoperable  Cancer,  a  Necessity 
for  Effective  Treatment  withX-Ray  or  Radium; 
with  Report  of  Relative  Absorption  of  Rays  by 
Skin,  Fat,  and  Muscle  as  Compared  with 
Various  Thicknesses  of  Aluminum.  Surg., 
Gynec.  &°Obst.,  1919,  xxix,  325. 

Emil  Beck  has  worked  out  a  plan  whereby  it 
seems  probable  that  hopeless  cases  of  cancer  may  be 
treated  more  effectively  with  the  X-ray  and  radium. 

It  is  a  well-known  fact  that  superficial  malignant 
growths,  such  as  epithelioma,  respond  readily  to 
X-ray  and  radium  treatment.  The  reason  is  very 
suggestive:  the  skin,  fat,  and  subcutaneous  tissues 
which  usually  overlie  deep-seated  cancer  are  strong 
filters  of  the  X-rays;  they  absorb  most  of  the  soft 
rays  from  the  X-ray  tube  and  allow  only  the  hard 
rays  to  penetrate  deeply  enough  to  reach  the  growth. 
Small  quantities  of  radiation  instead  of  destroying 
cancer-cell  are  apt  to  stimulate  it  to  more  rapid 
growth.  Therefore,  it  seemed  to  the  author  that  if 
the  skin,  all  the  overlying  tissue,  and  as  much  of 
the  growth  as  possible  w(  re  removed,  a  large  area 
being  left  entirely  exposed,  and  if  either  the  X-ray 
or  radium  were  applied  to  this  field  directly,  the  results 
obtained  in  treating  deep-seated  carcinoma  would 
be  similar  to  those  that  are  usually  obtained  in  the 
treatment  of  superficial  growths.  In  other  words, 
the  deep-seated  growth  would  be  converted  into  a 
superficial  growth. 

To  verify  the  above  hypothesis  Beck  began  to 
use  this  technique  in  selected  cases.  Instead  of 
closing  the  wound  after  the  completion  of  the  oper- 
ation for  cancer  of  the  breast,  he  allowed  the  skin 
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edges  to  retract  as  much  as  possible  in  order  to  leave 
an  opening  through  which  the  X-ray  and  radium 
might  subsequently  penetrate  directly  into  the  cancer 
bed  and  destroy  the  cancer  cells  which  were  in- 
accessible to  surgical  removal. 

He  selected  recurrent,  apparently  inoperable  cases 
of  deep-seated  carcinoma  in  which  to  try  out  the 
method.  During  the  past  two  years  he  has  subjected 
a  series  of  cases  to  this  form  of  treatment,  four  of 
which  are  reported  in  this  article.  While  it  is  too 
early  to  report  definite  conclusions,  the  results  so 
far  obtained  are  excellent. 

In  connection  with  the  report  by  Beck,  G.  W. 
Warner  describes  a  series  of  experiments  which  he 
carried  out  in  order  to  compare  the  relative  absorp- 
tion of  the  skin,  fat,  and  muscles  with  various 
thicknesses  of  aluminum.  A  hydrogen  tube  with  a 
tungsten  target  was  used,  excitation  being  pro- 
duced by  a  transformer  and  rotary  rectifier.  The 
absorption  was  measured  by  an  ionization  method. 

While  his  data  are  as  yet  incomplete,  Warner  feels 
safe  in  stating  that  a  few  centimeters  of  body  tissue 
act  effectively  as  a  screen  for  nearly  all  the  soft  rays, 
but  are  quite  transparent  to  the  hard  rays.  Hence 
if  it  is  the  soft  rays  that  are  valuable  in  therapeutics, 
the  removal  of  parts  overlying  the  diseased  organ  is 
quite  essential,  but  if  benefit  is  due  to  the  hard  rays, 
the  removal  of  the  overlying  tissues  is  unnecessary. 

G.  W.  HOCHREIN. 

Knox,  R.,  Radiography  of  Gall-Stones.  Proc.  Roy. 
Soc.  Med.,  Lend.,  1919,  xii,  Sect.  Electro-Therap., 
76. 

Knox  contends  that  in  cases  of  gall-stones  radio- 
graphy is  valuable  as  in  many  instances  it  materially 
aids  in  the  differential  diagnosis  of  lesions  on  the 
right  side  of  the  abdomen.  The  variation  in  the 
percentages  of  gall-stones  which  different  workers 
claim  can  be  shown  by  roentgenographic  examina- 
tion may  be  due  to  a  difference  in  the  technique 
employed  and  the  importance  attached  to  doubtful 
shadows.  It  is  admitted  that  a  negative  roentgeno- 
graphic report  is  of  no  value  as  all  gall-stones  cannot 
be  demonstrated.  Doubtful  shadows  are  of  value 
in  conjunction  with  clinical  signs  and  symptoms, 
and  encourage  re  earch. 

Having  been  skeptical  of  the  value  of  roentgenog- 
raphy in  the  diagnosis  of  gall-stones,  the  author  did 
some  experimental  work  with  calculi,  comparing 
the  densities  of  tissues  and  making  a  study  of  the 
absorption  of  radiations  and  particularly  of  the 
photographic  processes  employed.  The  investiga- 
tions were  carried  out  under  the  following  heads: 
(i)  anatomical  considerations;  (2)  pathology  of 
gall-stones — 'classification;  (3)  experimental  in- 
vestigation on  absorption  coefficients  of  gall-stones 
and  surrounding  tissues;  (4)  radiographic  appear- 
ance of  gall-stones;  (5)  technique  of  the  examina- 
tion; (6)  situations  in  which  gall-stones  may  be 
found;  (7)  differential  diagnosis;  (8)  the  patho- 
logical gall-bladder;  and  (g)  case  records. 

Among  the  practical  points  brought  out  by  these 


investigations  are  mentioned  the  importance  of 
making  exposures  with  the  patient  lying  on  his  back 
with  his  chest  elevated.  Rays  of  medium  hard- 
ness produced  the  best  results.  Lateral  views 
occasionally  permit  differentiation  between  kidney 
and  gall-stones.  The  differential  diagnosis  may  be 
complicated  by  the  appearance  of  kidney  stones, 
fa;cal  accumulations,  or  other  shadows  in  the  gall- 
bladder region.  Adolph  Hartcng. 

Alessandrini,  P.:  Artificial  Pneumoperitoneum  in 
Radiological  Diagnosis  (II  pneumo-peritoneo  arti- 
ficiale  nella  diagnostica  radiologica).  PolicUn., 
Roma,  1919,  xxvi,  sez.  prat.,  641. 

Alessandrini  reviews  the  earlier  attempts  to  render 
the  abdominal  viscera  amenable  to  roentgenological 
examination  by  introducing  air  or  gas  into  the  ab- 
dominal cavity.  He  refers  especially  to  the  tech- 
nique elaborated  by  Goetze  in  1914.  Goetze  inflated 
the  abdomen  with  oxygen  in  about  90  cases  and  by 
this  means  was  able  to  perceive  the  outlines  of  the 
various  organs.  The  procedure  he  described  as 
easy  and  harmless. 

Alessandrini  has  applied  Goetze's  method  in 
about  40  clinical  cases.  He  does  not  use  the  can- 
nulated  needle  of  Goetze,  however,  as  he  considers  it 
too  large  and  the  traumatism  caused  by  it  too 
severe.  There  is  also  the  possibility  of  infection 
through  the  large  orifice.  He  therefore  prefers  com- 
mon or  pneumothorax  needles.  The  patient  is 
placed  in  a  horizontal  rather  than  the  semi-seated 
position  recommended  by  Goetze.  The  needle  is 
introduced  through  the  left  rectus  above  the  vmi- 
bilicus  and  below  the  liver. 

Alessandrini  uses  a  modification  of  the  Forlanini 
pneumothorax  apparatus  which  allows  the  intro- 
duction of  the  desired  quantity  of  gas  at  the  desired 
pressure.  The  quantity  of  oxygen  injected  varies 
from  500  cubic  centimeters  to  3  liters  according  to  the 
patient's  condition  and  the  abdominal  pressure. 
The  gas  may  be  withdrawn  immediately  after  the 
examination  but  preferably  is  permitted  to  become 
absorbed  which  usually  occurs  in  from  twenty-four 
to  forty-eight  hours,  although  in  some  pathologic 
conditions  it  may  take  as  long  as  two  or  three 
weeks.  Changes  in  the  pulse,  respiration,  or  tem- 
perature have  never  been  observed. 

In  the  manner  described  the  author  has  been  able 
to  inflate  the  peritoneum  of  patients  with  hyposysto- 
lia,  severe  meteorism,  or  intestinal  adhesions 
without  any  danger.  Precaution  is  necessary  only 
in  cases  of  acute  inflammatory  conditions  of  the  ab- 
dominal organs. 

Unless  there  are  diffuse  adhesions  the  introduction 
of  500  cubic  centimeters  or  more  does  not  notably 
modify  the  intra-abdominal  pressure. 

For  the  roentgenological  examination  of  the 
viscera  after  inflation  Alessandrini  uses  4  positions 
as  follows: 

I .  The  vertical  position,  to  reveal  the  diaphragm, 
the  dorsal  surface  of  the  liver,  the  vena  cava  region, 
etc. 
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2.  The  horizontal  position,  with  the  rays  di- 
rected horizontally  to  the  anterior  wall  of  the 
abdomen,  to  reveal  the  anterior  surface  of  the  liver, 
stomach,  colon,  kidneys,  and  spleen. 

3.  The  horizontal  position  with  the  rays  per- 
pendicular to  the  flat  body  surface,  for  various 
aspects  of  the  spleen,  liver,  kidneys,  and  colon. 
The  pancreas  is  seen  only  by  chance. 

4.  The  genupectoral  position  for  special  observa- 
tions. W.  A.  Brennan. 


HOSPITAL,  MEDICOLEGAL,  AND   MEDICAL 
EDUCATION 

The    Proper    Time    for    Roentgen-Ray  Evidence. 

Van  Tinder  vs.  Birmingham  Railway,  Light  &  Power 
Co.  {Ala.),  80  So.  R.,  p.  858. 

In  the  case  of  Van  Tinder  versus  the  Birmingham 
Railway,  Light,  and  Power  Company,  the  Supreme 
Court  of  Alabama  affirmed  a  judgment  in  favor  of  the 
defendant.  The  plaintiff  urged  that  a  new  trial 
should  be  granted,  claiming  that  newly  discovered 
evidence  obtained  from  a  roentgen-ray  examination 
of  her  back  showed  the  nature  of  the  injury  and  its 
probable  cause.  The  Review  Court  held  that  this 
was  not  sufficient  ground  for  a  new  trial  because  it 
was  not  shown  by  due  diligence  that  this  evidence 
could  not  have  been  introduced  at  the  first  trial.  As 
one  of  the  plaintiff's  contentions  was  that  she  had 
received  permanent  injury  to  her  spine,  it  was  but 
fair  to  herself  that  she  should  have  obtained  and 
produced  the  best  evidence  on  the  subject,  and  the 
reason  for  resorting  to  a  roentgen-ray  examination 
was  just  as  important  before  as  after  the  trial. 

The  value  of  the  roentgen-ray  for  discovering 
and  diagnosing  internal  injuries  is  a  matter  of 
common  knowledge.  The  trouble  and  expense 
incident  to  this  examination  would  not  have  been 
greater  prior  to  the  first  trial  than  after  it,  and  the 
reasons  and  necessities  for  such  an  examination 
should  be  as  imperative  for  the  original  trial  as  for 
the  overturning  of  the  verdict  of  a  jury  after  it  has 
passed  on  the  issue  as  presented  to  them. 

J.  A.  Castagnino. 

Not  Liable  for  Malpractice  of  Substitute  Physician. 

Moore  vs.  Lee  (Texas),  211  S.  W.  R.,  p.  214. 

In  the  case  of  Moore  vs.  Lee,  the  Supreme  Court 
of  Texas  in  deciding  whether  a  physician  sending 
another  physician  to  attend  a   patient  in   child- 


birth, being  unable  to  go  himself,  would  be  liable 
for  negligence  of  the  physician  sent,  stated: 

"Giving  the  most  favorable  interpretation  to 
defendant-in-error  (patient)  in  determining  plaintiff- 
in-error's  responsibility  for  the  alleged  negligences 
and  lack  of  skill  of  Dr.  Hardin,  the  facts  of  this 
record  disclose  nothing  further  than  an  undertaking 
by  plaintifT-in-crror  to  furnish  another  physician 
whose  work,  in  the  absence  of  plaintifT-in-crror,  was 
necessarily  free  from  his  control.  ...  If  he  acted 
in  good  faith  and  with  reasonable  care  in  the  selec- 
tion of  a  physician  and  surgeon  and  had  no  know- 
edge  of  the  incompetency  or  lack  of  skill  or  want  of 
ability  on  the  part  of  the  person  employed,  but 
selected  one  of  good  standing  in  his  profession,  one 
authorized  under  the  laws  of  this  State  to  practice 
medicine  and  surgery,  he  filled  the  full  measure  of 
his  contract  and  cannot  be  held  liable  in  damages 
for  any  want  of  skill  or  malpractice  on  the  part  of 
the  physician  and  surgeon  employed." 

J.  A.  Castagnino. 

Compensation  for  Medical  Service  to  Wife.    Rea- 

hard  vs.  Miller,  Colorado  Supreme  Court,  lyg  Pac., 
P-  157- 

In  affirming  a  judgment  for  $200  for  the  plaintifl 
physician  for  professional  services  rendered  to  the 
defendant's  wife,  the  Supreme  Court  of  Colorado 
stated  that  the  plaintiff  relied  on  the  liability  of  the 
defendant  for  necessaries  furnished  to  the  wife. 
The  defendant's  contentions  were  that  his  wife 
had  left  him  without  cause  six  months  prior  to  the 
time  the  services  were  performed  and  that  they  had 
lived  separately  up  to  the  time  of  her  death  which 
occurred  shortly  after  the  services  were  rendered. 
The  evidence,  however,  showed  that  the  defendant 
frequently  visited  his  wife;  that  he  stayed  many 
nights  at  the  rooming  house  where  she  stayed,  a 
part  of  the  time  remaining  there  every  night;  that 
he  also  visited  her  at  the  hospital  where  she  was 
receiving  medical  treatment;  that  he  held  himself 
out  to  others  and  to  the  plaintifif  as  the  patient's 
husband;  and  that  in  a  conversation  relating  to  the 
plaintiff's  compensation  the  defendant  had  stated 
that  he  would  pay  the  bill. 

The  Court  in  finding  the  issues  for  the  plaintiff 
supported  the  conclusion  that  there  had  been  no 
legal  separation  between  the  husband  and  the  wife 
such  as  would  give  rise  to  the  inference  that  the 
defendant  was  not  liable  for  the  services. 

J.  A.  Castagnino. 
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Hendrick,  A.  C:   On  Backward  Displacements  of 
the  Uterus.   Canadian  M.  Ass.  J .,  1919.  ix,  927. 

The  problem  of  backward  displacement  of  the 
uterus  is  dealt  with  under  five  headings:  (i)  the 
usual  position  in  the  true  pelvis  of  the  normal 
adult  virgin  uterus;  (2)  the  anatomical  and  mechan- 
ical reasons  for  the  normal  position;  (.3)  the  usual 
causes  of  displacement;  (4)  the  symptoms;  and  (5) 
the  treatment. 

The  position  of  the  uterus  is  not  fixed  but  is 
influenced  by  the  bladder  and  rectum.  Normally 
it  is  in  the  true  pelvis  and  there  is  anteflexion  and 
anteversion.  The  lowest  point  of  the  cervix  is  on  a 
line  joining  the  ischial  spines. 

The  effective  supports  of  the  uterus  are  subperi- 
toneal and  derived  from  the  undifferentiated  mass 
of  mesenchyma  of  the  genital  cord.  The  fascia  is 
the  most  important  support  of  the  uterus. 

The  most  common  cause  of  displacement  is 
subinvolution.  In  such  cases  treatment  consists 
of  rest,  tonics,  douches,  the  repair  of  lacerations, 
and  pessary  support.  If  in  the  case  of  a  woman 
able  to  bear  children  these  measures  are  not  suc- 
cessful, an  operation  to  shorten  the  round  ligaments 
should  be  performed. 

When  the  fascial  supports  are  also  at  fault  the 
result  will  be  cystocele  with  beginning  prolapse  of 
the  uterus.  In  such  cases,  the  general  health 
should  be  built  up,  the  perineum  repaired,  and 
the  round  ligaments  shortened.  When  the  patient 
has  passed  the  menopause  a  fixation  operation  may 
be  done.  W.  F.  HEW^TT. 

Harris,  J.  D.:  The  Treatment  of  Uterine  Fibroids 
by  X-Rays.  Brit.  M.  J.,  1919,  ii,  376 

The  value  of  the  X-ray  in  the  treatment  of  uterine 
fibroids  has  been  known  since  191 1,  principally 
through  the  works  of  Bordier  and  Gauss.  In  cases 
of  intramural  fibroids  the  X-ray  is  the  treatment  of 
choice.  It  is  useful  also  in  the  treatment  of  intra- 
uterine fibroids  and  occasionally  successful  in  cases 
of  subperitoneal  fibroids. 

Gauss  advocates  drastic  methods,  using  very 
heavy  current,  well  filtered,  over  many  points  of 
entry,  on  the  abdomen  and  back,  and  completing 
the  treatment  in  one  day. 

Bordier's  method  consists  of  a  series  of  "cycles," 
each  consisting  of  nine  treatments  over  a  period  of 
several  days.  The  cycles  are  repeated  every  twenty- 
one  days.  After  the  sixth  cycle  the  symptoms  gen- 
erally disappear.  Bordier  states  that  the  diagnosis 
should  always  be  made  first  and  the  treatment  should 
be  used  only  for  fibromyoma  and  occasionally 
haemorrhagic  metritis. 


The  use  of  the  X-ray  is  a  valuable  method  of 
hastening  the  climacterium  and  intramural  fibro- 
mata sometimes  cease  to  cause  trouble  after  the 
cessation  of  menstruation.  The  nearer  the  patient 
is  to  the  natural  menopause  the  more  successful 
the  treatment.  There  are  no  toxic  symptoms 
afterward. 

In  the  case  of  a  young  subject  with  a  bleeding 
myoma  operation  is  the  proper  course,  but  there  are 
two  contra-indications  to  this  treatment.  It  should 
not  be  used  in  patients  less  than  30  to  35  years  of 
age  nor  for  subperitoneal  myomata. 

The  author  has  previously  reported  four  cases  of 
myoma  and  in  this  article  reports  eighteen  others. 
Twelve  of  the  eighteen  patients  were  discharged 
cured  and  none  of  these  has  had  a  return  of  the 
trouble.  Several  of  the  cures  liave  continued  for 
from  three  to  four  years.  Two  discharged  them- 
selves as  cured.  One  had  a  later  hysterectomy  after 
slight  improvement,  and  three  were  benefited.  In 
suitable  cases  X-ray  treatment  should  be  used  in 
preference  to  an  operation.  B.  Jameson. 

Gonin,  R. :  The  Semeiological  Value  of  Curettage 
in  Malignant  Disease  of  the  Body  of  the  Uterus 

(De  la  valeur  semiologique  du  curettage  dans  les 
affections  malignes  du  corps  de  I'uterus).  Rev. 
mid.  de  la  Suisse  Rom.,  1919,  xxxix,  421. 

The  study  of  two  clinical  cases  has  demonstrated 
to  Gonin  that  the  histological  study  of  scrapings 
from  a  uterus  attacked  by  carcinoma  or  sarcoma 
may  be  negative  as  regards  neoplastic  tissue.  He 
draws  the  following  conclusions: 

1.  The  clinical  symptoms  of  a  neoplasm  of  the 
uterus  in  themselves  alone  give  an  indication  for 
operation  even  if  the  histological  examination  of  a 
curetted  specimen  is  negative. 

2.  While  exploratory  curettage  is  the  method 
of  choice  for  the  diagnosis  of  tumors  of  the  uterus, 
in  certain  cases  a  uterine  neoplasm  which  is  diagnosed 
clinically  may  escape  the  curette.  This  may  occur 
in  cases  of  malignant  epithelial  tumors  because  of 
their  situation  and  slight  protrusion  above  the 
surface,  and  in  cases  of  malignant  connective-tissue 
tumors  because  of  their  situation  and  the  fact  that 
in  certain  stages  of  their  development  they  in- 
volve little  or  none  of  the  uterine  mucosa. 

3.  The  results  of  an  exploratory  curettage  are 
the  more  valuable  the  more  thoroughly  and  deeply 
it  is  done.  A  deep  curettage  may  bring  to  light 
pathologic  conditions  not  reached  by  a  superficial 
curettage  and  the  tissue  obtained  will  be  more 
suitable  for  histological  examination. 

4.  Histological  evidence  of  papillomatous  lesions 
in  the  material  obtained  by  curettage  justify  the 
diagnosis  of  uterine  epithelioma.     W.  A.  Brexxax. 
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Alter,  N.  M.:  Histological  Changes  in  Squamous- 
Gell  Carcinoma  of  the  Cervix  of  the  Uterus  after 
Radiation.    J.Exper.  Research,  1919,  xl,  241. 

Carcinoma  of  the  cervix,  on  account  of  its  accessi- 
ble location,  yields  numerous  specimens  and  gives 
a  good  opportunity  for  comparative  study.  In 
numerous  instances  the  author  obtained  a  series  of 
specimens  from  the  same  case,  representing  dif- 
ferent stages  after  radiation.  For  the  work  of  the 
present  paper  about  275  specimens  were  available. 
The  amount  of  radiation  received  by  the  difTcrent 
tissue  elements  varied  greatly  on  account  of  the 
proximity  of  the  application,  but  the  error  in  this 
comparative  study  will  not  be  essential  if  a  standard 
radiation  with  variation  in  the  time  factor  is  as- 
sumed. 

Before  any  definite  histological  changes  were 
noticed  after  the  application  of  radium,  there  was 
a  latent  period,  the  duration  of  which  could  not  be 
determined  without  experiments.  In  the  early  days 
after  the  application  of  radium  very  intensive 
eosinophile  infiltration  made  its  appearance,  con- 
siderably exceeding  the  histo-eosinophilia  which 
sometimes  occurs  normally  in  malignant  disease. 
Features  of  inflammatory  reaction  dominated  the 
first  week  after  the  application  of  radium,  during 
which  time  numerous  young  blood  vessels,  dilated 
and  engorged,  penetrated  the  parenchyma  and 
separated  the  epithelial  cells  About  one  week  after 
radiation  definite  histological  changes  in  the  paren- 
chyma cells  occurred  and  remained  dominant 
throughout  the  entire  process. 

There  was  a  gradual  and  proportionate  swelling 
of  both  the  nuclei  and  the  protoplasm,  with  preser- 
vation of  the  general  cell  outlines  but  with  a  steady 
increase  in  all  dimensions.  The  nuclei,  which  in 
their  former  vigorous  growth  showed  great  variety 
of  activity,  became  uniformly  pycnotic  only  to  lose 
their  stain-taking  capacity  in  the  next  stage  when 
their  interesting  behavior,  especially  toward  iron- 
haematoxylin,  could  be  observed. 

The  swollen  protoplasm  which  before  showed  only 
a  slight  affinity  to  acid  dyes  and  was  rather  baso- 
philic began  more  and  more  to  take  the  acid  stain  and, 
with  the  swelling,  turned  very  strongly  acidophile. 

While  these  changes  in  the  stain-taking  substance 
of  the  protoplasm  were  going  on,  vacuoles  made 
their  appearance  at  a  very  early  date  and  continued 
to  increase  steadily,  in  a  certain  percentage  being 
very  extensive.  In  an  advanced  stage  of  this  de- 
generation only  the  contours  of  the  cells  could  be 
seen,  the  nuclei  lying  within  them  as  in  a  cavity. 

The  changes  described  occurred  first  on  the  peri- 
phery most  exposed  to  the  rays  of  the  radium.  The 
deep  layers  still  showed  activity,  with  preservation 
of  the  normal  outlines  and  some  mitotic  figures. 
The  greatly  changed  cells  on  the  surface  layer, 
however,  did  not  show  any  mitotic  figures  or  activity 
and  were  in  a  dormant  stage.  Depending  on  the 
treatment  they  either  returned  to  normal  activity 
or  the  degeneration  proceeded  through  the  entire 
tissue. 


In  cases  of  continued  radiation,  mitotic  figures 
were  not  found  anywhere.  This  change  occurred 
about  the  second  week  after  the  beginning  of  the 
radium  treatment  or  much  later,  depending  again 
mainly  on  the  technique.  After  the  second  week  the 
epithelial  cells  were  not  arranged  in  nests,  but  were 
intermingled  with  the  connective  tissue.  From 
the  third  week  the  histological  picture  was  charac- 
terized principally  by  the  very  marked  changes  in 
the  chromatin  substance.  Up  to  this  time  the 
nuclei  preserved  their  shape,  and  only  careful 
nuclear  staining  revealed  changes  in  structure.  In 
the  course  of  the  fourth  and  fifth  week  the  nuclei 
and  protoplasm  entered  the  stage  of  definite  de- 
struction. The  swollen  and  very  irregular  nuclei 
broke  up  and  dispersed  in  the  protoplasm  which  in 
many  instances  preserved  its  outlines.  In  some 
instances  the  chromatin  substance  formed  irregular 
gloves  and  diflfuse  meshwork  with  occasional 
vacuoles  filling  the  entire  protoplasm  which  in 
other  showed  loss  of  outlines  and  gradual  transi- 
tion into  the  surrounding  homogeneous  pink 
(eosinophile)  substance  which  formed  a  hyalin-like 
matrix. 

About  nine  weeks  after  the  application  of  a  strong 
radiation  groups  of  peculiar  bodies,  stained  very 
deeply  with  nuclear  stains  and  representing  large 
irregular  chromatin  masses,  were  seen  scattered  in 
young  connective  tissue. 

An  entirely  different  and  very  interesting  process 
took  place  on  the  surface;  as  the  final  products  of  the 
destruction  two  substances  could  be  distinguished. 
These  are  described  as  follows: 

First,  as  a  result  of  the  dissolution  of  the  cvto- 
plasm,  a  pink-stained  homogeneous  substance  was 
found,  which,  by  its  'morphological  appearance, 
reminded  the  author  of  hyalin  material  without  any 
structure  and  was  identical  with  the  eosinophile 
substance  of  the  deeper  tissue,  but  distinctly  not 
necrotic  in  character  and  mostly  free  from  any  other 
substance,  especially  nuclear  substance. 

Second,  the  nuclear  substance  was  represented  in 
places  by  irregular  masses  of  blue-stained  material, 
often  globules  or  just  cloudy  masses,  and  at  others 
by  only  nuclear  dust,  but  in  every  case  formed  a 
definite  layer  covering  the  hyalin  substance  from 
which  it  was  quite  distinct.  The  hyalin-like  sub- 
stance underwent  organization  from  beneath, 
whence  fibroblasts  and  young  capillaries  proliferated 
vigorously  toward  the  surface. 

Like  Ribbert,  Hansemann,  Hauser,  Lubarsch, 
and  others,  Alter  attributes  primary  importance  in 
the  etiology  of  carcinoma  to  the  proliferation  of 
the  connective  tissue  following  inflammatory 
changes.  Even  assuming  the  shortcomings  of 
histological  technique  in  detecting  the  mitotic 
figures  of  the  connective  tissue,  he  states  that  they 
could  not  elude  the  rays  of  radium  to  which  they 
succumb  and  consequently  cease  their  activity. 
Connective  tissue,  however,  was  increased  in  amount 
during  the  histological  changes  described,  taking 
the  place  of  the  malignant  parenchyma  and  being 
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formed  mostly  from  wandering  cells.  When  it  had 
fulfilled  its  purpose  it  degenerated. 

From  his  study  Alter  draws  the  following  con- 
clusions: 

The  so-called  "squamous-cell"  carcinoma  of  the 
cervix  is  a  basal-cell  growth  of  three  types:  solid, 
adenoid,  and  cystic. 

The  primary  effect  of  the  rays  of  radium  upon 
basal-cell  carcinoma  of  the  cervix  is  the  destruction 
of  the  cells  of  the  malignant  parenchyma. 

The  increase  of  stroma  is  secondary  following  the 
disappearance  of  the  parenchyma,  and  is  due  mostly 
to  wandering  cells.  Cell  divisions,  even  if  probable, 
are  not  primarily  important. 

In  a  long  series  of  histological  observations,  the 
chromatin  substance  of  the  parenchyma  cells 
invariably  was  very  sensitive  to  the  rays  of  radium, 
showing  conspicuous  signs  of  destruction. 

The  protoplasm  of  the  parenchyma  cells  showed 
marked  but  not  as  obvious  changes. 

The  changes  in  the  protoplasm  and  the  nature  of 
the  infiltration  seem  to  suggest  different  stages 
of  deep-seated  chemical  changes  due  to  the  action 
of  the  rays  of  radium.  G.  E.  Beilby. 

Langstroth,  F.  W.:  Plastic  Conical  Enucleation  of 
the  Cervix;  Surgical  Indications  and  Clinical 
Results  in  75  Cases.  /.  M.  Soc.  N.  Jersey, 
1919,  xvi,  135. 

Numerous  authorities  are  quoted  to  prove  that 
the  cervix  is  more  frequently  the  site  of  bacterial 
infection  than  the  mucosa  of  the  fundus.  This 
accounts  for  the  greater  frequency  of  cancer  of  the 
cervix  as  compared  with  cancer  of  the  fundus. 

Langstroth  believes  that  his  plastic  conical  enu- 
cleation of  the  cervix  offers  the  only  cure  for  chronic 
leucorrhoea  without  anatomical  damage  of  the 
uterus.  In  75  cases  which  he  operated  upon  in  this 
way  the  leucorrhoea  was  cured,  the  menstrual 
cycle  was  re-established,  the  pelvic  masses  were 
reduced  in  size  or  entirely  obliterated,  the  backache 
and  pelvic  pain  disappeared,  and  the  patient's 
general  health  was  improved.  M.  J.  Gelpi. 

Gellhom,  G. :    Secondary  Syphilis  of  the  Uterus. 

Surg.,  Gynec.  &  Obst.,  1919,  xxix,  374. 

The  patient  in  the  case  reported  was  a  woman, 
aged  26  years,  who  had  no  clinical  signs  of  syphilis 
upon  her  body,  but  gave  a  positive  Wasserman 
test.  Pelvic  examination  showed  the  scar  of  a 
healed  primary  lesion  on  the  left  labium  minus  and 
there  was  an  old  laceration  of  the  cervix  with  some 
eversion  of  the  cervical  lips.  On  the  endometrium 
of  the  cervix  were  four  typical  secondary  syphilitic 
ulcerations  in  the  discharge  from  which  the  spiro- 
chaetae  were  found.  These  ulcers  persisted  at  the  end 
of  one  month  in  spite  of  energetic  treatment  with 
salvarsan,  mercury,  and  potassium  iodide. 

Secondary  syphilis  of  the  cervix  occurs  in  the  form 
of  macules,  papules,  or  ulcerations  which  probably 
represent  three  successive  stages  in  the  development 
of  the  same  lesion.   In  all  previously  reported  cases 


the  lesion  was  situated  upon  the  outside  of  the 
vaginal  portion.  This  is  the  first  known  case  in 
which  the  specific  affection  could  be  demonstrated 
within  the  cervical  canal. 

The  author  and  other  observers  had  found  the 
spirocha:tae  in  apparently  normal  cervical  secretions 
and  had  concluded  that  the  normal  secretions  of 
syphilitic  women  may  cause  infection  even  in  the 
absence  of  local  specific  manifestations.  The  present 
case  apparently  explains  the  former  findings.  Until 
further  evidence  to  the  contrary  is  obtained,  it  will 
be  safe  to  adhere  to  the  old  view  that  discharges 
contain  infectious  spirochaetae  only  in  the  presence 
of  a  local  lesion.  S.  A.  Cualfaxt. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Windeyer,  J.  C:    The  Treatment  of  Salpingitis. 

Med.  J.  Australia,  1919,  ii,  235. 

Windeyer  reports  500  consecutive  gynecological 
operations  114  of  which  were  for  salpingitis.  He 
emphasizes  the  need  for  rest  in  acute  salpingitis  and 
states  that  the  condition  is  usually  more  disabling 
than  dangerous  as  rupture  of  a  tubo-ovarian  abscess 
into  the  peritoneal  cavity  is  rare. 

Active  treatment  should  be  expectant  unless 
palpable  foci  of  pus  are  apparent,  in  which  case 
drainage  should  be  obtained  through  the  posterior 
fornix.  The  patient  should  then  rest  in  bed  for  at 
least  two  weeks  after  the  disappearance  of  pain  and 
fever,  this  rest  being  followed  by  a  month's  con- 
valescence before  any  work  is  attempted.  During 
the  early  stages  hot  douches,  tampons,  and  stupes 
are  of  value.  Coal-tar  preparations  or  morphine 
may  be  given  for  the  pain.  Similar  treatment  is 
indicated  in  the  resolving  stage  of  the  condition 
and  fresh  air  is  very  important. 

The  time  for  operation  is  a  few  weeks  to  six  months 
after  an  acute  attack  or  exacerbation.  W^hile 
usually  the  complete  removal  of  both  tubes  is 
necessary,  one  or  both  ovaries  may  be  saved. 
Curettage  of  the  uterus  is  contra-indicated  as  by 
this  procedure  the  infection  is  spread. 

In  conclusion  the  author  states  that  if  rest  were 
more  generally  insisted  upon  in  the  acute  and 
subacute  stages,  there  would  be  far  fewer  mutilating 
pelvic  operations  for  in  many  cases  so  treated  all 
symptoms  disappear  after  six  months. 

W.  F.  Hewttt. 

Gordon,  A.  K. :   Two  Cases  of  Hypernephroma  of 
the  Ovary.  British  M.  J.,  1919,  ii,  495- 

In  a  recent  series  of  1,000  consecutive  morbid 
growths  sent  to  the  author  for  examination  he 
found  2  cases  of  hypernephroma  of  the  ovary,  a 
neoplasm  which  is  sufficiently  rare  to  justify  a  brief 
descriptive  note.  In  both  instances  the  tumor  was 
detected  in  the  left  ovary  in  the  course  of  hyster- 
ectomy for  fibroids  and  intractable  menorrhagia 
respectively.  The  right  ovary  showed  nothing 
abnormal  to  the  naked  eye.  As  the  appearances, 
both  macroscopic  and  microscopic,  were  practically 
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the  same  in  each  case,  one  description  will  serve  for 
the  two. 

Each  tumor  was  oval  in  shape,  about  i  inch 
long  by  ]/2  inch  across,  and  was  embedded  in  the 
stroma  of  the  oophoron  proper,  its  free  border 
projecting  into  the  peritoneal  cavity.  There  was 
no  definite  capsule,  but  in  sections  the  distinction 
between  the  white  substance  of  the  tumor  and  its 
vascular  ovarian  bed— from  which  it  could  easily 
be  shelled  out— was  well  marked. 

Serial  paraflfm  sections  were  cut  and  stained, 
some  with  iron  ha;matoxylin  and  Biebrich  scarlet, 
and  others  with  acid  rubin  and  Mallory's  aniline 
blue  and  orange  stain;  the  latter  method,  however, 
yielded  no  additional  information. 

Macroscopically  the  ovarian  stroma  showed  no 
abnormality,  and  the  tumor  was  seen  to  consist  of 
a  homogeneous  mass  of  cells  the  nuclei  of  which 
stained  faintly  with  haematoxylin,  while  the  cell 
substance  did  not  take  the  counter  stain  at  all.  The 
cells  were  identical  in  appearance  with  those  of  the 
normal  suprarenal  cortex.  The  nuclei  were  not  in 
mitosis  and  there  was  no  evidence  of  conjunction 
between  those  of  adjoining  cells. 

The  origin  of  these  hypernephromata  would  seem 
to  be  sufficiently  clear  from  a  consideration  of  the 
embryology  of  the  parts.  Until  the  third  month 
of  foetal  life  the  suprarenal  bodies  are  in  contact 
with  the  upper  pole  of  the  testis  or  ovary,  and  as 
this  descends  it  may  carry  with  it  fragments  of 
suprarenal  tissue  from  which  tumors  may  subse- 
quently be  developed.  As  a  matter  of  fact,  however, 
hypernephromata  are  more  frequently  found  in  the 
broad  ligament  than  in  the  oophoron  itself. 

There  was  no  clinical  or  microscopic  evidence  of 
malignancy  in  either  of  these  cases. 


EXTERNAL  GENITALIA 

B6rard,  L.,  and  Dunet,  C:  Kraurosis  of  the  Vulva 

(Kraurosis  de  la  vulvc).     Ann.  de  gynSc.  d  d'obsL, 
1919,  Ixxii,  449. 

The  authors  report  2  cases  of  kraurosis  of  the 
vulva  in  women  aged  61  and  64  years.  These  were 
cases  of  the  kraurosis  leukoplakia  of  Breisly  and  the 
inflammatory  kraurosis  of  Lawson-Tait  with  epithe- 
liomatous  degeneration. 

From  a  study  of  the  condition  the  authors  find 
that  the  primary  causes  are  ovarian  insufficiency  and 
infections,  but  that  neither  of  these  factors  alone  is 
sufficient  to  explain  the  pathogenesis  of  the  condi- 
tion, the  coexistence  of  both  being  necessary.  The 
exact  part  played  by  syphilis,  tuberculosis,  and 
chronic  intoxication  as  etiological  factors  is  not 
known  and  details  are  lacking  in  the  case  reports 
published. 

One  of  the  complications  of  kraurosis  is  epithelio- 
matous  degeneration.  In  67  cases  reported  by 
Trespe  there  were  6  cases  of  cancer,  about  10  per 
cent.  The  authors'  second  case  proves  that  this 
degeneration  occurs  also  in  cases  of  inflammatory 
kraurosis.  This  fact  is  evident  on  histological 
examination  and  demonstrates  the  necessity  for 
active  therapeutics.  Inflammatory  plaques  should 
be  destroyed  by  cauterization,  or  still  better,  should 
be  removed  surgically  with  excision  of  all  suspected 
tissues. 

Whatever  the  variety  of  kraurosis,  a  subsequent 
cancerous  complication  is  possible  and  operation  is 
therefore  the  only  treatment  which  gives  satisfactory 
results.  In  both  of  the  authors'  cases,  a  vulvectomy 
was  done  and  recovery  was  uneventful. 

W.  A.  Brennan. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Anderodias,  J.:   Prolapse  of  the  Gravid  Uterus  Qe 

prolapsus  dc  I'uUrus  gravide).   /.  de  mid.  de  Bor- 
deaux, 1919,  xc,  327. 

Anderodias  gives  the  history  of  a  para-iii  who 
entered  a  maternity  hospital  in  the  eighth  month 
of  pregnancy  with  prolapse  of  the  uterus  such  that 
the  uterine  cervix  was  almost  outside  the  vulva. 
The  cervix  was  considerably  elongated,  the  intra- 
vaginal  portion  measuring  8  or  10  centimeters. 

Uterine  prolapse  during  pregnancy,  especially 
with  protrusion  of  the  entire  cervix,  is  extremely 
rare.  Records  covering  twenty  years  and  including 
approximately  1,500  labors  show  only  5  similar 
cases. 

In  the  case  reported  the  prolapse  occurred  im- 
mediately after  the  patient's  first  labor  and  was  due 
probably  to  a  violent  effort  favored  by  changes  in 
the  uterine  ligaments  and  especially  by  a  perineal 
tear.  When  she  was  27  years  old  an  operation  was  per- 
formed for  the  condition  but  had  not  afforded  much 
relief.  The  organ  remained  almost  constantly  out- 
side the  vulva  and  laterally  was  in  contact  with  the 
thighs.  The  second  labor  had  taken  place  with  the 
cervix  in  this  position. 

While  ordinarily  in  rising  in  the  abdomen  the  gra- 
vid uterus  draws  the  cervix  up  with  it,  in  this  in- 
stance the  cervix  did  not  follow  because  of  its  ab- 
normal length. 

When  pregnancy  is  once  established  in  a  pro- 
lapsed uterus,  it  is  apt  to  go  on  to  term.  In  the 
patient's  two  previous  labors  the  child  was  presented 
by  the  breech,  and  the  author  believes  that  the 
present  pregnancy  will  end  similarly  and  sponta- 
neously at  term. 

The  precautions  to  be  taken  in  this  case  during 
and  after  labor  must  be  directed  especially  against 
infection  arising  from  cervical  ulceration  and 
endometritis  from  external  septic  conditions. 

W.  A.  Brennan. 

Smith,  F.  J.:  The  Prophylactic  and  Symptomatic 
Treatment  in  Eclampsia.  /.  Iowa  M.  Soc,  1919, 
ix,  268. 

Smith  reports  nine  cases  of  eclampsia  and  dis- 
cusses the  etiology  and  symptomatic  treatment. 
He  emphasizes  the  fact  that  in  the  nephritic  type 
of  eclampsia  increased  blood  pressure  is  an  early 
symptom  antedating  albuminuria,  while  in  the 
hepatic  tjqie  there  is  usually  an  absence  of  urinary 
findings.  He  concludes  that  if  a  toxin  is  the  cause 
of  eclampsia,  it  is  not  necessarily  a  special  toxin, 
but  possibly  an  accumulation  in  the  tissues  of  the 
ordinary  toxic  products  of  metabolism. 

In  the  pre-eclamptic  state  there  is  a  failure  on  the 


part  of  the  organism  to  eliminate  the  excess  toxic 
products.  This  failure  may  be  due  to  one  or  both 
of  the  following  causes: 

1 ,  Chronic  nephritis.  In  this  type  there  may  be  a 
recurrence  of  eclamptic  symptoms  with  each  preg- 
nancy. 

2.  An  insufficient  margin  of  elimination  in  either 
normal  or  diseased  kidneys.  If  the  kidneys  are 
normal,  we  may  or  may  not  expect  a  recurrence  of 
eclamptic  symptoms  in  succeeding  pregnancies, 
depending  chiefly  on  the  use  or  non-use  of  pro- 
phylactic treatment.  In  this  form  prophylactic 
treatment  gives  the  most  brilliant  results. 

Prophylaxis  consists  of  overcoming  the  deficient 
elimination  through  the  kidneys  by  inducing 
copious  perspiration.  This  is  best  accomplished 
by  the  intelligent  use  of  the  hot  pack  combined 
with  the  administration  of  tincture  of  digitalis. 

When  symptomatic  treatment  is  indicated, 
veratrum  viride  should  be  borne  in  mind.  W^hen 
medicinal  treatment  fails,  operative  treatment  will 
also  probably  fail.  \A'.  "F.  HEwrrr. 

Patel  and  Dujol:  Pyosalpinz  and  Colon-Bacillus 
Pelviperitonitis  during  Pregnancy  (Pyosalpinx 
et  pelvi-peritonite  k  coli-bacilles  pendant  la 
grossesse).   Presse  mid.,  Par.,  1919,  xxvii,  479. 

The  colon  bacillus  is  the  agent  most  commonly 
found  in  the  pathology  of  pregnancy.  It  may  mani- 
fest its  presence  by  a  more  or  less  attenuated 
septicaemia  or  become  localized  in  a  particular 
organ  such  as  the  kidney  or  bladder. 

The  authors  give  the  clinical  details  of  a  colon- 
bacillus  infection  of  the  genital  organs  in  a  woman 
about  two  months  pregnant.  Iji  their  opinion  the 
infecting  agents  came  from  the  intestine  by  the 
descending  route.  There  were  no  antecedent  gen- 
ital lesions  to  account  for  the  onset  which  was  sudden 
and  definite.  Constipation  which  increased  the 
virulence  of  the  intestinal  bacteria  seems  to  have 
been  an  important  factor.  The  bacteria  infiltrating 
through  the  intestinal  walls  infected  the  tubes 
and  then  the  uterine  mucosa,  causing  the  death  of 
the  foetus.  A  right  pyosalpinx  and  an  extensive 
collection  of  pus  in  the  pouch  of  Douglas  were  found 
at  operation.     The  uterus  was  removed. 

In  spite  of  the  frequency  of  constipation  during 
pregnancy,  such  infections  are  uncommon  before 
the  birth  of  the  child. 

The  authors  discuss  the  bacterial  invasion  of  the 
uterus  from  above  downward  and  quote  various 
authorities  to  prove  the  possibility  of  this  mechanism 
of  infection. 

Usually  the  condition  is  not  correctly  diagnosed, 
its  origin  being  ascribed  to  the  appendix,  gall-bladder, 
or  kidney,  and  even  if  a  colon-bacillus  infection  is 
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suspected  its  localization  is  not  apt  to  be.     Haemo- 
cultures,  however,  may  give  a  clue. 

In  all  other  cases  similar  to  their  ovm  which  the 
authors  have  been  able  to  find  in  the  literature  there 
was  an  early  abortion.  A  few  patients  recovered 
after  operation.  In  some  cases  spontaneous  abor- 
tion results  in  a  cure,  but  if  there  arc  signs  of 
peritoneal  abscess  an  operation  is  indicated.  The 
intervention  should  be  for  the  evacuation  of  pus 
and  to  institute  drainage.  The  advisability  of 
removing  the  uterus  depends  upon  the  conditions 
in  the  particular  case.  W.  A.  Brennan. 

Grosse,  A.:  A  Double  Ovariotomy  for  Bilateral 
Ovarian  Cysts  at  the  End  of  the  Fourth  Month 
of  Pregnancy  (Ovariotomie  double  pour  kystes 
ovariques  bilat^raux  k  la  fin  du  quatrifime  mois  de  la 
grossesse).  Ann.  de  gynfc.  etd'obsL,  1919,  xliii,  464. 

The  patient  in  Grosse's  case  was  34  years  old, 
the  mother  of  2  children,  both  born  at  term.  In 
the  fourth  month  of  her  third  pregnancy  examina- 
tion and  the  history  led  to  the  diagnosis  of  bilateral 
ovarian  cysts  with  torsion  of  the  cyst  on  the  left 
side. 

On  opening  the  abdomen  the  left  ovary  was  found 
discolored  and  adherent  to  the  neighboring  viscera 
and  the  abdominal  wall,  but  was  easily  freed, 
ligated,  and  removed.  The  gravid  uterus  was  then 
swung  to  one  side  and  the  cyst  of  the  right  ovary 
removed. 

The  cyst  from  the  left  ovary  contained  800  grams 
of  blood  while  that  of  the  right  was  the  size  of  a 
large  orange  and  contained  thick  mucous  fluid. 
Near  its  point  of  origin  were  found  remnants  of 
ovarian  tissue  with  a  corpus  luteum  of  pregnancy. 

The  patient  made  an  uneventful  recovery.  The 
pregnancy  continued  normally  to  term,  but  there 
was  some  hydramnios.  The  labor  was  slow  and  the 
use  of  forceps  was  necessary.  The  placenta  was 
normal.     The  child  weighed  3,650  grams. 

It  has  been  shown  by  Fraenkel  and  many  others 
that  the  corpus  luteum  exerts  an  important  influ- 
ence on  gestation  by  its  internal  secretion.  Not 
only  does  it  have  an  effect  on  the  nutrition  of  the 
uterus  which  is  prepared  to  receive  the  fecundated 
ovum,  but  it  is  indispensable  in  the  embedding  of 
the  ovum  in  the  uterine  cavity  and  in  its  develop- 
ment during  the  first  half  of  pregnancy.  In  exper- 
iments on  animals  its  removal  during  this  period 
stopped  pregnancy.  Apparently,  however,  this 
is  not  true  in  the  human  subject  as  cases  are  on 
record  in  which  a  double  ovariotomy  or  the  removal 
of  one  ovary  containing  a  corpus  luteum  did  not 
hinder  the  evolution  of  a  pregnancy  which  had  al- 
ready begun.  In  51  cases  reported  in  the  literature 
in  which  a  double  ovariotomy  was  performed  the 
pregnancy  was  interrupted  in  only  7.  It  therefore 
appears  that  the  corpus  luteum  of  pregnancy  in 
woman  is  not  at  all  indispensable  to  the  develop- 
ment of  the  ovum  in  the  early  part  of  gestation  and 
its  removal  does  not  necessarily  mean  abortion. 

W.  A.  Brennan. 


Hardouin:  Unitubular  Extra-Uterine  Twin  Preg- 
nancies (GrQssesses  extra-ut£rincs  g(-incllaires  uni- 
tubaircs).  Arch.  mens,  d'obsl.  el  de  gynlc,  1919, 
vii,  351- 

Twin  ectopic  pregnancies  may  be  classified  in  two 
groups:  (i)  those  in  which  each  tube  contains  an 
embryo,  i.e.,  bilateral  extra-uterine  twin  pregnancy; 
and  (2)  those  in  which  the  two  fartuscs  are  in  the 
same  tube,  i.e.,  monotubal  extra-uterine  twin 
pregnancy.  Of  the  first  variety  only  about  15 
authentic  cases  have  been  reported  in  the  literature. 
Of  the  second  variety  Pool  and  Robbins  collected  27 
authentic  cases  in  igio. 

Counting  a  case  of  his  own,  that  of  a  woman  40 
years  of  age,  a  ii-para,  the  author  increases  the  num- 
ber of  authentic  cases  in  the  literature  to  36  of  which 
he  gives  short  histories.  Included  in  this  total  are 
only  cases  in  which  the  fecundation  of  both  ova  was 
simultaneous. 

From  a  perusal  of  the  case  histories  it  seems 
evident  that  the  etiology  is  much  the  same  as  that 
of  simple  ectopic  pregnancy.  Most  of  the  women 
were  multiparae  who  had  had  miscarriages  or  whose 
last  pregnancy  had  occurred  a  long  time  previous 
and  whose  first  child  was  bom  after  they  had  been 
married  a  long  while. 

The  left  tube  was  more  frequently  involved  than 
the  right.  In  24  cases  in  which  the  fact  is  stated 
the  left  tube  was  involved  in  16  and  the  right  in  8. 
Rupture  usually  occurred  between  the  sixth  and 
eighth  week.  Generally  the  two  ova  were  together 
in  the  same  dilatation  of  the  tube  and  only  in  2 
instances  were  they  separate  in  distinct  dilatations. 

In  3  of  the  cases  there  were  more  than  two  foetuses 
in  the  tube.  In  2  cases  there  were  3  fcctuses,  and  in 
I  case,  5. 

In  3  cases  there  were  twin  pregnancies  in  one 
tube  and  at  the  same  time  another  fcetus  in  the 
opposite  tube.  The  3  appeared  to  be  of  the  same  age. 

The  symptoms  of  twin  extra-uterine  pregnancy 
cannot  be  distinguished  from  those  of  ordinary 
extra-uterine  pregnancy. 

The  diagnosis  of  twin  extra-uterine  pregnancy 
has  never  been  made  before  operation. 

The  operative  results  recorded  appear  to  have 
been  good  as  there  were  only  2  deaths.  It  is  pos- 
sible, however,  that  cases  in  which  the  results  were 
unfavorable  were  not  reported.  The  author's 
patient  made  a  good  recovery.       W.  A.  Brennan. 

Gilliatt,  W.:  Two  Cases  of  Full-Term  Extra- 
Uterine  Gestation.  Proc.  Roy.  Soc.  Med.,  Lend., 
1919,  xii,  Sect.  Obst.  &  Gynec,  177. 

Case  I.  The  patient  had  had  five  children,  the 
last  one  eighteen  years  previously.  Forceps  were 
used  at  the  first  labor  but  the  others  were  normal. 
After  a  fall  twenty-eight  years  previously  the 
patient  noticed  a  tumor  on  the  left  side.  Five 
months  before  admittance  to  the  hospital  an  ab- 
scess formed.  Six  weeks  later  this  ruptured  2^ 
inches  above  the  umbilicus  and  continued  to  drain 
pure  streptococcal  pus.     Examination  revealed  an 
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irregular  pelvic  tumor,  cystic  below  and  hard  above. 
Pressure  from  below  caused  a  discharge  of  pus.  The 
mass  in  front  of  the  vagina  moved  with  the  uterus 
and  was  2]/2  inches  deep.  Laparotomy  revealed  a 
sac  on  the  left  side  of  the  uterus  containing  fcctal 
remains.  The  abscess  cavity  was  in  the  lower  part 
of  the  sac. 

Case  2.  Only  a  partial  history  was  obtainable 
in  this  case.  Four  years  previously  the  patient 
believed  herself  pregnant  but  the  child  was  not 
born.  Medical  opinion  differed,  but  the  final  deci- 
sion was  that  there  was  no  pregnancy.  When 
admitted  to  the  hospital  where  she  was  seen  by  the 
author,  the  patient  had  been  in  labor  for  seven  hours. 
Examination  disclosed  a  full-term  uterine  pregnancy 
with  the  uterus  lying  more  than  normally  to  the 
right  due  to  a  tense  swelling  impacted  in  the  left 
iliac  fossa.  The  child  presented  by  the  breech.  The 
cervix  was  high  and  the  membranes  were  unrup- 
tured and  bulging.  On  the  left  side  was  a  fixed 
abdominal  mass  diagnosed  as  an  ovarian  tumor  ob- 
structing labor.  A  living  child  was  delivered  by 
CKsarian  section.  The  mass  proved  to  De  a  sac  con- 
taining a  small  eight-months'  foetus.   M.  J.  Gelpi. 

Vaudescal,  R. :  Interstitial  Pregnancy  (De  la  gros- 
sesse  interstitielle) .  Arch.  mens,  d'obst.  et  de  gynec, 
1919,  viii,  177. 

The  author  has  observed  three  cases  of  interstitial 
pregnancy  and  has  made  a  detailed  study  of  them  in 
order  to  test  the  points  classically  considered 
characteristic  of  this  abnormal  condition,  i.e.,  the 
sign  of  Ruge-Simon,  asymmetry  of  the  adnexa, 
and  lateral  insertion  of  the  round  ligament. 

The  first  case  was  an  interstitial  pregnancy 
which  had  passed  the  fourth  month  without  rupture 
and  in  which  the  placenta  had  remained  and 
developed  in  the  primary  implantation  cavity. 
The  second  case  was  an  arrested  early  pregnancy 
in  the  interstitial  portion  of  the  right  tube.  The 
third  case  was  a  ruptured  interstitial  pregnancy  on 
the  left  side. 

A  total  or  partial  hysterectomy  with  ablation  of 
the  adnexa  was  done  in  all  three  cases  and  the 
specimens  were  examined  macroscopically  and  mi- 
croscopically. 

With  regard  to  the  Ruge-Simon  sign  (straighten- 
ing of  the  uterine  fundus)  the  author  states  that 
although  it  is  undoubtedly  present  in  the  majority 
of  cases,  it  cannot  be  considered  such  a  valuable 
criterion  that  its  absence  demonstrates  definitely 
that  the  pregnancy  is  not  interstitial.  Neither  is  the 
asymmetric  insertion  of  the  adnexa  necessarily 
an  essential  finding  in  an  interstitial  pregnancy,  for 
it  may  be  present  in  a  cornual  pregnancy  or  a 
pregnancy  in  a  bipartate  uterus. 

While  the  three  signs  mentioned  are  very  apt 
to  be  present  in  an  interstitial  pregnancy,  none  of 
them  is  essential,  though  the  presence  of  all  or 
of  any  one  of  them  should  suggest  an  interstitial 
pregnancy.  The  examination  of  the  patient, 
especially  in  the  early  stages  of  such  a  pregnancy, 


does  not  permit  an  exact  diagnosis  and  in  none 
of  the  cases  examined  by  the  author  was  a  diagnosis 
made  before  operation. 

In  the  microscopic  study  of  the  uterine  mucosa  in 
the  author's  three  cases  he  was  not  able  to  discover 
any  evidence  that  a  uterine  decidua  is  formed  in  the 
course  of  ectopic  pregnancy.        W.  A.  Bkennan. 

Essen-Moeller,  E. :  The  Results  and  Indications  of 
Abdominal  Csesarean  Section.  (Sur  les  r^sultats 
et  les  indications  de  rop6ration  c6sarienne  abdomi- 
nale).  Arch.  mens,  d'  obst.  et  de  gynic.,  1919,  viii, 
221. 

The  author  reports  106  abdominal  cesarean 
operations  performed  in  the  university  clinic  of 
Lund.  The  indication  for  the  operation  was  dis- 
proportion between  the  pelvic  opening  and  the 
foetal  head  in  74;  eclampsia  in  10;  placenta  prasvia 
in  7;  and  obstructing  myomata  in  8. 

There  were  6  deaths,  3  being  those  of  patients 
with  eclampsia.  In  cases  of  eclampsia,  accidental 
haemorrhage,  and  placenta  praevia  9  of  the  children 
died,  7  being  dead  before  operation.  The  mortality 
was  therefore  5.6  per  cent  among  the  mothers  and 
1.02  per  cent  among  the  children. 

The  author's  experience  in  10  abdominal  caesarean 
sections  performed  because  of  eclampsia  has  led  him 
to  the  conclusion  that  in  these  cases  the  vaginal 
caesarean  section  is  better  than  the  abdominal, 
and  the  abdominal  should  be  performed  only  when 
the  vaginal  operation  would  be  too  difficult. 

In  cases  of  placenta  praevia  the  author  performs  the 
abdominal  caesarean  section  only  when  the  haemor- 
rhage is  severe,  the  cervix  is  not  sufficiently  dilated 
to  permit  version,  and  it  is  certain  that  the  mother 
is  not  infected. 

In  74  abdominal  caesarean  operations  for  con- 
tracted pelvis  there  was  only  i  death,  and  in  this 
case  the  woman  was  infected.  In  the  author's 
opinion,  caesarean  section  is  much  better  than 
version  in  such  cases. 

In  conclusion  it  is  stated  that  if  the  contractions 
of  the  uterus  cannot  overcome  the  pelvic  narrowness 
it  is  better  to  resort  to  an  abdominal  caesarean  section 
than  to  the  use  of  the  forceps,  version,  or  craniotomy 
whenever  the  mother  is  not  infected.  If  there  is 
the  least  suspicion  of  infection,  the  author  attempts 
version  or  tries  the  forceps  to  avoid  if  possible  a 
craniotomy  on  a  living  child.  It  is  only  when  there 
is  no  chance  that  the  mother  will  subsequently 
have  a  living  child,  or  when  such  a  measure  is  abso- 
lutely indicated,  that  the  author  does  a  Porro 
caesarean  even  in  suspicious  cases.  Eight  of  his  106 
operations  were  of  the  Porro  type  and  all  of  the 
patients  recovered.  W.  A.  Brennan. 

Delle  Ghiaje,  S.:  Repeated  Caesarean  Sections  on 
the  Same  Woman  (Sul  taglio  cesares  repetuto 
nella  stessa  donna).   Riforma  med.,  1919,  xxxv,  760. 

The  author  reports  four  cases  in  which  he  did  a 
repeated  caesarean  section.  The  adhesions  were 
such  as  to  offer  an  obstacle  to  the  regular  method  of 
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operation.  He  was  enabled  to  bring  the  uterus  to 
the  surface,  however,  without  recourse  to  special 
technique  in  all  cases  except  one. 

The  rules  to  be  followed  according  to  Delle  Chiaje 
are  summarized  as  follows: 

1.  The  operation  should  be  performed  at  term 
before  the  onset  of  labor. 

2.  To  bring  the  uterus  to  the  surface  from  the 
abdominal  cavity  incise  it  in  the  upper  part  of  the 
anterior  wall,  including  also  the  fundus.  The  foetal 
sac  should  be  opened  in  the  second  stage  of  the 
operation. 

3.  In  tamponing  the  cavity  begin  at  the  lower 
segment. 

4.  Suture  the  uterus  in  two  planes,  the  first  with 
silk,  the  second  with  catgut. 

5.  The  advisability  of  sterilizing  the  patient 
depends  entirely  upon  the  condition  of  the  internal 
genitalia.  It  is  accomplished  by  resecting  i  centi- 
meter of  the  tubes  at  their  insertion. 

W.  A.  Brennan. 

LABOR  AND  ITS  COMPLICATIONS 

Winch,  G.  H. :  Twilight  Sleep  in  General  Practice. 

Lancet,  1919,  cxcvii,  563. 

The  author  reviews  the  technique  and  results  of 
the  use  of  twilight  sleep  in  a  series  of  435  cases  in 
private  practice.  These  cases  covered  a  period  of 
five  years  and  nine  months  and  many  of  them  were 
followed  up.  More  than  one-third  of  the  patients 
were  primiparae.  There  were  422  normal  vertex 
presentations,  8  breech,  2  face,  and  3  transverse 
presentations.  The  only  absolute  contra-indication 
to  the  use  of  twilight  sleep  is  primary  uterine  inertia. 
Contracted  pelvis,  dry  labor,  rigid  cervix,  eclampsia, 
and  heart  disease  are  not  contra-indications.  The 
object  is  to  obtain  both  analgesia  and  amnesia. 
The  latter  condition  saves  physical  and  mental 
suffering  but  does  not  cause  loss  of  memory. 

The  technique  employed  was  that  of  Gauss  of 
Freiburg.  According  to  this  technique  the  patient 
is  placed  at  the  beginning  of  labor  in  the  room 
selected  for  delivery.  As  soon  as  there  is  two  fingers' 
dilatation,  the  room  is  darkened  and  the  ears  are 
plugged  with  cotton.  Morphine  hydrochloride, 
}i  grain,  and  scopolamine  hydrobromide,  1/150 
grain,  are  then  given  hypodermically.  Foetal  heart 
tones  are  noted  closely  and  at  the  end  of  one  hour 
the  second  injection  is  given.  This  and  all  succeeding 
injections  consist  of  1/450  grain  of  scopolamine 
hydrobromide.  The  memory  test  serves  as  an  index 
to  the  later  injections.  During  the  anaesthesia 
dr3mess  of  the  lips  and  throat  make  frequent  sips 
of  water  necessary.  The  bladder  must  be  emptied 
with  the  catheter. 

In  the  cases  reported  the  first  stage  was  definitely 
shortened  while  the  second  stage  was  lengthened  even 
to  five  or  six  hours,  the  greatest  delay  being  when  the 
head  reached  the  perineum.  Many  of  the  labors 
were  terminated  at  this  stage  by  the  use  of  the  for- 
ceps or  the  administration  of  pituitrip.  In  the  cases 


of  twilight  sleep  less  chloroform  was  required  and 
pituitrin  had  less  effect  than  in  those  in  which 
twilight  sleep  was  not  used. 

After  delivery  the  cord  was  tied  and  the  child 
removed  to  another  room.  In  ii.o  per  cent  of  the 
cases  cyanosis  was  present,  but  if  left  alone,  a  return 
to  normal  occurred  after  considerable  time.  In  the 
third  stage  postpartum  haemorrhage  occurred  in  3.3 
per  cent  of  the  cases.  In  2  of  these  the  bleeding  was 
due  to  an  adherent  placenta,  and  in  another  to 
manipulation  during  version.  Perineal  tears  were 
remarkably  few.  In  the  puerperium  the  mother 
usually  slept  from  two  to  six  hours.  There  was  little 
evidence  of  shock.  Lactation  and  involution  pro- 
ceeded quite  as  normally  as  when  twilight  sleep 
was  not  induced. 

In  conclusion  the  author  presents  a  table  of  the 
435  cases  in  which  there  was  no  foetal  or  maternal 
mortality.  The  average  duration  of  labor  for 
primiparae  was  eighteen  and  one-half  hours;  for 
multiparae,  eight  and  three-fourths  hours.  The 
largest  number  of  injections  was  14. 

Twilight  sleep  administered  in  strict  accordance 
with  the  Gauss  technique  is  of  great  value  in  ob- 
stetrical practice.  There  are  no  ill  effects  to  either 
the  mother  or  the  child.  The  main  disadvantage  is 
the  time  required  to  attend  the  case.  The  method 
can  be  used  as  safely  in  the  home  as  in  the  hospital. 
A  case  history  is  given  illustrative  of  the  average 
case.  Emphasis  is  placed  upon  the  importance  of 
proper  amnesia  during  the  entire  labor. 

J.  M.  Rowley. 

Reed,  C.  B.:    Breech  Presentation — Management. 

Surg.  Clin.  Chicago,  19 19,  iii,  1045. 

The  author  presents  two  cases  of  breech  presenta- 
tion with  their  management.  The  first  patient  had 
nephritis  and  was  threatened  with  eclampsia.  Labor 
was  induced  by  the  introduction  of  a  Voorhees  bag. 
The  description  of  the  technique  of  extraction  em- 
phasizes the  importance  of  maintaining  a  correct 
position  of  the  operator's  hands  while  the  arms  of 
the  baby  are  being  delivered. 

The  second  patient  had  a  flat  pelvis.  The  position 
of  the  child  was  sacro-right  posterior  and  its  size 
above  the  normal  safe  average.  The  technique  and 
advantages  of  pubiotomy  and  episiotomy  which 
were  done  in  this  case  are  fully  discussed.  It  is 
stated  that  pubiotomy  is  the  operation  of  choice 
when  in  cases  of  disproportion  between  the  size  of 
the  foetal  head  and  the  pelvic  measurements  of  the 
mother,  it  becomes  necessary  to  extract  the  child 
by  the  breech  or  with  forceps.  C.  D.  Hauch. 

Kickham,  C.  J.:   Notes  on  the  Use  of  Obstetrical 
Forceps.  Boston  M.  &S.  J-.,  1919,  cbcxxi,  534. 

In  the  use  of  the  obstetrical  forceps  it  is  essential 
that  a  correct  diagnosis  be  made  of  the  presenting 
part.  The  forceps  should  not  be  applied  until  the 
first  stage  of  labor  is  completed,  either  normally 
or  artificially,  and  in  all  cases  an  anaesthetic  should 
be  used.     In  applying  the  forceps  the  obstetrician 
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should  insert  the  whole  or  at  least  half  of  his  hand 
into  the  vagina.  The  technique  preceding  the  ap- 
plication of  the  forceps  should  also  be  scrupulously 
carried  out. 

The  application  of  the  reverse  forceps  should 
never  be  undertaken  by  one  who  is  not  an  expert. 
In  the  use  of  the  reverse  forceps  the  author  favors 
the  double  application  or  Scanzoni  method. 

It  must  be  borne  in  mind  that  the  axes  of  the  pelvic 
inlet  and  outlet  are  on  different  planes  and  the 
birth  canal  is  crescentic  in  shape.  However  often 
it  may  be  necessary  to  apply  the  forceps,  an  examina- 
tion should- be  made  each  time  to  ascertain  the 
exact  position  of  the  presenting  part. 

The  forceps  should  never  be  applied  hastily  and 
all  manipulations  must  be  very  gentle.  The  traction 
should  be  intermittent  and  the  expulsive  action  of 
the  uterus  stimulated. 

The  time  required  to  make  a  proper  diagnosis 
of  the  presenting  part  when  a  difficult  application 
of  the  forceps  is  necessary  will  give  good  results 
and  lessen  the  danger.  N.  W.  Vaux. 

White,  C:  A  Foetus  Undergoing  Spontaneous 
Evolution  Removed  by  Laparotomy  during 
Labor.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xii, 
Sect.  Obst.  &  Gynec,  135. 

The  patient  had  had  four  normal  labors.  Seven 
hours  after  the  beginning  of  her  fifth  labor  the  mem- 
branes were  ruptured.  The  second  day  the  pains 
ceased;  on  the  third  day  they  began  again.  The 
left  shoulder  presented  but  version  could  not  be 
performed  under  anaisthesia. 

The  pain  was  constant,  there  were  tonic  contrac- 
tions of  the  uterus  and  an  offensive  discharge,  and 
the  patient's  general  condition  was  ooor.  The  cord 
and  both  arms  and  the  right  leg  of  the  child  were 
prolapsed  into  the  vagina.  The  cord  was  not  pul- 
sating. The  lower  uterine  segment  was  tense  and 
thinned. 

The  child's  arms  were  amputated  and  a  7-lb.  weight 
was  attached  to  the  foot  for  three-quarters  of  an 
hour.  This  being  unsuccessful,  a  laparotomy  was 
performed  seventy  hours  after  labor  began  and  a 
hysterectomy  performed.  During  the  extirpation 
the  uterus  s'owly  ruptured  at  the  lower  segment. 

The  specimen  showed  a  distorted  foetus  of  the 
usual  size  of  a  full-term  child.  The  compression 
had  been  so  great  that  where  the  foetal  parts  were  in 
contact  with  each  other  were  depressions,  and  two 
grooves  had  been  formed  on  the  outer  surface  by 
the  uterine  action.  According  to  the  author,  this 
specimen  showed  the  condition  of  the  foetus  during 
spontaneous  evolution.  M.  J.  Gelpi. 

Balard,  P. :  The  Persistence  of  Life  in  the  Child  in 
Cases  of  Prolapse  of  the  Cord  without  Pulsa- 
tions (Sur  la  persistance  de  la  vie  de  I'enfant  dans 
des  cas  de  cordon  procident  d^pourvu  de  batte- 
ments).  Arch.  mens,  d'obst.  et  de  gynic.,  1919,  viii, 
245- 
The  prolonged  absence  of  pulsations  in  cases  of  pro- 
lapse of  the  cord  is  generally  considered  a  sign  indi- 


cating the  death  of  the  foetus.  Occasionally,  however, 
this  is  not  true.  The  author  quotes  short  histories 
of  several  cases  from  the  literature  in  which  a  living 
child  was  delivered  despite  the  absence  of  pulsations 
in  a  prolapsed  cord.  More  accurate  and  definite 
information  regarding  the  condition  of  the  fa-tus 
can  be  obtained  by  Pachon's  oscillometric  method. 
The  conclusions  reached  by  Balard  from  a  study  of 
the  subject  are: 

1.  The  absence  of  pulsations  in  a  prolapsed 
cord  does  not  necessarily  imply  that  the  fortus  is 
dead.  The  examination  should  always  be  controlled 
by  auscultation. 

2.  The  fcetus  may  be  alive,  however,  even  when 
auscultation  is  negative. 

T,.  The  absence  of  pulsations  does  not  necessarily 
indicate  an  interruption  of  the  foetal  circulation. 
It  may  be  due  simply  to  a  moderate  compression 
which  decreases  the  caliber  of  the  vessels  sufficiently 
to  suppress  the  pulsatile  wave. 

4.  The  elements  of  this  mechanism  are  apparent 
from  the  relationship  in  normal  labor  of  the  uterine 
contraction  during  the  period  of  dilatation  and 
the  arterial  tension  in  the  fcetus. 

5.  Whenever  there  is  the  least  doubt  regarding 
the  death  of  the  fa-tus  the  obstetrician  should 
refrain  from  performing  a  mutilating  operation 
unless  the  condition  of  the  mother  imperiously  de- 
mands it. 

6.  In  all  cases  of  prolapse  of  the  cord  in  which 
pulsations  are  perceptible  the  cord  should  be  put 
back  if  possible  during  the  period  of  dilatation,  and 
during  the  expulsive  period  the  child  should  be 
delivered  with  forceps  unless  a  very  rapid  spontane- 
ous expulsion  is  anticipated.  W.  A.  Brexnan. 

MISCELLANEOUS 

Phillips,    J.:     Maternal    Mortality    in    Childbed. 

Lancet,  1919,  cxcvii,  275. 

The  writer  presents  the  question,  "Can  maternal 
mortality  in  child  birth  be  further  reduced?"  and 
reviews  thirty-five  years  of  midwifery  in  private 
practice,  including  some  2,100  cases  with  7  maternal 
fatalities. 

A  brief  discussion  of  the  advances  tending  to 
reduce  septic  mortality  and  morbidity  is  given  with 
the  conclusion  that  no  antiseptic  is  safer  than  the 
spirit  solution  of  i  in  1000  hydrarg.  biniodide.  The 
care  of  the  mother  in  pregnancy  and  the  puerperium 
is  reviewed,  and  attention  is  drawn  to  the  possi- 
bility of  infection  of  the  bladder,  bile  ducts,  and  kid- 
neys by  the  bacillus  coli.  Pelvic  examinations, 
mensuration,  and  careful  examination  of  the  excreta 
are  advocated.  The  writer  examines  the  pelvis  in- 
ternally during  the  lying-in  period  at  the  end  of  a 
fortnight  and  again  at  the  end  of  three  weeks  when 
the  patient  rises  from  her  bed. 

Abstracts  of  the  7  maternal  deaths  are  presented. 

Case  i.  The  patient,  who  was  attended  in  the 
early  "  eighties, "  had  given  a  history  during  a  previ- 
ous labor  of  what  now  would  be  readily  diagnosed  as 
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appendicitis.  This  subsided  and  she  remained  quite 
well  until  a  few  days  before  the  onset  of  the  labor 
reported.  She  then  had  several  severe  attacks  of 
acute  pain  in  the  lower  iliac  fossa  in  one  of  which 
labor  came  on  prematurely.  Death  occurred  from 
acute  peritonitis.     The  child  was  born  alive. 

Case  2.  This  case  is  of  interest  because  its  out- 
come was  similar  to  that  of  many  cases  in  the 
influenza  epidemic  of  1918.  The  patient,  eight  and 
one-half  months  pregnant,  was  suddenly  seized 
with  chills  and  the  symptoms  of  influenza  which  at 
that  time  was  called  "  Russian  influenza."  A  large 
amount  of  liquor  amnii  necessitated  premature 
rupture  of  the  membranes  for  the  relief  of  dyspnoea. 
Labor  came  on  rapidly  with  the  delivery  of  a  living 
child.  The  mother  succumbed  to  pneumonia 
twenty-four  hours  later. 

Case  3.  The  third  death  was  due  to  placenta 
praevia  which  was  fatal  also  to  the  child.  As  two 
haemorrhages  contra-indicated  caesarean  section, 
pelvic  delivery  was  done. 

Case  4.  Concealed  accidental  haemorrhage  com- 
plicated by  pericarditis  with  aortic  stenosis  was  fatal 
to  both  mother  and  child;  the  immediate  cause  of 
death  was  believed  to  be  "shock." 

Case  5.  Hepatic  toxaemia  associated  with  labor 
prematurely  induced  because  of  pelvic  contraction 
caused  the  death  of  the  mother  and  child.  Vomiting, 
jaundice,  and  a  temperature  of  1 10  degrees  were  term- 
inal symptoms.  Pathologic  examination  gave  rise  to 
conflicting  opinions  as  to  the  exact  condition  but 
the  author  believed  it  to  be  acute  yellow  atrophy  of 
the  liver. 

Case  6.  This  was  a  case  of  transverse  presenta- 
tion in  a  woman  who  had  had  an  anterior  fixation  of 
the  uterus  in  which  the  sutures  were  passed  through 
the  fundus.  Labor  was  induced  in  the  thirty-eighth 
week  after  it  was  decided  that  caesarean  section  w^as 
impracticable.  The  immediate  cause  of  death  was 
believed  to  be  reflex  cardiac  inhibition  from  peri- 
toneal traction.    The  child  lived. 

Case  7,  Secondary  postpartum  haemorrhage 
following  a  sudden  nervous  shock  caused  the  death 
of  a  very  nervous  and  apprehensive  patient. 

The  7  deaths  among  the  2,100  patients  attended 
by  the  author  give  a  mortality  of  0.3  per  cent.  The 
corresponding  figures  of  various  hospitals  range 
between  0.18  and  0.6  per  cent.  The  author  dis- 
cusses the  methods  of  treatment  which  might  have 
reduced  the  mortality  in  the  7  fatal  cases.  It  is 
probable  that  in  3  cases  caesarean  section  should  have 
been  done,  and  in  i,  an  appendectomy.  In  the 
others  the  condition  was  beyond  control. 

W.  N.  Rowley. 

Arnold,  J.  O.:  Better  Methods  in  the  Immediate 
Attentions  to  the  New-Born.  Pennsylvania 
M.  J.,  1919,  xxii,  778. 

The  author  discusses  his  technique  in  what  is 
characterized  as  the  "immediate  attentions"  to 
the  new-born  relating  to  the  eyes,  the  respiratory 
tract,  and  the  umbilical  cord.     De  Schweinitz  is 


quoted  as  stating  that  35  per  cent  of  all  cases  of 
ophthalmia  neonatorum  are  due  to  bacteria  other 
than  the  pus-producing  organisms  of  Neisser, 
Among  physicians  and  in  institutions  the  Cred6 
treatment  is  often  neglected  and  improperly  used, 
the  errors  being  due  to  improper  instillation  and  the 
use  of  old  solutions  of  silver  nitrate. 

Skilled  instillation  from  a  proper  container  of 
freshly  prepared  2  per  cent  solution  of  silver  nitrate 
is  an  absolute  preventive  of  ophthalmia.  The  author 
believes  that  since  so  frequently  this  technique  is  not 
followed,  it  is  preferable  to  adopt  a  technique  entirely 
effective  in  the  prevention  of  ophthalmia.  His  own 
practice  is  to  remove  all  contaminating  birth  fluids 
from  the  face,  as  soon  as  the  head  is  born  and  before 
the  eyes  are  opened,  with  clean  cotton  or  gauze. 
Twenty  or  25  per  cent  argyrol  is  then  instilled,  the 
instillation  being  repeated  daily  for  three  days  or 
longer  if  necessary.  No  case  of  ophthalmia  has 
developed  after  this  technique. 

To  clear  the  respiratory  tract  and  resuscitate 
the  child,  the  legs  are  grasped  with  the  left  hand  as 
they  escape  from  the  birth  canal,  one  or  two  fingers 
being  inserted  between  the  knees  to  prevent  slipping, 
the  head  held  down  and  the  back  held  toward  the 
operator.  The  author's  aspirator  is  then  inserted 
and  the  upper  air  passages  are  cleared  of  the  birth 
fluids  before  the  child  takes  its  first  gasp.  The 
usual  attempts  to  remove  these  fluids  by  rough, 
inefficient  finger  gouging  excoriates  the  mucosa  and 
predisposes  the  mouth  to  infection.  The  writer  has 
discarded  all  the  time-honored  methods  of  artificial 
respiration,  believing  that  they  are  but  feeble  means 
of  stimulating  the  reflexes.  The  method  described 
will  suffice  for  all  excepting  the  graver  forms  of 
asphyxia  and  in  these  the  absence  of  reflex  sensi- 
bility makes  them  futile.  In  true  asphyxia  pallida 
the  prognosis  is  always  grave.  Air  must  be  gotten 
into  the  lungs  promptly  and  with  the  least  amount 
of  shock  and  exposure.  In  such  cases,  after  using  the 
aspirator,  mouth  to  mouth  insuflSation  or  the  em- 
ployment of  one  of  the  mechanical  resuscitators  is 
indicated. 

Many  cases  of  infection  in  the  new-born  are  un- 
recognized as  being  due  to  infection  of  the  cord.  It 
is  generally  believed,  however,  that  a  large  percent- 
age of  cases  of  icterus  neonatorum  are  due  to 
umbilical  infection,  the  umbilical  vein  being  a  short 
direct  route  for  carrying  infection  to  the  liver.  Adair 
cited  a  series  of  one  thousand  cases  with  fever  in  43 
per  cent  and  demonstrable  evidence  of  umbilical 
infection  in  23  per  cent.  In  nearly  one-fifth  of  all 
cases  observed  his  investigations  demonstrated  the 
presence  immediately  after  birth  of  pathogenic 
organisms  on  the  cord  and  surrounding  skin,  this 
observation  being  made  in  the  aseptic  surroundings 
of  a  modern  hospital  delivery  room.  In  the  treat- 
ment the  first  object  is  the  destruction  of  the  patho- 
genic organisms  in  this  region  and  the  aseptic  sealing 
of  the  only  wound  entrance  for  infection.  The  second 
object  is  the  early,  effectual  closing  of  a  possible 
hernial  ring.     In  the  writer's  ward  service  at  the 
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Samaritan  Hospital  it  is  the  routine  practice  to 
paint  the  umbilical  region  with  3  per  cent  tincture  of 
iodine,  and  when  pulsation  ceases,  to  clamp  as  close 
to  the  skin  margin  as  possible  with  a  small  ha;mostat. 
The  cord  is  then  cut  on  the  ha:mostat  which  is  left 
in  place  until  the  child  is  bathed  about  half  an  hour 
or  more  later,  when  the  nurse  removes  it,  repaints 
the  umbilicus  with  iodine,  and  applies  a  simple  gauze 
dressing. 

Iodine  is  then  applied  once  a  day  for  the  next 
two  or  three  days,  the  umbilicus  being  otherwise 
ignored  during  the  daily  bath.  The  results  are 
entirely  satisfactory.  For  years  in  private  work  and 
teaching  students  the  author  has  placed  a  ligature 
in  the  natural  groove  between  the  skin  and  Whar- 
ton 's  jelly,  trimming  the  stump  down  to  the  smallest 
possible  amount,  painting  the  skin  and  stump  with 
iodine,  and  covering  with  gauze.  The  result  of 
such  treatment  is  that  there  are  no  haemorrhages 
or  herniae  and  fewer  cases  of  icterus  or  other  mani- 
festations of  infection.  H.  K.  Gibson. 

Levy-Solal,  E,  and  Phelip,  J.  A. :  The  Prognosi.s  and 
Treatment  of  Umbilical  Hernia  of  the  New- 
Born  (Prognostic  et  traitement  de  I'exomphale  chez 
le  nouveaun^).  Ann.  de  gyn6c.  et  d'obst.,  1919,  xliii, 
407. 

The  authors  refer  to  congenital  umbilical  hernia 
of  the  new-born.  These  herniae  are  due  to  an  arrest 
of  development  in  the  abdominal  wall  and  are  pro- 
duced either  during  the  embryonic  period  up  to  the 
third  month  of  intra-uterine  life  or  during  the  foetal 
period  from  the  third  month  to  the  time  of  birth. 
The  infants  have  a  large  umbilical  tumor.  The 
article  contains   the   clinical  histories   of   4   cases 


operated  upon  successfully  in  the  authors'  service. 

Three  of  the  cases  reported  were  clearly  of  the 
embryonic  type  of  hernia,  and  one,  of  the  fa*tal  type. 
In  the  former  the  characteristic  large  hernia  was 
enclosed  in  a  thin  envelope  which  was  transparent 
and  seemed  to  be  without  vascularization  and  of 
reduced  vitality. 

The  greatest  difficulty  in  operation  and  that 
which  particularly  increases  its  gravity  is  the  pres- 
ence of  the  liver  in  the  hernial  sac.  In  the  case  of 
foetal  type  reported,  the  herniated  mass  was  not 
very  large,  but  a  zone  of  the  umbilical  wall  which 
was  almost  completely  split  had  been  replaced  by  a 
yellowish  and  parchment-like  membrane,  thin  and 
transparent  in  places  and  showing  a  strong  impul- 
sion on  coughing.  On  the  abdominal  surface  this 
envelope  seemed  to  be  without  vascularization  in 
some  areas  while  in  others  it  showed  small  vascular 
masses.  Omental  adhesions  were  found  which 
evidently  were  the  result  of  intra-uterine  omental 
inflammation. 

Either  type  of  hernia  calls  for  immediate  surgical 
intervention.  In  the  cases  reported  the  opera- 
tion was  performed  under  general  chloroform  anaes- 
thesia. 

Success  in  surgical  treatment  depends  upon  tech- 
nical precision  and  rapidity.  If  the  whole  envelop- 
ing membrane  is  not  excised  at  once  the  exposure 
of  an  enormous  hernial  mass  which  is  diflacult  to  re- 
duce is  avoided.  The  membrane  should  be  excised 
by  degrees  from  above  downward  and  each  area 
sutured  successively,  the  lips  of  the  wound  being 
drawn  together.  In  this  way  it  will  be  possible  to 
place  the  last  suture  without  interference  from  the 
herniated  organs.  W.  A.  Brennan. 
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ADRENAL,  KIDNEY,  AND  URETER 

Uteau:    When  Should  a  Mobile  Kidney  Be  Fixed 

(Quand  faut-il  fixer  un  rein  mobile?)    Progris  mid., 
1919,346. 

Treatment  by  nephropexy  in  cases  of  mobile 
kidney  is  not  always  satisfactory.  The  causes  for 
failure  the  author  believes  are  faulty  technique  and 
absence  of  indications  for  the  operation.  When 
used  in  suitable  cases  he  believes  this  procedure 
is  beneficial. 

A  fixation  operation  should  not  be  performed  in 
cases  of  congenitally  displaced  kidney  or  cases 
in  which  there  are  no  symptoms.  It  is  indicated 
by  the  symptoms  alone  and  not  by  the  degree  of 
the  mobility  or  the  complications.  The  usual 
symptoms  are  pain,  dyspepsia,  and  nervous  troubles. 
The  three  may  not  co-exist  and  extensive  clinical 
observations  may  be  necessary  to  determine  just 
how  far  they  are  due  to  ptosis  of  the  kidney.  A 
nephropexy  done  under  proper  conditions  will 
always  give  good  results  though  they  may  not  be 
evident  until  long  afterward.  W.  A.  Brennan. 

Thevenot,  L. :  The  Immediate  Treatment  of  Gun- 
shot Wounds  of  the  Kidney  (Le  traitement 
immediat  des  plaies  du  rein  par  projectiles  de 
guerre).  Lyon  chirurg.,  19 19,  xvi,  i. 

Thevenot's  study  of  war  wounds  of  the  kidney  has 
led  him  to  the  conclusion  that  this  organ  is  very 
tolerant  of  injury  and  that  in  the  majority  of  cases 
conservative  treatment  is  applicable.  To  this  point 
of  view  the  objection  has  been  made  that,  even 
though  the  immediate  results  of  kidney  wounds  may 
not  be  serious,  there  is  always  the  possibility  of 
secondary  hsemorrhage,  late  kidney  infection,  urinary 
fistula,  etc.  Reports  from  the  urological  war 
hospitals,  however,  do  not  substantiate  this  con- 
tention. 

In  war,  therefore,  total  nephrectomy  (partial 
nephrectomy  is  but  rarely  indicated)  is  seldom  per- 
formed and  the  tendency  of  young  surgeons  to 
practice  it  too  often  should  be  checked. 

In  support  of  his  views  Thevenot  submits  his 
personal  statistics.  All  of  his  cases  were  treated 
immediately  after  injury  at  a  distance  of  8  or  12 
kilometers  from  the  firing  line. 

There  were  21  limited  lesions.  Conservative 
treatment  in  7  cases  gave  7  recoveries.  In  4  cases 
tamponade  was  done.  One  of  these  patients  died 
from  an  associated  liver  injury.  In  10  cases 
treated  by  incision  and  drainage  there  were  8  re- 
coveries and  2  deaths.  The  deaths  were  due  to 
pleuropulmonary  complications  and  anaemia. 

There  were  9  cases  of  extensive  kidney  lesions. 
In  I  case  the  anaemia  was  such  that  nothing  but 


tamponade  of  the  wound  could  be  done.  Death 
followed  rapidly.  In  the  8  other  cases,  nephrec- 
tomy was  done.  Only  i  patient  recovered.  Three 
died  from  acute  anaemia  and  4  from  associated  intes- 
tinal injuries.  W.  A.  Brennan. 

Buerger,  L.:  Concerning  Ascending  Renal  Tuber- 
culosis.  Am.  J.  M.  Sc,  1919,  clviii,  482. 

The  rarity  of  authentic  cases  of  ascending  infec- 
tion of  the  urinary  tract  by  the  tubercle  bacilli  is 
well  known.  Some  authors  do  not  believe  that  such 
an  infection  is  possible.  Others,  however,  among 
them  Albarran,  Bernard,  and  Wildbold,  have  proved 
experimentally  that  a  tuberculous  infection  of  the 
kidney  may  be  produced  by  way  of  the  ureter.  This 
possibility  has  been  demonstrated  also  by  cases 
reported  in  the  literature,  such  as  those  of  Hottinger, 
Wildbold,  and  Rovsing.  Most  of  the  recent  observa- 
tions and  studies,  however,  show  definitely  that  as  a 
rule  chronic  renal  tuberculosis  has  its  inception  in 
the  medulla,  in  some  instances  in  the  boimdary  zone 
between  the  cortex  and  medulla,  and  in  others  in 
the  renal  papillae. 

Buerger  reports  several  cases  which  by  clinical  and 
pathological  evidence  demonstate  the  possibility  of 
ascending  infection  of  the  urinary  tract  with  tubercle 
bacilli. 

The  first  case  was  that  of  a  woman,  57  years  of 
age,  who  complained  that  micturition  was  painful 
and  very  frequent,  there  being  an  almost  constant 
desire  to  void.  Cystoscopic  examinations  revealed 
an  irregularly  shaped  ulcer  over  the  anterior  wall, 
near  the  sphincter,  surrounded  by  inflamed  mucous 
membrane.  Both  ureteral  orifices  were  negative. 
Both  ureters  were  catheterized.  The  urine  from 
both  sides  was  almost  clear;  it  contained  red  cells 
but  no  pus.  Separated  specimens  showed  tubercle 
bacilli  in  the  bladder,  but  none  in  the  specimens 
from  either  the  right  or  the  left  kidney. 

A  second  cystoscopic  examination  was  made  three 
days  later.  Both  ureters  were  again  catheterized. 
Tubercle  bacilli  were  present  in  specimens  from  the 
right  kidney  and  the  bladder.  The  right  ureteral 
orifice  was  somewhat  irregular  in  shape  and  crenated, 
but  no  pus  was  present.  To  prevent  regurgitation 
backward  into  the  ureter,  the  bladder  was  emptied 
thoroughly  through  the  cystoscope  while  the  speci- 
mens from  the  kidneys  were  being  collected. 

To  obtain  further  light  as  to  the  involvement  of 
the  right  kidney,  a  third  cystoscopic  examination 
was  made  four  days  later.  This  revealed  the  absence 
of  tubercle  bacilli  in  specimens  from  the  left  kidney 
and  their  presence  in  the  second,  third,  and  fourth 
specimens  obtained  at  intervals  of  five  minutes  from 
the  bladder  and  the  right  kidney,  the  first  specimen 
being  discarded. 
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In  view  of  these  findings,  a  right  nephrectomy  was 
performed.  When  bisected,  the  specimen  seemed  at 
first  perfectly  normal,  but  close  inspection  revealed 
several  small  tuberculous  foci  in  the  parenchyma 
and  two  small  miliary  tubercles  in  the  cortex.  Re- 
covery was  uneventful.  Four  months  after  neph- 
rectomy the  ulcers  had  completely  disappeared  and 
there  was  marked  improvement.  No  tubercle 
bacilli  were  found  in  the  bladder  urine.  One  year 
after  nephrectomy  the  patient  feels  perfectly  well, 
and  cystoscopy  shows  that  the  bladder  is  practically 
normal.  In  short,  the  patient  presents  the  seem- 
ingly paradoxical  phenomenon  of  a  clinical  cure  of 
what  appeared  to  be  the  primary  tuberculous  focus 
following  the  removal  of  the  secondary  focus. 

In  the  second  case  reported  there  was  an  extensive 
ulcerative  tuberculosis  of  the  bladder,  pyuria  from 
the  left  side,  and  the  presence  of  tubercle  bacilli  in 
the  specimens  from  the  left  kidney  and  bladder  in  a 
patient  suffering  from  marked  frequency  of  urination, 
dysuria.  and  occasional  attacks  of  pain  in  the  left 
hypochondriac  region.  Nephrectomy  revealed  a 
somewhat  hydronephrotic  kidney  with  tuberculosis 
of  the  pelvis,  the  parenchyma  being  free  except  for  a 
few  miliary  tubercles.  The  bladder  symptons 
rapidly  disappeared  and  eight  months  after  operation 
the  patient  reported  herself  practically  well. 

In  the  author's  opinion  these  cases  demonstrate 
that,  at  least  in  some  instances,  minimal  tuber- 
culous renal  lesions  when  associated  with  extensive 
vesical  and  ureteral  change  are  later  involvements 
of  the  urinary  tract,  whether  produced  by  true  as- 
cending infection  or  by  late  embolic  invasion  of  the 
kidney.  They  testify  also  to  the  value  of  nephrec- 
tomy in  this  type  of  urinary  tuberculosis  as  the 
constant  contamination  of  the  bladder  with  tuber- 
culous products  elaborated  in  the  ureter  is  an  active 
factor  interfering  with  recovery.       T.  F.  Finegan. 

Rafin :  Hydronephrosis  of  a  Kidney  Displaced  in  the 
Pelvis;  Nephrectomy;  Recovery  (A  propos 
d'hydronephrose  d'un  rein  en  ectopia  pelvienne; 
nephrectomie;guerison).  J.d'urol.med  etchir.,  igig, 
viii,  121. 

Rafin's  case  was  an  infected  hydronephrosis  in  a 
kidney  prolapsed  into  the  pelvis  which  remained 
latent  until  the  patient,  a  soldier,  was  wounded. 
As  a  definite  diagnosis  could  not  be  made  from  the 
symptoms,  a  laparotomy  was  done.  The  left  kidney 
was  not  found  in  its  normal  position  but  in  the  left 
iliac  fossa  was  a  capsule  containing  a  hydronephro- 
tic pocket.  This,  however,  was  rot  recognized  as 
such  by  the  surgeon,  the  capsule  being  mistaken 
for  the  bladder  mucosa  and  the  pocket  for  a  di- 
verticulum of  the  bladder. 

When  the  patient  was  first  seen  by  the  author  the 
examination  of  the  catheterized  specimen  of  urine 
led  to  the  diagnosis  of  hydronephrosis  of  the  left 
kidney.  Lavage  failing  to  relieve  the  condition,  a 
nephrectomy  was  performed  and  was  successful  in 
spite  of  an  immediate  severe  haemorrhage.  Ectopic 
kidneys  frequently  have  abnormal  vascularization 


and  the  haemorrhage  probably  had  its  origin  in  a 
vessel  which  had  escaped  ligation. 

A  prolapsed  kidney  generally  remains  quiescent 
until  some  pathologic  condition  draws  attention  to 
it.  This  is  usually  a  hydronephrosis  but  is  rarely 
diagnosed,  being  mistaken  for  an  inflammatory 
lesion  of  one  of  the  pelvic  organs.  In  Camel's 
thesis  mention  was  made  of  only  two  cases  in  which 
a  correct  diagnosis  was  made. 

Rafin  defends  nephrectomy  as  the  treatment  for 
infected  hydronephrosis.  Palliative  measures  usu- 
ally fail.  W.  A.  Brennan. 

Nicolich,  G. :  Pyelotomy  and  Nephrotomy  in  Renal 
Lithiasis  (Pielotomia  a  nefrotomia  nella  calcolosi 

renale).    Rifortna  med.,  1919,  xxxv,  758. 

In  168  operations  for  renal  calculus  done  by 
Nicolich  since  i8q8  there  were  33  pyelotomies. 
This  number  would  have  been  greater  if  in  his  early 
practice  the  author  had  not  performed  nephrotomy 
exclusively.  Since  1 910  he  has  preferred  pyelotomy 
when  indicated. 

It  has  been  the  general  practice  to  extract  kidney 
calculi  by  incising  the  renal  parenchyma,  even 
though  it  would  be  easier  to  remove  them  directly 
from  the  pelvis  where  in  the  majority  of  cases  they 
are  lodged.  While  in  1907  Kummel  reported 
unfavorably  on  the  latter  method,  in  more  recent 
years  many  noted  surgeons  have  demonstrated  its 
utility. 

Nephrotomy  is  not  without  danger,  especially 
that  of  haemorrhage.  In  99  cases  of  aseptic  nephro- 
lithotomy reported  by  Israel  there  were  16  haem- 
orrhages with  5  fatalities.  Mayo  did  4  nephrec- 
tomies in  40  nephrotomy  cases.  In  36  aseptic 
nephrolithotomies  the  author  was  obliged  to 
perform  a  nephrectomy  in  4  cases  of  haemorrhage  in 
order  to  save  the  patient's  life.  Haemorrhage  should 
never  occur  in  pyelotomy,  however,  if  the  operation 
is  performed  only  when  it  is  truly  indicated  and  if 
in  opening  the  pelvis  the  incision  is  not  prolonged 
too  far  toward  the  kidney  where  important  vessels 
may  be  sectioned.  In  the  author's  2,^  pyelotomies 
he  had  only  2  cases  of  haemorrhage  which  necessi- 
tated nephrectomy,  the  cause  being  in  each  case  a 
technical  error  in  prolonging  the  incision.  Pyelot- 
omy does  not  cause  alterations  in  the  structure 
of  the  kidney,  while  nephrotomy  is  always  damaging. 

The  author  has  been  unable  to  find  the  report 
of  any  case  of  death  after  aseptic  pyelotomy. 
Rafin  collected  from  the  literature  the  reports  of 
12  cases  in  202  nephrotomies  in  which  death  oc- 
curred. In  36  nephrotomies  performed  by  the  author 
there  were  3  deaths,  making  a  total  of  15  fatalities 
in  2^8  operations. 

The  principal  reason  why  pyelotomy  was  aban- 
doned was  the  fear  that  a  urinary  fistula  might  re- 
main. Such  a  result  has  never  been  observed  by 
Nicolich  and  he  therefore  believes  the  fear  is 
groundless.  Another  objection  to  the  method  was 
the  possibility  that  all  of  the  calculi  might  not  be 
removed.     With  the  perfection  of  the  present-day 
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roentgen  examination,  however,  complete  removal  is 
assured. 

Bazy's  opinion,  in  which  the  author  concurs,  is 
that  as  a  rule  pyelotomy  is  the  operation  of  choice 
in  cases  of  renal  calculus;  nephrotomy  should  be 
done  only  when  absolutely  necessary  as  in  case;  of 
very  large  or  irregular  calculi  and  in  cases  of  in- 
fection which  is  not  sufficient  to  demand  nephrec- 
tomy. No  precise  rules  can  be  laid  down  with 
regard  to  the  size  of  calculi  extractable  by  pyelotomy. 
In  some  instances  it  may  be  necessary  to  perform 
both  operations  simultaneously. 

In  performing  a  pyelotomy  the  author  frees  the 
kidney  from  its  bed  in  order  to  expose  the  posterior 
wall  of  the  renal  pelvis.  The  pelvic  wound  is  al- 
ways sutured  but  not  drained.  There  is  no  change 
in  the  urine  following  the  operation. 

W.  A.  Brennan. 

Ochsner,  A.  J.:    Stone  in  the  Kidney  and  Ureter 
from  the  Standpoint  of  the  Clinical  Surgeon. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  1105. 

The  writer  cites  four  very  interesting  cases  and 
draws  the  following  conclusions  regarding  the  treat- 
ment. 

1.  The  size  of  a  pelvic  stone  will  usually  deter- 
mine the  possibility  of  its  passing  spontaneously. 

2.  In  the  ureter  the  primary  stone  will  usually 
pass  after  it  is  once  started.  Secondary  stones  may 
be  stopped  by  cicatricial  contractions  at  some  point 
due  to  injuries  caused  by  the  passage  of  one  or  more 
previous  stones. 

,^.  A  large  proportion,  of  stones  of  moderate  size 
will  pass  spontaneously  or  after  dilatation  of  the 
ureter  with  bougies,  the  use  of  oil  or  glycerine  in- 
jections, or  one  of  the  various  methods  of  dilatation, 
of  which  the  method  perfected  by  Lespinasse  seems 
most  effective. 

4.  At  times,  simply  starting  the  stone  with  a 
bougie  will  suffice. 

5.  In  the  cases  of  patients  suffering  from  acute 
renal  colic,  the  use  of  morphine  and  atropine  hypo- 
dermically  followed  by  the  ingestion  of  two  ounce 
doses  of  glycerine  with  large  quantities  of  distilled 
water  seems  to  be  of  value  in  aiding  the  passage  of 
stones  spontaneously,  especially  if  the  patient  is 
immersed  in  a  very  hot  bath. 

6.  The  prophylactic  measure  of  taking  large 
quantities  of  distilled  water  seems  to  be  effective  in 
preventing  recurrences. 

7 .  Sinuses  remaining  after  pyelotomy  or  nephrot- 
omy will  frequently  heal  after  injection  with  Beck's 
bismuth  paste. 

8.  The  clinician  who  is  alert  for  the  discovery  of 
renal  or  ureteral  stones,  who  takes  into  consideration 
the  history  and  physical  findings,  will  rarely  miss  a 
correct  diagnosis  provided  he  confirms  his  diagnosis 
by  (i)  careful  urine  examination,  (2)  X-ray  exam- 
ination with  intensified  shadows  if  necessary,  (,^)  the 
introduction  of  ureteral  shadow  sounds,  and  (4) 
pyelography  in  doubtful  cases,  and  provided  he 
considers  all  points  as  a  whole  and  does  not  place 


any  weight  on  negative  fmdinjrs  obtained  by  any 
single  one  of  the  various  methods  employefl. 

The  most  important  element  in  the  diagnosis  is  a 
carefully  written  history  taken  by  the  surgeon  him- 
self. Next  in  importance  is  the  X-ray  examination. 
The  plate  should  show  a  distinct  picture  of  the 
outline  of  the  kidney  to  be  dependable  in  case  of 
renal  calculus. 

The  cystoscopic  examination  is  especially  useful 
in  differentiating  between  calculus  and  tuberculosis. 
This  is  true  also  of  the  microscopic  examination  of 
stained  urinary  sediment  and  the  inoculation  of 
guinea  pigs  for  tuberculosis.  When  there  is  ob- 
struction of  the  pelvis  or  ureter  of  the  only  remain- 
ing kidney,  the  patient  in  making  frequent  unsuc- 
cessful attempts  to  micturate  develops  headache 
associated  with  vomiting  and  uraemia. 

Lucas  gives  the  following  points  for  the  differential 
diagnosis  between  tuberculosis  and  calculus: 

Ha^maturia  without  pain  appears  early  in  tuber- 
culosis; ha^maturia  with  pain  is  constant  in  calculus. 
Pyuria  without  pain  appears  early  in  tuberculosis; 
pyuria  with  pain  appears  late  in  calculus.  Pus  is 
present  in  tuberculosis  in  excessive  amount;  in  cal- 
culus it  is  minimal  in  amount.  In  tuberculosis  pain 
is  diffuse,  full,  constant,  while  in  calculus  it  is  defi- 
nite, sharp,  and  intermittent.  In  tuberculosis  chills 
are  common;  in  calculus  they  are  rare.  There  is  a 
rise  of  temperature  in  tuberculosis,  especially  in  the 
afternoon ;  in  calculus  this  is  not  often  noted.  Tu- 
bercle bacilli  are  sometimes  present  in  tuberculosis, 
while  in  calculus  they  are  absent.  In  tuberculosis 
the  ureter  is  thickened  and  sometimes  palpable;  in 
calculus  it  is  not  palpable.  C.  R.  O.  Crowley. 

Rochet:  Experimental  and  Clinical  Research  upon 
the  So-Called  Ascending  Inflammations  of  the 
Ureter  (Recherches  experimentales  et  cliniques  sur 
les  ureterites  dites  ascendantes).  /.  d'urol.  med.  et 
chir.,  1919,  viii,  257. 

The  author  made  a  number  of  experiments  on 
dogs  to  test  the  possibility  of  ascending  infections 
of  the  ureter  and  kidney.  The  results  are  sum- 
marized as  follows: 

1.  Bladder  infection  occurs  much  more  easily 
when  there  is  some  obstruction  in  the  lower  urinary 
passages  than  when  the  urine  is  able  to  flow 
freely  into  the  urethra. 

2.  Infection  of  the  upper  urinary  tract  also  oc- 
curs much  more  easily  under  these  conditions. 

3.  Following  infection  the  ureter  becomes  more 
or  less  dilated.  In  animals  surviving  more  than 
three  months  after  the  experiment  the  ureters  were 
double  or  triple  their  normal  size.  Sinuous  and 
enormous  ureters  of  the  type  described  by  Halle 
were  not  observed,  probably  because  the  expesi- 
mental  animals  did  not  survive  long  enough. 

4.  In  cases  in  which  there  was  some  obstruction 
to  the  flow  of  urine  the  findings  of  the  bacteriological 
examination  of  the  walls  were  less  clearly  favorable 
to  the  theory  of  ascending  infection  than  those  ob- 
tained in  cases  in  which  the  flow  was  free. 
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A  second  series  of  experiments  was  carried  out  to 
determine  the  possibility  of  ascending  infection  in 
dogs  in  which  a  unilateral  nephrectomy  was  done. 
This  series  demonstrated  better  than  any  other  the 
reality  of  ascending  infections.  It  was  shown  that 
vesical  infection  ascends  into  the  ureter  of  the  oper- 
ated side  if  it  remains  permeable. 

Ascending  infection  was  found  to  occur  as  a  rule 
by  direct  extension  along  the  ureteral  mucosa 
following  inoculation  by  the  invading  bacteria. 
Such  inoculation  required:  (i)  a  certain  degree  of 
retention;  (2)  trauma;  (3)  or  a  state  of  chronic  ure- 
teral congestion  caused  by  inflammation  of  a 
neighboring  organ.  In  some  instances,  however, 
the  bacteria  may  reach  the  ureter  directly  by  the 
lymphatic  route. 

The  question  as  to  whether  an  ascending  infection 
spreads  by  successive  steps  along  the  ureter  or 
becomes  generalized  rapidly  to  all  the  upper  urinary 
tract  is  extremely  difficult  to  answer.  Both  types  of 
infection  occur  frequently  and  it  is  impossible  to 
determine  what  conditions  create  ascending  ureteral 
infections  which  are  localized  for  a  time,  and  what 
others  cause  an  inflammation  which  diffuses  very 
quickly  or  even  immediately  over  the  entire  ureter 
and  to  the  kidney. 

The  author  finds  that  the  prognosis  of  ascending 
infections  is  more  favorable  than  that  of  descending 
affections.  They  can  be  cured  on  the  following 
conditions : 

1.  If  the  causal  infection  of  the  lower  urinary 
passages  is  itself  curable. 

2.  If  the  ascending  infection  is  not  of  too  long 
standing  and  has  not  had  time  to  cause  serious 
anatomical  lesions  in  the  ureteral  walls. 

3.  If  the  kidney  is  not  involved  and  does  not 
contribute  to  the  ureteropyelitic  infection  by  the 
downward  route. 

The  author  then  considers  at  length  the  various 
types  of  lesions  which  may  be  causative  of  ascending 
ureteral  inflammation  and  the  means  to  be  adopted 
for  the  treatment  of  these  different  lesions.  What- 
ever the  measures  used,  the  principal  end  sought 
is  disinfection  of  the  urinary  tract  and  a  free  passage 
for  the  urine.  W.  A.  Brennan. 

Pignatti,  A. :  Experimental  Ligation  of  the  Ureter 
Associated  with  Nephrotomy  (Sulla  legatura 
sperimentale  dell'  uretere  associate  a  neprotomia). 
Policlin.,  Roma,  1919,  xxvi,  sez.  chir.,  231. 

Pignatti  gives  details  of  11  experimental  in- 
vestigations made  upon  rabbits  in  which  he  ligated 
a  ureter  and  did  a  nephrotomy.  Following  such 
ligation  and  simple  nephrotomy  considerable  di- 
latation of  the  kidney  and  noteworthy  reduction  of 
the  parenchyma  were  observed  in  about  a  month. 
If,  in  addition,  the  kidney  was  decapsulated,  the 
degree  of  dilatation  of  the  kidney  pelvis  and  the 
loss  in  the  kidney  tissue  was  very  much  less. 

At  a  later  period  following  ligation  and  simple 
nephrotomy  the  process  evolved  slowly  toward  a 
typical  hydronephrosis.     By  the  eighth  month  the 


kidney  was  transformed  into  a  globular  sac  with  thin 
walls  and  filled  with  fluid.  The  findings  at  the  end 
of  a  year  were  about  the  same.  In  the  experiments 
in  which  decapsulation  was  done  in  addition,  hy- 
dronephrosis never  developed  within  this  period, 
the  volume  of  the  kidney  remained  almost  normal, 
and  there  was  no  formation  of  a  cystic  sac. 

The  vascular  phenomena  observed  were  very 
different  according  to  whether  ligation  was  associated 
with  nephrotomy  alone  or  with  decapsulation  in 
addition.  In  the  first  instance,  the  renal  vessels 
showed  passive  congestion,  but  when  the  kidney 
was  decapsulated  rich  adhesions  were  soon  formed 
between  the  organ  and  the  surrounding  structures 
and  there  was  a  neoformation  of  vascular  network  to 
the  external  surface  of  the  kidney  which  was  mani- 
fested more  particularly  along  the  nephrotomy 
cicatrix.  The  newly  formed  capsule  was  always 
finely  vascularized.  A  sufficient  anastomosis  be- 
tween the  intra-  and  extrarenal  circulations  was 
slowly  effected  through  the  tissue  of  the  nephrotomy 
wound  and  this  explains  why,  when  decapsulation 
was  done,  the  kidney  parenchyma  was  sufficiently 
nourished  and  the  material  accumulating  in  the 
kidney  pelvis  was  absorbed.  In  simple  nephrotomy 
there  was  no  impediment  to  the  formation  of  a 
hydronephrosis. 

The  only  practical  conclusion  drawn  by  the 
author  is  that  whenever  the  functional  output 
of  the  kidney  is  suddenly  arrested  by  some  unknown 
cause  a  simple  nephrotomy  with  decapsulation  may 
be  tried  as  it  may  be  of  value  in  preventing  the 
gradual  disintegration  of  the  renal  parenchyma  and 
obviate  the  necessity  for  nephrectomy. 

W.  A.  Brennan. 

BLADDER,  URETHRA,  AND  PENIS 

Brahdy,   L.:     "Enuresis"   of  Adults;   Hypertonic 
Bladder.  Ann.  Surg.,  1919,  Ixx,  482. 

Incontinence  is  frequently  considered  to  be  a 
neurosis  which  will  "wear  off  in  time."  This  is 
not  correct.  There  are  three  types  of  congenital 
bladder  disturbances  which  should  be  differentiated. 
These  types  differ  in  etiology,  symptoms,  and 
prognosis.    They  are: 

1.  The  continuous  dribbling  of  urine.  This  form 
is  usually  accompanied  by  obvious  organic  defects 
of  the  genito-urinary  organs  or  spinal  cord. 

2.  The  persistence  of  the  infantile  unconscious 
reflex.  When  the  bladder  has  become  full,  urination 
takes  place.  The  patient  is  not  conscious  of  a  full 
bladder  or  a  desire  to  urinate  until  after  the  bladder 
begins  to  empty.  This  condition  seldom  persists 
beyond  puberty. 

3.  The  occurrence  of  an  urgent  desire  to  urinate 
when  the  bladder  contains  only  150  cubic  centi- 
meters or  less  of  urine.  Involuntary  urination  takes 
place  if  the  patient  does  not  void  within  a  few 
minutes  after  the  onset  of  the  desire.  This  form 
persists  into  adult  life. 

Six  cases  are  cited  to  illustrate  the  third  group. 
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The  signs  and  symptoms  in  50  cases  are  tabulated  as 
follows: 

Per  cent 
Cases         of  cases 

Symptoms  since  infancy 49  go 

"Weakness"  and  nervousness  in  the 

mother 41  82 

Other  members  of  the  immediate 

family  have  similar  conditions  (7 

cases  females) _ 36  72 

Wet  bed 30  60 

Get  up  at  night  (no  bed  wetting). ...  16  32 

Lumbar  pain 47  94 

Tenderness  of  lumbosacral  spine ...  49  98 

Drowsiness  and  easy  fatigue 49  98 

Frontal  headache 25 

Trabeculated  bladder 23  89 

The  author  believes  the  symptoms  are  due  to  a 
hypertonicity  of  the  bladder  and  tenderness  of  the 
lumbosacral  spine  and  advises  treatment  by  dila- 
tion with  boric  acid  solution.  A.  C.  Stokes. 

Kelly,  H.  A. :  The  Treatment  of  Papillary  Tumors 
of  the  Bladder  in  Women.  Am.  J.  ObsL,  1919, 
Ixxx,  328. 

In  a  brief  historical  review  the  author  recalls 
the  days  when  not  uncommonly  in  examining  the 
bladder  the  surgeon  bored  his  finger  in  through 
the  urethra,  an  act  often  followed  by  incontinence. 
With  the  cystoscope  all  this  became  changed. 

Emphasis  is  laid  by  Kelly  on  the  great  value  of 
the  open  air  cystoscope  in  diagnosis  and  treatment. 
One  of  its  advantages  is  its  simplicity.  Others  are 
that  there  is  no  murky  medium  to  be  changed  and 
with  one  instrument  it  is  possible  to  sweep  rapidly 
over  all  the  walls  of  the  bladder  and  note  every 
lesion. 

Attention  is  called  to  the  importance  of  utilizing 
the  natural  landmarks  as  well  as  an  artificial  division 
into  hemispheres,  which  is  easily  done  from  the 
viewpoint  of  the  internal  orifice  of  the  urethra. 
With  the  use  of  such  landmarks  and  the  end  of  the 
speculum  as  a  measure,  the  first  step  is  to  plot 
out  all  areas  of  disease  and  indicate  them  on  a 
simple  chart.  This  gives  plan  and  precision  to 
the  treatment. 

Malignancy  in  bladder  tumors  is  not  always  to 
be  determined  from  the  microscopic  examination. 
Some  tumors  which  are  classified  as  malignant  by 
the  pathologist  are  clinically  benign  and  vice  versa. 
An  ulcerated  and  infiltrated  base  is  the  clinical  test 
of  malignancy. 

Occasionally  the  condition  is  treated  by  excision, 
but  as  a  rule  by  fulguration  and  radium.  Fulgura- 
tion  does  well  in  some  cases  but  often  fails.  Radium 
is  applied  in  the  form  of  emanations  on  the  end  of  a 
sound  introduced  and  applied  directly  to  the 
growth  through  the  open  cystoscope  or  held  a  slight 
distance  away  from  it. 

A  proper  dosage  of  radium  is  250  milligram  hours 
over  an  area  2  by  2  centimeters  per  month.  If 
1,000  milligrams  are  to  be  used,  this  means  a  total 


application  of  fifteen  minutes,  and  if  this  is  divided 
up  into  four  treatments  as  seems  best,  each  treat- 
ment will  last  only  about  four  or  five  minutes.  In 
this  way  many  cases  have  apparently  been  cured, 
including  even  those  in  which  the  condition  was 
malignant  and   infiltrative. 

Barney,  J.  D. :  Observations  on  the  Treatment  of 
Vesicle  Calculi.  An  Analysis  of  455  Cases  from 
the  Massachusetts  General  Hospital.  lioslon 
M.  &*  S.  /.,  1919,  dxxxi,  462. 

Barney  analyzes  455  cases  of  vesicle  calculus, 
392  of  which  were  operated  upon  by  lithotrity  and 
63  by  suprapubic  cystotomy  in  the  Massachusetts 
General  Hospital  from  1870  to  date. 

The  combined  mortality  of  lithotrity  and  supra- 
pubic cystotomy  was  9.5  per  cent.  The  mortality 
of  lithotrity  alone  was  7.23  per  cent,  and  that  of 
suprapubic  cystotomy  alone.  25  per  cent. 

Recurrence  is  to  be  expected  in  at  least  20  per 
cent  of  the  cases  after  lithotrity  but  is  not  as  fre- 
quent after  cystotomy.  Patients  remain  in  the 
hospital  on  an  average  of  eleven  days  following  litho- 
trity  and    thirty-five   days    following   cystotomy. 

Drainage  of  the  bladder  is  of  undoubted  value  in 
lithotrity  and  an  absolute  essential  in  cystotomy. 

Barring  certain  obvious  contra-indications,  litho- 
trity is  the  operation  of  choice.  Among  such  contra- 
indications is  the  general  surgeon's  lack  of  training 
in  the  use  of  the  lithotrite  and  evacuator. 

Harry  Culver. 

Bumpus,  H.  C:  Diverticula  of  the  Posterior 
Urethra.  Surg.,  Gynec.  b°  Obst.,  1919,  x,xix,  388. 

During  routine  cystoscopic  examinations  many 
more  instances  of  diverticula  of  the  posterior  urethra 
are  observed  than  would  be  expected  from  the  pub- 
lished statistics. 

In  the  author's  opinion  all  congenital  diverticula 
of  the  urethra  are  anterior,  while  diverticula  of  the 
posterior  urethra  are  probably  traumatic,  resulting 
from  calculus,  stricture,  injuries  to  the  urethra,  the 
rupture  of  an  abscess  or  cyst,  or  surgical  procedures 
on  the  prostate,  seminal  vesicles,  and  bladder. 

Due  to  their  close  proximity  to  the  external 
sphincter  of  the  bladder  and  the  usually  associated 
chronic  inflammatory  process,  diverticula  of  the 
posterior  urethra  produce  symptoms  such  as:  (i) 
dribbling  of  urine  or  complete  incontinence;  (2) 
dysuria  and  often  tenesums;  and  (3)  marked 
perineal  discomfort  described  as  a  "ball  of  fire." 
The  condition  is  apt  to  be  overlooked  unless  a  di- 
rect instrument  is  used  to  explore  this  part  of  the 
urethra. 

Four  cases  are  reported  in  some  detail  with  roent- 
genographic  demonstrations.  In  three  of  the  auth- 
or's four  cases  the  condition  followed  operations 
such  as  drainage  of  the  seminal  vesicles  and  the 
removal  of  vesical  and  prostatic  stones,  while  in 
the  fourth  it  was  due  to  the  spontaneous  rupture  of 
an  abscess  of  a  seminal  vesicle  into  the  urethra. 
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Diverticula  of  the  posterior  urethra  vary  in  size 
from  very  small  pouches  up  to  those  with  a  capacity 
equal  to  that  of  the  bladder.  H/vrry  Culver. 

GENITAL  ORGANS 

Luys:  The  Results  of  Tunnelling  the  Prostate  (R6- 
siiltats  (In  "foniKc  dc  la  prosliUe"),  I'rcssc  mid., 
Pur.,  lyiy,  xxvii,  6i6. 

Tumielling  the  prostate  consists  of  digging 
through  the  natural  route  into  the  interior  of 
the  hypcrt  rophied  gland  to  permit  a  free  flow  of  the 
urine. 

The  results  of  this  method  have  been  studied  by 
Luys  in  52  cases  among  which  there  was  no  opera- 
tive death.  Excellent  and  permanent  results  were 
obtained  in  44  cases.  The  method  failed  in  only 
2  cases  and  in  these  the  prostate  was  exceedingly 
large. 

The  advantages  of  tunnelling  are  summarized  as 
follows : 

1.  The  operation  is  safe,  as  proved  by  the  fact 
that  there  was  no  death  in  52  cases. 

2.  It  is  a  non-mutilating  operation  as  it  leaves 
all  the  organs  intact. 

3.  It  can  be  done  in  cases  of  renal  insufficiency. 

4.  Prolonged  rest  in  bed,  which  in  cases  of  this 
kind  is  always  prejudicial,  is  not  necessary. 

5.  Tunnelling  of  the  prostate  is  the  only  practical 
operation  for  young  patients  with  prostatitis  and 
acute  or  chronic  retention. 

6.  It  sometimes  gives  results  better  than  those 
of  prostatectomy.  W.  A.  Brennan. 


Voronoff,  S.:  Testicular  Grafts  (Greffestesticulaires). 
Presse  mid.,  Par.,  1919,  xxvii,  588. 

VoronofT  reports  the  results  obtained  in  a  series 
of  experiments  with  testicular  grafts  made  on  sheep 
and  goats  of  both  sexes,  different  ages,  and  either 
castrated  or  normal.  Altogether  he  has  made  120 
of  such  experimental  testicular  grafts  and  all  of  them 
have  been  examined  histologically.  In  32  cases  he 
implanted  the  graft  beneath  the  skin,  in  65  ca.scs  in 
the  testicular  sac,  and  in  23  cases  in  the  peritoneal 
cavity.  Better  results  were  obtained  with  grafts  of 
fragments  of  the  testicle  than  when  the  entire  gland 
was  used,  and  when  the  grafts  were  implanted  into 
the  testicular  sac.  In  all  of  his  experiments  the 
author  sought  merely  to  restore  the  function  of 
the  gland  of  internal  secretion  without  reference  to 
spermatogenesis. 

VoronofT  believes  that  in  impotence  spermatogene- 
sis is  only  dormant  and  may  be  re-awakened  under 
the  influence  of  the  endocrine  function.  To  give 
support  to  this  hypothesis  he  cites  a  great  number  of 
observations  made  on  old,  weak,  and  impotent 
animals  whose  vigor  and  sexual  power  were  restored 
after  the  grafting  of  a  fragment  removed  from  the 
testicle  of  a  young  animal  of  the  same  species. 
VoronofT  suggests  that  this  fact  might  be  applied 
in  the  therapeutics  of  man  and  that  in  such  event 
the  necessary  material  might  be  obtained  from  the 
higher  type  of  monkeys  as  the  purpose  of  the 
operation  is  merely  to  maintain  the  action  of  the 
cells  of  internal  secretion. 

The  vitality  of  all  the  author's  grafts  has  been 
constant  and  was  histologically  controlled. 

W.  \.  Brennax. 


SURGERY  OF  THE  EYE  AND  EAR 
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Weeks,  J.  E.:  Personal  Observations  Regarding  the 
Treatment  of  Glaucoma.  /.  Am.  M.  Ass.,  1919, 
Ixxiii,  1 1 21. 

The  author  prefaces  his  remarks  upon  the  treat- 
ment of  glaucoma  with  a  resume  of  the  etiological 
factors.  These  include  various  causes  of  obstruction 
to  the  outflow  of  fluids  from  the  interior  of  the  eye 
due  to  blocking  of  the  filtration  spaces,  sclerosis 
affecting  the  lymph  spaces  at  the  filtration  angle, 
increase  in  intra-ocular  secretions,  and  retention 
of  aqueous  in  the  posterior  chamber.  In  90  per 
cent  of  glaucomatous  patients  there  is  a  history  of 
chronic  constipation,  the  correction  of  which  goes 
far  to  relieve  hypertension. 

When  conditions  permit,  it  is  the  author's 
practice  to  try  the  effect  of  miotics  in  all  cases, 
before  advising  operation.  In  a  high  percentage 
of  cases  the  hypertension  may  be  controlled  for  a 
longer  or  shorter  period  but  operation  then  becomes 
necessary  because  of  progressive  failing  of  the  fields 
and  vision.  A  low  degree  of  hypertension  can  be 
tolerated  if  the  fields  and  the  central  vision  are  hold- 
ing their  own;  if  these  are  failing,  operation  is 
required.  If  the  patient's  co-operation  in  the  use  of 
miotics   is  unsatisfactory,   operation   is   indicated. 

The  author's  experience  has  convinced  him  that 
early  operation  is  desirable.  Positive  improvement 
in  the  fields  and  the  central  vision  after  operation  is 
not  common,  but  the  progress  of  the  disease  is 
usually  delayed  or  arrested. 

The  type  of  operation  to  be  performed  must  be 
determined  by  the  characteristics  of  the  individual 
case.  For  buphthalmos  in  the  early  stages  para- 
centesis of  the  cornea  followed  by  a  long  course  of 
miotics  usually  gives  a  satisfactory  result.  When  the 
patient  is  between  4  and  8  years  of  age  trephining  is 
the  operation  of  choice;  a  trephine  not  more  than 
I .  s  millimeters  in  diameter  should  be  used.  Para- 
centesis usually  relieves  a  secondary  glaucoma 
accompanying  an  iritis.  Rarely  an  iridectomy  up- 
ward is  required;  miotics  are  usually  ineffectual. 
A  filtering  cicatrix  must  be  obtained  to  relieve  the 
secondary  glaucoma  following  sclerokeratitis  or 
interstitial  keratitis. 

In  the  treatment  of  chronic  idiopathic  glaucoma, 
the  author  prefers  to  make  a  filtering  cicatrix. 
His  results  from  the  Elliot  trephining  operation, 
which  he  has  performed  58  times,  have  not  been 
satisfactory.  In  a  number  of  these  cases  there  has 
been  a  return  of  hypertension,  and  in  12  there  were 
untoward  complications,  2  of  which  were  late 
infections.  Weeks  now  limits  the  use  of  this  method 
to  buphthalmos,  some  cases  with  deep  anterior 
chamber,   and  cases   of  chronic   simple  glaucoma 


with  relatively  low  hypertension.  In  26Q  cases 
operated  upon  by  the  Lagrange  method  with  a  5 
millimeter  incision  the  results  have  been  excellent 
in  all  but  a  few.  There  has  been  no  case  of  late 
infection  in  this  series. 

Emphasis  is  placed  upon  the  importance  of  the 
after  treatment  which  consists  of  daily  massage 
continued  for  a  few  days  or  weeks  to  force  a  small 
quantity  of  aqueous  through  the  scleral  opening 
gently  and  secure  a  better  filtering  cicatrix.  The 
technique  of  this  massage  can  be  readily  learned  by 
the  patient.  W.  F.  Moncreikf. 

Berrisford,  P.  D.:  The  Etiology,  Pathology,  and 
Pathogenesis  of  Papilloedema.  Minnesota  Med., 
1919,  ii,  385. 

Berrisford  calls  attention  to  the  differences  in  the 
precise  definition  of  the  terms  "neuroretinitis," 
''descending  optic  neuritis,"  and  "choked  disc." 
The  first  by  common  usage  is  to  be  restricted  to 
conditions  arising  from  grave  systemic  disorders 
such  as  diabetes,  Bright's  disease,  syphilis,  leu- 
kaemia, etc.  The  second  denotes  an  inflammation  of 
the  optic  nerve  that  has  advanced  peripherally 
from  the  brain.  The  third  applies  to  an  inflammation 
which  begins  at  or  in  the  neighborhood  of  the 
■papilla  and  extends  toward  the  brain. 

In  neuroretinitis  and  descending  optic  neuritis 
there  is  a  swelling  of  the  nerve  head  with  broadening 
and  tortuosity  of  the  veins,  white  spots,  and 
hagmorrhages  along  the  course  of  the  vessels  and  in 
plaques  in  the  retina.  In  choked  disc  there  is  usu- 
ally a  marked  swelling  of  the  nerve  head  with  little 
if  any  change  in  the  surrounding  retina;  the  papilla 
is  often  mottled  with  haemorrhages  and  the  vessels 
are  ensheathed  with  white  exudate.  "  Papilloedema" 
is  a  term  which  is  frequently  used  interchangeably 
with  "choked  disc"  and  "descending  optic  neuri- 
tis" unless  there  is  a  very  marked  papillary 
elevation. 

The  author  gives  data  obtained  from  the  literature 
as  to  the  occurrence  of  papilloedema  in  cases  of  brain 
tumor,  tuberculosis,  syphilis,  brain  abscess,  otog- 
enous purulent  meningitis,  hydrocephalus,  throm- 
bosis, intracranial  haemorrhage,  aneurism  of  the 
cerebral  arteries,  and  cranial  deformities. 

In  regard  to  the  pathology  of  choked  disc  it  is 
stated  that  at  times  there  are  definite  inflammatory 
changes  but  these  vary  considerably  in  degree  and 
appear  to  bear  no  constant  relationship  to  changes 
in  the  meningeal  sheaths.  The  chief  feature  is 
oedema,  both  intra-  and  inter-fascicular,  which 
extends  also  for  a  short  distance  into  the  retina. 
In  nearly  every  case  the  lamina  cribosa  is  bowed 
forward.  The  glial  cells  are  greatly  proliferated, 
especially  behind  the  lamina  cribosa.    Fibroblasts 
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appear  in  the  physiological  cup  and  form  a  mem- 
brane over  the  elevation.  The  subsequent  atrophy 
is  a  neurotic  degeneration  caused  by  neuroglial 
proliferation. 

In  the  discussion  of  the  pathogenesis,  the  theories 
of  Graefe,  Schmidt-Rimpler,  Leber,  and  others  are 
discussed.  Berrisford  leans  more  toward  a  com- 
promise between  the  mechanical  theory  and  a 
cytotoxic  theory.  T.  D.  Allen. 

Schweinitz,  G.  E.  de,  and  Weiner,  M.:  Cysticercus 
of  the  Vitreous.  /.  Am.  M.  Ass.,  1919,  Ixxiii,  1187. 

This  is  the  fifth  case  reported  in  the  United  States 
in  which  the  embryo  of  the  pork  tapeworm  was 
found  in  the  human  eye.  The  case  was  that  of  a  girl. 
iQ  years  of  age,  a  resident  of  the  United  States  for 
thirty-four  months,  who  first  complained  of  dim- 
inished vision  ten  months  previous  to  the  examina- 
tion. 

In  the  lower  portion  of  Descemet's  membrane 
were  a  number  of  punctate  deposits,  and  on  the 
anterior  capsule  of  the  lens  two  or  three  small  dots, 
the  remains  of  iritic  adhesions.  The  iris  appeared 
normal.  The  vitreous  was  cloudy;  a  few  fixed 
vitreous  opacities  were  found  in  the  anterior  portions 
of  that  body.  It  was  impossible  to  discern  accur- 
ately or  focus  on  any  retinal  vessel. 

Anterior  to  the  center  of  the  vitreous  was  a  large 
globular  mass  from  the  lower  inner  border  of  which 
protruded  a  tubular  mass  with  a  necklike  constric- 
tion and  a  headlike  expansion.  On  the  head  were 
two  bright  dots,  and  the  position  of  the  booklets 
could  be  discerned.  There  were  active  movements 
of  the  head,  neck,  and  body,  and  peristaltic  move- 
ments of  the  cyst.    The  ova  were  found  in  the  stools. 

During  an  attempt  to  remove  this  mass  through 
a  scleral  opening,  the  cyst  ruptured,  and  the  eye  was 
therefore  treated  expectantly.  Twenty-eight  days 
later  enucleation  of  the  eye  was  done  on  account  of 
sudden  great  pain  and  marked  ciliary  injection. 
The  specimen  was  lost  before  pathologic  examination 
could  be  made.  T.  D.  Allen. 

Cohen,  M.,  and  Levin,  I.:  The  Action  of  Radium 
on  Cataracts.   /.  Am.  M,  Ass.,  1919,  Ixxiii,  1193. 

In  24  cases  of  cataract  treated  with  radium  im- 
provement resulted  in  87.5  per  cent.  On  the  basis 
of  the  results  the  authors  divide  the  cases  into  three 
groups.  In  the  first  group  the  vision  was  improved; 
in  the  second,  the  lenticular  opacity  was  diminished; 
and  in  the  third,  the  visibility  of  the  fundus  was 
increased.  In  some  instances  there  was  improvement 
in  more  than  one  of  these  respects.  In  addition,  5 
cases  of  mature  cataract  were  treated  before 
operation;  the  postoperative  results  were  as  favor- 
able as  those  obtained  in  non-treated  eyes. 

The  authors  argue  that  it  is  inconceivable  that 
the  change  or  the  precipitation  of  certain  soluble 
ingredients  in  the  lens  which  results  in  the  formation 
of  the  opacities  can  take  place  without  a  change  in 
the  structure  of  the  barrier  membrane,  the  capsule, 
and  this  being  a  product  of  cell  life,  the  change  therein 


must  be  due  to  an  abnorinality  in  either  its  structure 
or  its  function. 

Radium  produces  very  deep  changes  in  cellular 
function.  In  the  treatment  used  in  the  cases  reported 
the  alpha  and  beta  rays  are  filtered  off  and  only  the 
gamma  rays  are  utilized.  This  is  done  by  covering 
the  radium  with  brass  and  photographic  paper  and 
placing  it  on  gauze  2  centimeters  above  the  closed 
eyelid.  The  duration  of  each  treatment  is  two 
hours.    Treatments  are  given  once  a  week. 

The  article  is  summarized  as  follows: 

1.  The  application  of  radium  is  harmless. 

2.  Under  the  influence  of  radium  the  lenticular 
opacity  diminishes. 

3.  If  a  cataractous  lens  becomes  mature  subse- 
quent to  radium  treatment  and  an  operation  is  then 
required,  no  difficulties  will  present  themselves. 

T.  D.  Allen. 

Fox,  L.  W.:    A  New  Operation  for  the  Relief  of 
Conical  Cornea.  Am.  J.  Ophth.,  1919,  ii,  738. 

Encouraged  in  the  belief  that  the  cornea  has 
great  reparative  powers  by  the  work  of  Wiener  on 
regeneration  of  the  cornea,  Wiener's  operation  for 
keratoconus  and  his  owti  results  in  transplantation, 
the  writer  has  evolved  the  following  operation  for 
conical  cornea: 

A  Graefe  knife  is  introduced  into  the  cornea  about 
3  millimeters  above  its  horizontal  meridian,  with 
the  cutting  edge  inclined  directly  forward  so  as  to 
bisect  the  cornea  straight  across,  parallel  with, 
but  above,  the  horizontal  meridian.  Depressing  the 
lower  segment  with  the  iris  forceps,  an  iridectomy 
is  done  beneath  the  upper  segment.  The  upf)er 
margin  of  the  inferior  corneal  segment  is  then  grasped 
with  especially  constructed  forceps  and  a  semilunar 
strip  of  cornea,  2  or  3  millimeters  wide  and  including 
the  entire  thickness,  is  removed  from  the  edge. 
Fine  silk  sutures  are  then  introduced,  one  on  either 
side  of  the  pupillary  area,  the  flaps  being  held  by  a 
special  forceps  having  an  incomplete  fenestrum  at 
the  end  of  either  blade  and  the  suture  being  dis- 
engaged by  slipping  it  through  the  break  in  the 
incomplete  ring.  The  sutures  are  removed  at  the 
end  of  eight  days. 

Ten  cases  have  been  operated  upon  in  this  manner 
with  gratifying  results.  At  the  conclusion  of  the 
operation  the  cornea  was  flattened  and  did  not 
regain  its  conical  shape. 

Various  methods  of  treatment  for  conical  cornea 
are  reviewed,  such  as  puncture  followed  by  pressure, 
division  of  the  recti  muscles,  excision  of  small 
portions  of  the  cornea,  and  the  production  of  ulcera- 
tion at  the  apex  of  the  cornea  with  subsequent 
flattening.  S.  S.  Howe. 

Green,  J.,  Jr. :  The  Treatment  of  Dacryocystitis  by 
Curettage.  Am.  J.  Ophth.,  1919,  ii,  723- 

Green  reviews  the  literature  on  the  various  sur- 
gical procedures  that  have  been  offered  in  recent 
years  for  the  treatment  of  dacryocystitis.    Mention 


SURGERY  OF  THE  EYE  AND  EAR 


137 


is  made  of  the  use  of  a  probe  as  advocated  by  Bow- 
man and  others  and  of  the  total  removal  of  the  sac 
with  the  resultant  destruction  of  the  physiological 
function  as  practiced  originally  by  Mcller.  Re- 
ference is  made  also  to  the  statement  of  Chamber- 
lain and  Mosher  that  in  all  intranasal  operations  for 
the  relief  of  dacryocystitis  there  is  the  danger  of 
subsequent  closure  unless  this  is  prevented  by  fre- 
quently repeated  probings  or  the  prolonged  wearing 
of  a  style. 

An  impeccable  surgical  method  for  the  treatment 
of  dacryocystitis  has  yet  to  be  evolved.  Thompson 
lays  much  emphasis  upon  the  fact  that  the  mucosa 
in  either  the  sac  or  the  duct  is  diseased,  due  usually 
to  the  entrance  of  a  foreign  body  into  the  lachrymal 
duct  by  way  of  the  puncta  and  canaliculus  rather 
than  to  an  ascending  nasal  infection.  Thompson  slits 
the  canaliculus,  inserts  a  Buck's  flexible  ear  curette, 
and  curettes  the  sac  walls  gently.  Search  is  then 
made  in  the  duct  for  an  obstruction,  and  when  this 
is  reached,  the  curette  is  advanced  with  an  augur- 
like motion  and  pressure  until  it  finds  its  way  into 
the  nasal  cavity.  These  movements  are  repeated 
until  the  instrument  passes  readily  through  the 
strictured  portion  of  the  duct  and  the  duct  becomes 
freely  patent  its  entire  length.  Curettes  of  a  larger 
size  are  then  used  in  the  same  manner  until  an 
instrument  as  large  as  the  duct  will  pass  readily  into 
the  nose  and  all  sense  of  roughness  at  the  site  of  the 
stricture  is  gone. 

In  addition  to  this  technique  with  minor  changes 
Green  passes  probes  Nos.  5  and  6  of  the  Theobald 
pattern  through  the  slit  lower  canaliculus  after 
washing  the  sac  and  duct  with  a  i  :5,ooo  solution  of 
bichloride  of  mercury  and  injecting  a  few  drops  of 
5  per  cent  cocaine  with  epinephrin.  This  he  does 
(i)  to  avoid  a  false  passage,  since  the  passage  of 
the  probes  orientates  him  as  to  the  direction  the 
duct  takes  in  the  particular  case,  and  (2)  to  gain  an 
opening  sufficient  to  apply  the  anaesthetic  solution 
to  the  mucous  membrane  of  the  duct.  An  applicator 
made  tightly  around  the  smallest  Buck's  curette  is 
used  to  apply  tincture  of  iodine  lightly  to  the  walls 
of  the  sac  and  duct. 

The  postoperative  reaction  is  slight,  but  there  is 
some  pain,  and  oedema  of  the  lids  and  cheek.  Cold 
applications,  a  boric  wash,  and  the  use  of  a  bland 
ointment  are  sufficient  for  the  immediate  after- 
treatment. 

If  possible.  Green  keeps  the  patient  under  ob- 
servation for  some  time  so  that  he  may  pass  the 
No.  10  Theobald  probe  about  once  in  three  weeks, 
but  he  does  not  state  for  how  many  weeks  these 
sittings  are  continued. 

The  author's  conclusions  are  as  follows: 

1.  The  combined  operation  of  curettage  fol- 
lowed by  immediate  rapid  dilatation  removes  any 
foreign  material  that  may  have  lodged  in  the 
canaliculi,  lacrymal  sac,  and  bony  duct. 

2.  If  polypi  or  granulation  tissue  are  present  in 
any  part  of  the  lacrymonasal  duct,  they  are  effectual- 
ly removed. 


3.  Thus  prepared,  the  duct  readily  admits  large 
probes  (T.  11  or  12)  and  can  be  dilated  up  to  T.  13, 
14,  15  or  16  at  the  first  sitting,  thus  insuring  adequate 
primary  and  secondary  drainage. 

4.  The  application  of  tincture  of  iodine  to  the 
mucous  surface  sterilizes  it  and  stimulates  it  to 
normal  activity  and  regeneration. 

5.  If  pus  should  re-form,  the  operation  can  be 
readily  repeated. 

6.  The  operation  is  an  office  or  outpatient 
operation  and  is  often  successful  even  when  the 
patient  cannot  return  for  subsequent  observation 
and  probing. 

7.  Should  this  method  fail,  the  sac  can  be  ex- 
tirpated or  destroyed  as  readily  as  if  an  operation 
had  not  been  performed.  J.  S.  Clark. 

EAR 

Horn,  H.:  The  R61e  of  the  Labyrinth  in  Flying 
Efficiency— A  Study  of  768  Cases  at  the  Third 
Aviation  Instruction  Center,  IsFoudun, 
France,  A.  E.  F.,  from  September,  1918,  to 
January,  1919.  Ann.  Olol.,  Rhinol.  cr  Laryngol., 
1919,  xxviii,  381. 

The  author's  contribution,  which  is  based  on 
mateiial  gathered  in  the  American  Expeditionary 
Forces  before  the  work  done  in  the  United  States 
had  become  accessible,  deals  mainly  with  the 
otological  side  of  efficiency  tests  for  the  selection  of 
men  for  aviation  service. 

Two  main  groups  were  promptly  recognized:  (i) 
those  who  complained  of  a  hypersensitiveness  to 
motion  with  disturbing  labyrinth  symptoms  of 
various  kinds  which  would  in  some  way  interfere 
with  flying;  and  (2)  those  who  gave  no  history  of 
hypersensitiveness  to  motion  but  in  whom  during 
routine  examinations  the  labyrinth  findings  char- 
acterizing the  first  group  were  found. 

The  hypersensitive  type  when  recognized  should 
be  admitted  to  the  service  only  after  very  careful 
consideration.  While  it  has  been  found  that  a 
hypersensitive  labyrinth  may  be  able  to  accommodate 
itself  to  the  requirements  of  successful  flying,  this 
does  not  alter  the  fact  that  among  the  select  and 
successful  aviators  those  that  are  hypersensitive  to 
motion  are  few. 

In  questioning  candidates  an  attempt  was  made 
to  chart  a  history  of  hypersensitiveness  to  motion, 
which  included  sea  sickness,  sickness  due  to  swing- 
ing and  merry-go-rounds,  car  sickness,  and  air 
sickness  due  to  the  motion  of  the  plane.  According 
to  the  author's  tables,  it  is  very  rare  that  a  person 
is  sensitive  to  one  type  of  motion  alone. 

Of  76  men  affected  with  hypersensitiveness  to 
motion,  40  were  obliged  to  discontinue  or  modify 
their  air  career,  and  17  (22  per  cent)  of  these  were 
grounded  from  this  cause  alone.  The  obvious  con- 
clusion is  that  special  care  should  be  exercised  in 
allowing  candidates  with  hypersensitiveness  to 
motion  and  nystagmus  of  from  thirty  to  thirty-five 
seconds  to  enter  the  service.    Thirty-five  seconds  is 
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the  extreme  margin  of  safety.  The  author  em- 
phasizes the  fact  that  the  nystagmus  time  is  tempor- 
arily increased  by  local  or  general  infection,  the 
focal  infections  of  the  teeth  or  the  more  common 
infection  of  influenza,  and  that  many  deaths  are 
directly  attributable  to  accidents  which  occur  while 
the  men  are  still  afTected  by  infective  conditions 
from  which  they  have  only  partially  recovered. 

Cases  of  subnormal  labyrinth  with  hyposensitive- 
ness  proved  to  be  extremely  rare,  and  very  little 
evidence  of  any  kind  has  been  produced  that  a 
hyposensitive  labyrinth  interferes  with  flying  ability 
or  dulls  the  perception  of  special  localization  and 
movement.  The  essential  point  is  the  possession  of 
a  perfectly  intact,  well-balanced  labyrinth,  the 
lower  limit  being  a  matter  of  very  little  moment. 
Given  an  intact  and  well-balanced  labyrinth,  there 
is  nothing  to  indicate  that  the  lower  limit  of  nystag- 
mus is  of  consequence  even  as  far  down  as  thirteen 
seconds. 

Experience  in  the  field  has  shown  that  the 
nystagmus  time  and  "the  time  of  other  vestibular 
reactions  are  not  materially  lowered  by  practice, 
the  labyrinth  reactions  not  being  changed  in  any 
essential  particular  as  a  result  of  continuous  air  work, 
acrobatic  work,  or  work  over  the  lines. 

Twelve  tables  of  labyrinth  findings  and  statistics, 
symptoms  and  reactions,  evidence  of  hypersensi- 
tiveness  to  motion,  and  a  study  of  American  aces 
complete  the  article.  J.  J.  King. 

Fraser,  J.  S.:  Two  Cases  of  Fracture  of  the  Base 
Followed  by  Otitis  Media,  Meningitis,  and 
Death.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xii, 
Sect.  Otol.,  103. 

In  the  first  case  the  line  of  fracture  passed  through 
the  internal  meatus  and  vestibule  and  the  injury 
was  followed  by  infection  of  the  efTused  blood,  sup- 
puration in  the  middle  and  inner  ear,  and  meningitis. 
The  injury  occurred  February  11,  191 7,  and  the 
patient  died  on  February  15. 

In  the  second  case,  the  patient,  a  child  6  years  of 
age,  suffered  from  fracture  of  the  base  of  the  skull 
in  August  1Q13,  but  at  that  time  made  a  good 
recovery.  One  year  later,  however,  death  oc- 
curred from  purulent  meningitis  following  an  attack 
of  double  suppurative  otitis  media.  The  labyrinth 
was  not  involved  and  it  is  reasonable  to  suppose 
that  the  infection  passed  through  the  preformed 
path  made  one  year  before  when  the  skull  was 
fractured.  The  postmortem  examination  of  the 
ear  showed  that  the  incus  was  dislocated  into  the 
mastoid  antrum  and  that  there  was  a  fracture  of 
the  roof  of  this  cavity.  Detailed  microscopic  re- 
ports are  added.  O.  M.  Rott. 

Hill,  F.  T. :  A  Study  of  the  Aural  Complications  of 
the  Recent  Influenza  Epidemic,  with  Special 
Reference  to  the  Clinical  Picture.  Ann.  Otol., 
Rhinol.  b°  Laryngol.,  1919,  xxviii,  497. 

In  the  author's  experience  with  a  series  of  6,870 
cases  of  influenza  observed  at  the  United  States 


Army  General  Hospital  No.  14,  Fort  Oglethorpe. 
Ga.,  acute  middle  ear  suppuration  was  an  infrequent 
complication  f  120  cases,  including  17  bilateral).  The 
percentage  of  cases  of  influenza  which  developed 
acute  suppurative  otitis  media  as  a  complication  was 
1.75.  About  50  per  cent  of  these  occurred  in 
patients  having  pneumonia,  the  percentage  be- 
ing 4.12.  In  cases  uncomplicated  by  pneumonia 
the  percentage  was  i  .02 .  Mastoiditis  developed  in 
21  of  the  120  cases,  in  2  instances  being  bilateral. 
One  patient  succumbed  to  meningitis. 

The  comparatively  few  cases  of  otitis  media  as  a 
sequel  of  influenza,  especially  influenza  complicated 
by  pneumonia,  showed  certain  very  interesting,  if 
not  unique,  features.  In  this  type  of  middle-ear 
inflammation  there  is  first  a  hypera?mia  and  then  an 
acute  hyperplastic  oedema  of  the  mucous  membrane 
of  the  middle  ear,  a  definite  and  characteristic  pic- 
ture which  includes  a  drooping  of  the  canal  wall. 
This  flattening  involves  the  whole  superior  canal 
wall  and  occurred  in  practically  every  case.  Occa- 
sionally the  posterior  canal  wall  was  pushed  forward 
at  its  innermost  portion. 

The  flattened  superior  canal  wall  in  these  cases  is 
not  to  be  interpreted  as  a  sign  of  suppurative 
mastoiditis.  X-ray  examinations  of  cases  at  this 
stage  showed  simply  a  slight  6bscuring  of  the  mastoid, 
a  cloudiness  about  the  antrum,  or  a  normal  cell  pic- 
ture. Destruction  of  the  cell  walls  was  not  evident. 
The  signs  of  suppurative  mastoiditis  indicating 
operation  are  an  increased  purulent  discharge,  and  a 
thickened  mastoid  periosteum;  possibly  also  mastoid 
tenderness  and  oedema  and  a  boggy  membrana 
tympani.  J.  J.  King. 

Fraser,  J.  S.:  Otosclerosis  Associated  with  Fragil- 
itas  Ossium  and  Blue  Sclerotics,  with  a 
Clinical  Report  of  Three  Cases.  Proc.  Roy. 
Soc.  Med.,  Lend.,  1919,  xii,  Sect.  Otol.,  126. 

In  the  author's  opinion  the  association  of  otoscle- 
rosis with  fragilitas  ossium  and  blue  sclerotics 
does  not  entirely  explain  the  pathogenesis  of 
otosclerosis.  Just  as  the  fragile  bone  requires  the 
application  of  some  force  before  it  breaks,  so  the  de- 
fective labyrinth  capsule  (granting  the  hereditary 
factor)  requires  some  infective  agent  before  otosclero- 
sis develops.  There  is  much  too  great  a  tendency 
to  attribute  otosclerosis  to  one  single  cause  alone 
such  as  heredity,  disorders  of  the  endocrine-gland 
system,  toxin  absorption,  otitis  media,  or  a  weaken- 
ing of  nerve  influence.  It  seems  to  the  author  quite 
probable  that  several  or  all  of  these  causes  may  be 
combined. 

To  quote:  "No  one  can  deny  that  heredity  plays 
an  extremely  important  role,  but  on  the  other  hand 
there  are  undoubtedly  many  cases  in  which  no 
family  history  of  deafness  can  be  obtained.  Our 
knowledge  of  the  endocrine  glands  and  of  pathologi- 
cal chemistry  is  at  present  too  vague  for  us  to  be 
able  to  dogmatize  on  these  subjects,  but  apparently 
the  hypophysis  does  seem  to  have  some  influence 
on  the  development  and  growth  of .  bone.     Gray 
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holds  that  toxaemia  plays  an  important  part  in  the 
production  of  otosclerosis.  Loss  of  nerve  influence 
has  been  put  forward  by  some  as  a  most  important 
factor  in  the  production  of  the  disease,  and  Gray's 
recent  book  tends  to  emphasize  this  point.  It  is 
of  interest  to  note  that  the  female  sex  is  especially 
affected  by  such  conditions  as  osteomalacia,  fragil- 
itas  ossium,  and  otosclerosis,  and  that  pregnancy  and 
the  pucrperium  have  a  very  prejudicial  effect  on 
the  last  of  these  conditions.  The  question  of  the 
importance  of  otitis  media  is  much  disputed.  I 
hold  that  an  attack  of  otitis  media  may  be  com- 
pared to  the  'match  which  fires  the  magazine.' 
The  hereditary  tendency  corresponds  to  'the 
powder.'  The  loss  of  nerve  influence  and  dis- 
orders of  the  ductless  glands,  which  preside  over 
the  processes  of  bone  formation  and  repair,  may  be 
compared  to  'a  want  of  water  with  which  to  ex- 
tinguish the  flames.' "  O.  M.  Rott. 

Blackwell,  H.  B.:  Perisinus  and  Epidural  Mastoid 
Abscess  Subsequent  to  Influenza.  Laryngoscope, 
1919,  xxix,  587. 

This  article  is  based  on  cases  with  somewhat 
unusual  features  illustrating  types  of  mastoid  sup- 
puration characteristic  of  influenza.  The  patients 
were  young  adults,  one  women  and  two  men,  who 
exhibited  evidences  of  a  postaural  subperiosteal 
inflammation.  In  addition,  operation  disclosed  in 
each  case  the  presence  of  a  large  perisinus  or  epidural 
mastoid  abscess. 

The  author  summarizes  his  findings  as  follows : 

1.  The  evidence  of  marked  local  destruction  in 
mastoiditis  due  to  the  presence  of  the  streptococ- 
cus is  a  significant  feature  of  the  otitic  complica- 
tions of  influenza. 

2.  The  latent  manner  in  which  the  condition 
developed  in  the  cases  reported  suggests  the  proba- 
bility of  the  presence  of  an  unsuspected  perisinus  or 
epidural  mastoid  abscess  in  other  cases  of  aural 
disease  following  influenza.  The  importan  e  of 
otological  examination  is  clearly  indicated  by  the 
patient's  history,  not  only  when  earache  is  present, 
but  whenever  aural  disturbances  accompany  and 
follow  influenza  and  pneumonia. 

3.  As  regards  operation  in  such  cases,  the  im- 
portance of  leaving  protective  granulations  over- 
lying the  sinus  or  brain  undisturbed  should  be 
emphasized.  All  microscopic  evidences  of  diseased 
bony  mastoid  structure  should  be  removed.  In 
addition  to  the  usual  technique  of  the  simple  mastoid 
operation,  gentle  curettement  of  the  epitympanum 
without,  of  course,  disturbing  or  dislocating  the 
ossicular  chain  is  to  be  recommended.  This  proce- 
dure has  given  very  satisfactory  results 

J.  J.  King. 

Canfield,  R.  B. :  The  Pathology  of  Mastoiditis,  with 
Especial  Reference  to  Its  Clinical  Significance. 

J.  Michigan  State  M.  Sac,  1919,  xviii,  524. 

Canfield  describes  the  pathologic  changes  occur- 
ring in  mastoiditis,   acute  and  chronic,  and  dis- 


cusses their  clinical  significance.  While  pus  u 
probably  present  in  the  antrum  and  neighboring 
mastoid  cells  in  every  case  of  suppurative  otitis 
media,  this  does  not  mean  bone  infection.  As  long 
as  the  pus  makes  its  escape  freely  into  the  middle 
ear,  the  disease  in  the  mastoid  may  be  limited  to 
hyperaimia,  swelling,  and  small-cell  infiltration  of 
the  antral  lining  membrane.  When,  however,  the 
infection  is  of  sufficient  virulence  or  when  drainage 
is  interfered  with,  either  by  the  formation  of  granu- 
lation tissue  in  the  aditus  or  by  the  presence  of  pus 
in  the  mastoid  cells,  escape  from  which  is  for 
anatomical  reasons  impossible,  retention  takes 
place,  the  bone  is  attacked,  and  mastoiditis  is  set 
up.  The  area  first  affected  is  the  mastoid  antrum; 
the  mucoperiosteal  lining  becomes  densely  infil- 
trated and  suffers  a  loss  of  substance.  The  antrum 
then  becomes  filled  with  infected  granulation  tissue 
and  pus.  This  serves  as  a  primary  focus  from  which 
extension  of  the  disease  process  takes  place  as  the 
result  of: 

1.  Direct  extension  due  to  pressure  of  the  pus 
and  granulation  tissue  upon  the  mucoperiosteum 
through  which  run  the  nutrient  vessels  of  the 
mastoid  cells.  The  result  is  destruction  of  these 
vessels,  necrosis  of  the  walls  of  the  antrum,  and 
enlargement  of  the  primary  focus. 

2.  Gravitation  of  the  pus  into  remote  parts  of 
the  mastoid  and  the  formation  of  secondary  foci 
of  disease. 

3.  Extension  by  means  of  vascular  channels. 
The  clinical  significance  of  these  facts  is  that  it 

is  impossible  to  determine  where  necrosis  ends  and 
healthy  cells  begin  and  therefore  the  safest  pro- 
cedure is  to  remove  all  cellular  structures  where- 
ever  they  are  found. 

Chronic  mastoiditis  presents  four  different  and 
distinct  processes: 

1.  Hypertrophy  and  h5^erplasia  of  the  muco- 
periosteal lining  with  conversion  into  chronic 
granulation  tissue  when  the  lining  loses  its  epithelial 
layer.  This  tissue  may  persist  or  may  be  transformed 
into  bone  with  complete  eburnation  or  sclerosis. 

2.  Bone  with  complete  eburnation  or  sclerosis. 

3.  If  the  hyperplasia  of  the  antral  mucosa  is 
sufficient  to  prevent  the  escape  of  pus  into  the 
middle  ear,  necrosis  of  the  mucous  membrane  fol- 
lows, exuberant  granulation  tissue  forms,  the  blood 
supply  of  the  walls  of  the  antrum  is  cut  off,  and 
caries  results.  Extension  of  the  necrotic  process 
can  take  place  beyond  the  confines  of  the  mastoid 
cells  into  the  brain  or  sinuses.  Caries  and  sclerosis 
are  almost  always  associated,  in  which  case  caries 
is  generally  most  marked  in  the  tympanum  and 
the  neighborhood  of  the  antrum,  while  sclerosis  is 
most  marked  in  the  more  superficial  areas.  The 
result  is  that  the  deeper  parts  are  converted  into 
an  abscess  cavity  the  purulent  contents  of  which  is 
in  intimate  contact  with  the  brain,  while  the  super- 
ficial parts  form  a  wall  of  dense  ivory-like  bone 
which  renders  the  perforation  and  escape  of  the  pus 
externally  impossible. 


I40 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


4.  Cholcsteatomatous  formation.  This  consists 
of  an  in-growth  of  epithelium.  If  there  is  no  caries 
and  the  suppurative  process  is  of  a  low  grade,  it  is  a 
curative  process.  If  the  discharge  is  profuse, 
however,  or  if  caries  is  present,  proliferation  and 
desquamation  are  very  rapid.  The  walls  of  the 
antrum  become  lined  with  this  newly  formed 
membrane  of  epithelium,  and  when  partial  ob- 
struction occurs  the  discharge  collects  under  pres- 
sure sufficient  to  destroy  the  walls  of  the  antrum 
and  neighboring  cells.  When  associated  with  caries, 
the  pressure  of  the  cholesteatoma  is  frequently 
sufficient  to  destroy  the  walls  of  the  mastoid  and  to 
allow  infection  to  reach  the  internal  ear  or  brain. 

The  clinical  significance  of  chronic  mastoiditis 
depends  upon  the  fact  that  the  extent  to  .  which 
the  necrotic  process  has  advanced  can  never  be 
foretold.  As  75  per  cent  of  all  brain  abscesses  and 
the  majority  of  all  cases  of  suppurative  mastoiditis 
are  of  otitic  origin,  and  as  the  dura  and  sinuses 
may  be  involved  without  causing  symptoms,  the 
presence  of  a  chronic  discharging  ear  cannot  be 
regarded  with  composure  by  even  the  most  op- 
timistic. O.  M.  ROTT. 


Goldstein,    M.    A.:     Local    Anaesthesia    and    the 
Mastoid    Operation.     Laryngoscope,    1919,    xxix, 
559- 
A  series  of  20  acute  mastoidectomies  were  success- 
fully performed  by  the  author  under  local  anaesthesia 
in  the  service  of  the  Section  on  Head  Surgery  at  the 
Camp   Dodge   base   hospital.     By  successful  per- 


formance he  means  a  minimum  of  pain,  a  minimum 
of  risk  to  the  patient's  health,  and  100  per  cent 
recovery. 

This  form  of  anaesthesia,  devised  by  Schleich,  is 
based  on  the  principle  of  diffuse  and  constant  pres- 
sure on  the  nerve  distribution  in  the  skin  and 
muscular  tissues  and  is  obtained  by  deep  and  superfi- 
cial subcutaneous  injections  of  fluid  along  or  through- 
out the  selected  area  of  operation.  The  anaesthetic 
effect  depends  almost  entirely  on  diffuse  pressure  on 
the  nerve  end-organs  and  not  on  the  character  or 
strength  of  the  anaesthetic  agent.  Anaesthesia  can 
be  produced  with  plain  sterile  water  as  well  as  with 
the  ordinary  analgesic  drugs. 

In  the  author's  experience,  the  most  satisfactory 
anaesthetizing  solution  b  ^  of  i  per  cent  novocaine 
in  distilled  water  to  which  may  be  added  a  i :  10,000 
solution  of  adrenalin  in  equal  parts.  With  the  proper 
technique,  the  superficial  injections  being  applied 
subcutaneously  and  the  deep  injections  under  the 
periosteum,  an  area  of  imiform  pressure  is  main- 
tained between  the  surface  tissues  and  the  periosteum 
with  resulting  control  of  all  the  intermediate  nerve 
elements. 

The  original  article  should  be  consulted  for  the 
special  technique  of  the  necessary  manipulations 
and  for  the  detailed  clinical  records  of  the  author's 
20  cases  of  mastoidectomy  under  local  anaesthesia 
which  includes  observations  on  the  completeness  of 
the  anaesthesia,  the  conduct  of  the  patient,  the 
character  of  the  invasion,  the  intensity  of  the  process, 
the  size  of  the  wound,  and  such  other  data  as  throw 
light  on  this  form  of  technique.  J.  J.  King. 
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Wessels,  A.  B.:  The  PathojCtenesis  of  Pachymen- 
ingitis Due  to  Nasal  Operations,  with  Report 
of  Cases.    California  Stale  J.  M.,  1919,  xvii,  383. 

In  analyzing  the  available  literature  on  deaths 
from  meningeal  complications  following  intranasal 
operations  it  appears  that  the  greater  number  are 
due  to  operations  performed  directly  on  the  eth- 
moid labyrinth.  Possibly,  however,  this  is  because 
such  operations  are  more  frequent  than  others.  The 
radical  external  operation  on  the  frontal  sinus  is  not 
considered  here. 

Intranasal  instrumentation  of  the  frontal  sinus  is 
also  responsible  for  quite  a  number  of  deaths,  due 
to  fracture  of  the  inner  wall  of  the  sinus,  extension 
through  the  bone,  or  perforation  through  the  cribri- 
form. Another  large  number  of  deaths  are  attri- 
butable to  the  apparently  simple  operation  for  the 
removal  of  portions  of  the  middle  turbinate.  In 
such  cases  they  are  due  to  direct  fracture  through  the 
ethmoid  and  cribriform  plate  or  extension  of  the  in- 
fection through  the  blood  stream  and  lymphatics. 
In  still  other  instances  death  has  followed  the  sub- 
mucous operation  on  the  nasal  septum  due  to 
haematogenous  and  lymphogenous  extension. 

Any  operation  upon  the  nose,  therefore,  however 
slight,  may  be  fatal  by  reason  of  complications,  re- 
crudescence of  an  old  latent  meningitis  or  a  menin- 
gitis due  to  infection  through  an  old  perforation  in 
either  the  ethmoid  labyrinth,  the  cribriform  plate, 
or  the  internal  wall  of  the  frontal  sinus. 

The  author  reports  one  case  of  his  own  and  three 
others.  O.  M.  Rott. 

Black,  W.  D.:  Suppuration  of  the  Frontal  Sinus 
and  Its  Complications.  /.  Missouri  M.  Ass., 
1919,  xvi,  298. 

Black  discusses  the  anatomy  and  anomalies  of  the 
frontal  sinus,  and  the  symptoms,  diagnosis,  progno- 
sis, and  treatment  of  its  suppurative  affections. 

Intranasal  procedures  are  advocated  first,  the 
external  operations  being  reserved  for:  (i)  cases 
that  fail  to  respond  to  intranasal  methods,  and 
(2)  the  fulminating  types.  Even  when  the  external 
methods  are  employed  for  the  latter  types,  they 
should  be  accompanied  by  intranasal  surgery. 

Of  the  external  methods,  the  Killian,  Kundt,  and 
Lothrop  operations  are  mentioned  and  described. 
The  first  two  have  for  their  purpose  the  obliteration 
of  the  sinus,  while  the  Lothrop  procedure  is  intended 
to  enlarge  the  opening  for  drainage. 

If  there  is  necrosis  of  the  floor  and  anterior  walls 
or  a  fistula,  the  author  prefers  the  Kundt  operation 
if  the  sinus  is  small  and  the  Killian  procedure  if  the 
sinus  is  fairly  large. 


No  operation  should  be  undertaken  until  an  X- 
ray  plate  has  been  made  to  give  information  relative 
to  the  shape,  size,  and  position  of  the  sinus. 

O.  M.  RoTT. 

White,  L.  L.:  Loss  of  Sight  from  Retrobulbar 
Neuritis  Due  to  Posterior  Accessory  Sinus 
Disease,  with  Report  of  17  Cases.    Boston  M. 

Ss"  S.  J.,  1919,  clxxxi,  483,  505. 

In  spite  of  the  great  rarity  of  the  condition  de- 
scribed it  seems  to  be  generally  believed  that  the 
cause  of  the  trouble  can  be  determined  by  a  casual 
nasal  examination.  Formerly  a  search  was  made  for 
pus,  caries,  or  polypoid  tissue,  but  today  the  im- 
portance of  a  thickened  and  hypertrophied  lining 
membrane  of  the  sinuses  is  recognized.  Vail  states 
that  this  is  a  rarefying  osteitis  associated  with  in- 
flammatory swelling  and  fibrous  thickening  of  the 
membrane  brought  about  by  long-continued  hyper- 
asmia.  When  the  hyperplasia  does  not  involve  the 
middle  turbinate  examination  of  the  nose  is  negative. 

According  to  Killian,  anatomical  variations  of  the 
sphenoidal  sinus  are  such  that  in  some  specimens 
the  blood  circulating  in  the  cavernous  sinus  bathes 
the  whole  roof  as  well  as  the  lateral  walls.  In  one 
third  of  a  series  of  cases  examined  by  Frances  and 
Gibson  the  thickness  of  bone  separating  the  optic 
nerve  from  the  sinus  measured  less  than  .01  inch. 

Up  to  ten  or  twelve  years  ago  stress  was  laid  on 
the  intimate  relation  of  the  optic  rerve  to  the  sphen- 
oidal sinus  and  pressure  was  regarded  as  the  all  im- 
portant factor.  Since  then,  however,  the  condition 
has  been  attributed  to  a  local  toxaemia  because  of 
the  rapidity  with  which  retrobulbar  neuritis  dis- 
appears after  evacuation  of  the  pus  from  the  sinus. 

Negative  findings  are  useless  as  cases  are  known 
of  double  optic  neuritis  in  which  ethmoid  and 
sphenoid  disease  was  unrecognized. 

The  author  emphasizes  the  seriousness  of  delay 
in  treatment  and  the  importance  of  thoroughness  in 
operating. 

In  the  17  cases  reported  an  operation  was  per- 
formed in  i.s  and  the  condition  improved  in  16.  In 
every  case  the  middle  turbinate  was  removed  and  in 
all  but  one  the  sphenoid  was  opened.  The  posterior 
ethmoid  cells  were  opened  as  a  matter  of  routine. 
The  Sluder  operative  technique  was  followed. 
Wasserman,  neurological,  and  dental  examinations 
were  made  in  nearly  every  instance.     S.  S.  Howe. 

Dean,  L.  W.,  and  Armstrong,  M.:  Nasal  Sinus 
Disease  in  Infants  and  Young  Children,  In- 
cluding a  Bacterio!ogical  Study.  Ann.  Olol., 
Rhinol.  6*  Laryngol.,  1919,  xxviii,  452. 

The  importance  of  nasal  sinus  disease  in  infants 
and  young  children  is  made  manifest  by  a  recital  of 
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the  conditions  caused  thereby,  namely,  multiple 
arthritis;  imperfect  results  in  posterior  cleft-palate 
work;  a  tendency  to  the  development  of  a  tempera- 
ture of  loi  and  evidence  of  respiratory  infection 
without  apparent  cause;  ethmoidal  necrosis:  cyclic 
vomiting;  nasal  discharge;  asthma  and  sphenoid 
empyema;  nephritis;  headache;  neuralgia  of  the 
fifth  nerve;  neurotrophic  disturbances;  chorea; 
pulmonary  infections;  and  laryngitis. 

Most  of  the  cases  reported  were  treated  in  as- 
sociation with  cither  a  pediatrician  or  an  orthopedic 
surgeon  or  both,  and  these  men  were  satisfied 
with  the  results. 

In  all  cases  of  infectious  arthritis  in  infants  and 
young  children  studied  by  the  authors  during  the 
past  eighteen  months,  the  source  of  the  infection 
was  in  the  upper  respiratory  tract,  the  nasal  sinuses, 
the  tonsils,  or  adenoids,  and  in  no  case  was  it  in  the 
teeth,  lingual  tonsils,  gall-bladder,  or  appendi.x. 
The  inference  is  that  in  children  with  systemic 
disease  of  obscure  origin  search  for  the  cause  should 
be  made  in  the  nose  and  throat. 

Occasionally  elevation  of  temperature  and  in- 
creased joint  disease  have  been  noted  following 
operative  or  other  treatment  of  the  sinuses.  This 
the  authors  have  found  to  be  due  to  injury  of  the 
joint  during  the  treatment  or  operation,  and  not  to 
any  added  infection. 

The  most  common  symptom  in  the  authors' 
cases  of  nasal  sinusitis  was  sneezing.  Other  prom- 
inent symptoms  were  recurrent  stoppage  of  the 
nose,  frequent  colds,  nasal  discharge,  and  headache. 
A  history  of  postnasal  discharge  is  conspicuous  by  its 
absence.  When  a  condition  characterized  by  list- 
lessness,  poor  appetite,  underweight,  and  poor  color, 
such  as  is  often  due  to  diseased  tonsils  and  ade- 
noids, persists  after  the  removal  of  the  tonsils  and 
adenoids  and  there  is  a  negative  report  from  the 
pediatrician  so  far  as  the  systemic  condition  is 
concerned,  disease  of  the  sinuses  is  very  probable. 

The  best  examination  of  the  nose  can  be  made 
while  the  child  is  under  an  anaesthetic  for  the  re- 
moval of  tonsils  and  adenoids.  X-ray  plates  are 
necessary  to  determine  the  presence  and  si'/ieof  any 
sinus.  Bacteriological  examination  is  very  essen- 
tial, especially  of  the  antrum  of  Highmore  which, 
next  to  the  ethmoids,  the  authors  have  found  most 
frequently  diseased  in  the  class  of  cases  under 
consideration. 

The  most  important  part  of  the  treatment  of 
nasal  sinus  disease  in  infants  and  young  children  is 
the  removal  of  adenoids  and  diseased  tonsils. 

Up  to  July  I.  t^t8,  the  authors  had  examined  the 
sinuses  of  2^a  children,  13  years  of  age  or  younger, 
who  were  suffering  from  adenoids.  Many  of  these 
also  had  chronic  tonsillitis.  Tn  i  ^  per  cent  oi  the 
cases  an  infection  of  ore  or  more  sinuses  was  found. 
The  sinus  infections  were  rot  treated  but  the  tonsils 
and  adenoids  were  removed  and  the  patients  re- 
quested to  return  in  foui  or  six  weeks  for  examina- 
tion. Only  7  returned.  Five  of  the  7  were  found  to 
be  apparently  free  from  sinus  disease.     The  dis- 


appearance of  the  condition  was  evidently  due.  there- 
fore, to  the  removal  of  the  tonsils  and  adenoids. 

Since  July  i,  1918,  the  authors  have  investigated 
the  sinuses  in  145  cases  of  adenoids  or  adenoids  and 
chronic  tonsillitis.  In  65  there  was  some  definite  sinus, 
disease.  In  these  cases  also  the  tonsils  and  adenoids 
were  removed  and  the  patients  requested  to  return 
in  four  or  six  weeks  for  examination.  Four  of  the 
6  who  returned  were  found  to  be  free  from  sinus 
disease. 

In  5?  cases  prior  to  antra  puncture  there  was  no 
condition,  sy.stemic  or  local,  to  indicate  nasal  sinu- 
sitis. In  only  2  (less  than  4  per  cent),  was  pus  found 
in  the  antral  washings;  in  8  ''approximately  is; 
per  cent),  the  washings  contained  clear  mucus;  and 
in  44  C80  per  cent),  neither  pus  nor  mucus.  Thirty- 
nine  (70  per  cent)  of  the  55  cases  were  sterile;  in  .^ 
''5  per  cent)  there  were  hsemolytic  streptococci. 
and  in  24  per  cent  organisms  other  than  ha^molytic 
streptococci. 

In  a  second  group  of  43  cases  there  was  no  definite 
evidence  of  sinusitis  before  X-ray  plates  were  made. 
In  the  plates,  however,  one  or  more  sinuses  were 
found  to  be  blurred.  The  washings  of  the  antra 
showed  no  evidence  of  pus  or  mucus  in  58  per  cent. 
Mucus  was  present  in  the  washings  in  24  per  cent 
of  the  cases  and  pus  in  18  per  cent.  Fifty- five  per 
cent  of  the  cultures  were  sterile;  4.6  per  cent  con- 
tained a  haemolytic  streptococcus:  and  40  per  cent, 
various  organisms  such  as  are  often  found  in  the 
nares. 

Of  the  q8  cases  comprising  the  two  groups  iust 
discussed,  cultural  tests  showed  that  bacteria  were 
present  in  the  antra  in  35  cases,  or  altogether.  51 
antra.  Of  this  number  the  staphylococcus  was  found 
in  45 ;  the  pneumococcus  in  13;  unidentified  gram- 
negative  bacilli  in  8;  diphtheroid  bacilli  in  7; 
micrococcus  catarrhalis  in  7 ;  haemolytic  streptococci 
in  5;  staphylococcus  irridens  in  i;  and  Friedlander's 
bacillus  in  2. 

The  authors  report  also  a  series  of  twelve  cases 
of  arthritis  in  which  there  was  no  improvement 
after  the  removal  of  the  tonsils  and  adenoids,  but 
most  satisfactory  improvement  followed  treatment 
of  the  sinuses.  O.  M.  Rott. 

THROAT 

MacDonald,  P.:  A  Method  of  Enucleating  Tonsils 
Wliich  Lessens  Bleeding.  British  M.  J.,  1919,  ii,. 
437- 

In  performing  a  tonsillectomy  the  author  uses  a 
Howarth  guillotine  with  sharp  and  blunt  blades 
which  is  modified  only  in  that  it  has  a  locking  attach- 
ment to  hold  the  blades  from  slipping. 

The  patient  is  anaesthetized  while  lying  on  his 
back.  The  operator,  standing  at  the  patient's 
left  side,  engages  the  left  tonsil  in  the  guillotine 
ring,  shuts  down  the  dull  blade  and  locks  it.  The 
right  tonsil  is  then  engaged.  The  guillotine  is  some- 
times allowed  to  stay  in  situ  for  a  few  minutes. 
After  turning  the  patient  on  his  left  side  with  his. 
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face  somewhat  downward,  the  operator  then  re- 
moves the  tonsils  by  torsion  rather  than  by  tearing. 
The  adenoids  also  are  removed  with  the  patient's 
face  down  so  that  the  blood  will  run  out  of  the 
mouth.  When  the  operation  is  finished  the  patient 
is  turned  completely  over  on  his  chest  and  face. 

The  author  states  that  by  his  method  the  tonsils 
are  completely  removed  in  the  great  majority  of 
cases,  the  amount  of  blood  lost  is  reduced  to  a 
mhiimum,  and  the  amount  of  blood  swallowed  is 
greatly  lessened.  H.  R.  Lyons. 

Foster,  B.:  Tonsillectomy  in  Adults:  The  Advan- 
tage of  Operating  with  a  Local  Anaesthetic. 

Med.  J.   Australia,   1919,   ii,   349. 

It  is  a  commonly  accepted  opinion  that  anaesthesia 
deep  enough  to  abolish  pharyngeal  reflexes  is  essen- 
tial to  the  success  of  the  Sluder  method  of  tonsillec- 
tomy but  in  the  author's  opinion  the  operation  is 
much  more  simple  under  local  anaesthesia  and 
gagging  assists  in  throwing  the  tonsil  forward,  par- 
ticularly when  it  is  buried.  The  importance  of  the 
eminentia  alveolaris  in  pushing  the  tonsil  through 
the  fenestrum  he  believes  is  overestimated  for  if  the 
tonsillotome  is  pressed  firmly  outward  from  behind 
and  below,  the  sinus  tonsillaris  is  sufiiciently  movable 
to  allow  the  tonsil  to  be  pushed  through  the  ring  by 
counterpressure  with  the  finger,  without  dragging  it 
forward.  The  operation  advocated  is  performed 
as  follows: 

The  patient  sits  upright  in  a  chair  facing  a  good 
light.  Anaesthesia  is  then  obtained  with  7.2  cubic 
centimeters  of  2  per  cent  novocaine  and  adrenalin 
injected  into  each  tonsil,  two  punctures  being 
sufficient,  one  at  the  upper  pole  of  the  tonsil  and  the 
other  at  about  its  center  and  just  outside  the 
capsule.  Heath's  open  tonsillotome,  the  blade 
of  which  is  only  moderately  blunt,  is  then  placed 
behind  and  below  the  tonsil,  steady  pressure  up  and 
outward  being  maintained  while  at  the  same 
time  pressure  is  made  with  the  finger  in  the  op- 
posite direction.  The  tonsil  slips  through  the 
fenestrum  with  surprising  ease.  The  left  hand  is 
then  used  to  press  home  the  blade  and  sever  the 
tonsil.  With  the  patient  in  the  sitting  position  a 
spurting  artery  is  found  more  easily  than  when  it  is 
hidden  in  clot  as  may  happen  following  general 
anasthesia,  and  in  such  cases  a  small  fully  curved 
needle  armed  with  catgut  is  passed  from  behind 
forward,    securing    both    pillars    with    one    sweep. 

S.  S.  Howe. 

Bowen,  W,  H.:   Some  Practical  Considerations  on 

the  Operation  for  Removal  of  Adenoids  and 

Enucleation  of  Tonsils.     Brilish  M.  J.,  1919,  ii, 

433- 

In  the  author's  opinion  the  present-day  method  of 

completely  enucleating  the  tonsils  as  introduced  by 

Whillis  and  Pybus  is  a  great  step  forward  in  throat 

surgery.     Complete  enucleation   makes  possible   a 

cure  in  cases  in  which  the  old  cutting  operation  has 

failed.    Hamorrhage  and  sepsis  are  the  two  risks 


of  the  operation.  To  combat  these  complications, 
the  author  makes  the  following  suggestions  which 
are  based  on  a  large  number  of  cases. 

The  proper  time  to  perform  a  tonsillectomy  and 
adenoidectomy  is  between  the  third  and  sixth  year 
of  age.  Early  treatment  of  hypertrophic  tonsils 
tends  to  prevent  complications.  The  importance  of 
the  relation  of  enlarged  tonsils  and  adenoids  to 
diphtheria  carriers  should  be  emphasized.  The 
forstalling  of  deafness  is  the  most  important  of  all 
considerations.  The  operations  greatly  benefit 
many  so-called  backward  and  listless  children.  A 
thickened  and  retracted  membrana  tensa  will  be 
relieved  when  the  cause  is  eliminated.  Subacute 
catarrhal  inflammation  of  the  middle  ear  also  may 
be  completely  overcome. 

Adenoid  masses  may  be  the  cause  of  an  acute 
surgical  mastoiditis,  and  of  a  tubal  discharge  after 
a  radical  mastoidectomy.  Adenoid  growths  may 
simulate  all  types  of  nasal  conditions,  including 
obstruction,  mouth"  breathing,  and  a  chronic  non- 
productive cough.  Disease  of  the  tonsils  frequently 
results  in  a  cervical  adenitis  and  tonsillectomy  should 
therefore  be  performed  early.  Diphtheria  carriers 
should  be  subjected  to  tonsillectomy  as  the  tonsillar 
crypts  may  harbor  the  infection.  Acute  follicular  ton- 
sillitis is.  of  course,  completely  cured  by  enucleation 
of  the  tonsils.  The  adenoids  should  be  removed  in 
one  piece.  The  faucial  tonsils  may  be  rapidly  and 
cleanly  removed  with  the  reversed  guillotine. 

It  is  advisable  to  wait  until  the  child  is  at  least 
2  years  of  age  before  operation.  The  strong 
indications  for  operation  are  summed  up  as  a  dis- 
charge from  the  ears  or  repeated  earache.  A  ton- 
sillectomy is  indicated  also  when  the  tonsils  have 
once  been  the  seat  of  tonsillitis.  An  operation  for 
mouth  breathing  in  children  should  be  followed  by 
repeatedly  reminding  the  child  that  he  must  attempt 
to  breath  through  the  nose  even  though  it  is  at 
first  difficult. 

The  author  gives  his  methods  of  preparing 
patients  whose  tonsils  are  inflamed.  Haemorrhage 
after  tonsillectomy  is  frequent  and  favors  sepsis. 
The  operation  for  tonsillitis  should  be  deferred 
until  one  month  after  infection  subsides.  Calomel 
and  saline  should  be  given  two  days  previous  to 
operation  to  deplete  the  tissues  of  the  throat.  No 
meat  should  be  allowed  for  two  days  before  opera- 
tion in  order  that  portions  of  it  may  not  be  left 
around  the  teeth  as  infective  foci  and  the  blood 
pressure  will  not  be  raised  immediately  before  the 
operation  by  the  meat  proteins.  Calcium  lactate 
should  be  given  the  night  before  the  operation. 

If  haemorrhage  is  avoided,  the  patient  is  protected 
against  shock,  and  the  operation  is  not  performed 
during  an  active  bacterial  invasion,  there  is  no  risk 
from  sepsis.  The  patier t  should  not  be  given  break- 
fast on  the  morning  of  the  operation. 

The  author  is  opposed  to  the  use  of  ether  owing 
to  the  congestion  and  secretion  it  sets  up.  He  used 
chloroform  until  ethyl  chloride  was  introduced  and 
now  much  prefers  the  latter.     The  usual  dose  of 
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ethyl  chloride  is  3  cubic  centimeters.  A  very  com- 
petent anaesthetist  is  essential.  The  reversed 
guillotine  method  of  removing  the  tonsils  is  pre- 
ferred. The  dull  blade  crushes  the  tissues  and  re- 
duces the  haemorrhage  to  a  minimum.  The  adenoids 
should  be  removed  with  one  sweep  of  the  curette. 

H.  R.  Lyons. 

Moore,  I.:  The  Treatment  of  Enlarged  or  Diseased 
Tonsils  in  Cases  Where  Surgical  Procedures  are 
Contra-Indicated.  Proc.  Roy.  Soc.  Med.,  Lond., 
1919,    xii,    Sect.    Laryngol.,    243. 

After  mentioning  the  contra-indications,  both  lo- 
cal and  general,  to  operative  procedures  on  the 
tonsils,  the  author  discusses  the  non-surgical  (chemi- 
cal and  electrical)  methods  of  reducing  or  destroying 
enlarged  or  diseased  tonsils. 

The  local  contra-indications  are:  (i)  acute  in- 
fective tonsillar  conditions  such  as  streptococcal 
infection,  scarlet  fever,  measles,  and  Vincent's 
angina,  and  (2)  the  physiological  enlargement  of  a 
temporary  character  accompanying  the  four  pe- 
riods of  molar  eruption. 

The  general  contra-indications  are  cardiovascular 
changes,  advanced  tuberculosis,  syphilis,  kidney 
disease,  diabetes  mellitus,  grave  nerve  or  mental 
disease,  status  lymphaticus,  and  professional  use  of 
the  voice.  Under  the  cardiovascular  changes  the 
author  includes:  (i)  cardiac  disease,  such  as  endocar- 
ditis and  pericarditis;  (2)  constitutional  disease  in 
which  anaemia  is  very  marked,  such  as  chlorosis, 
pernicious  anaemia,  and  Hodgkin's  disease;  (3) 
low  coagulating  power  of  the  blood  as  in  true  haem- 
ophilia and  purpuric  diseases;  (4)  blood  pressure 
over  225  systolic;  and  (5)  arteriosclerosis. 

The  chemical  methods  of  reducing  or  destroying 
diseased  tonsils  include  the  use  of  absorbents, 
astringents,  and  caustics.  Absorbents,  such  as 
iodine,  may  be  of  use  in  the  earlier  periods  of  hy- 
pertrophy, but  are  useless  in  the  ordinary  run  of 
cases.  Astringents,  such  as  tannic  acid  and  zinc 
sulphate,  are  limited  in  their  action  simply  to  the 
reduction  of  the  inflammatory  process  and  have  no 
influence  on  the  hypertrophy. 

Caustics  or  escharotics  include  mineral  astringents 
such  as  silver  nitrate  and  zinc  chloride;  mineral 
acids,  such  as  chromic  and  trichloracetic  acids; 
and  alkaline  caustics,  such  as  caustic  potash  and 
caustic  soda  combined  with  slaked  lime. 

The  mineral  astringents  are  usually  mildly  caustic 
but  their  action  is  too  superficial  and  too  slow. 
The  mineral  acids  cause  marked  inflammatory 
reaction  and  also  act  superficially  and  slowly. 
Caustic  potash  causes  inflammatory  reaction  and 
there  is  difficulty  in  localizing  its  effect. 

Caustic  soda  combined  with  slaked  lime,  first 
introduced  by  Morell  Mackenzie  in  1864,  possesses 
many  advantages  over  the  potash  salt.  It  does 
not  cause  an  inflammatory  reaction,  and  as  it 
penetrates  rather  than  spreads  circumferentially,  its 
action  is  more  localized.  Its  effect  is  also  less 
severe  and  continues  for  a  longer  time,  and  if  cocaine 


is  applied  to  the  tonsil  previously,  there  is  no  pain. 
The  results  obtained  by  the  author  with  caustic 
soda  and  slaked  lime  in  patients  ranging  in  age 
from  children  to  old  persons  have  been  most 
striking.  The  largest  tonsils  have  been  reduced  to 
normal  size  and  in  disease  of  the  tonsil  there  has  been 
no  blocking  or  sealing  up  of  septic  crypts  such  as  has 
been  observed  occasionally  following  the  use  of  the 
galvanocautery.  Moore  therefore  recommends  this 
treatment,  long  overlooked  and  discarded,  as  a  useful 
substitute  for  operation  when  the  latter  is  contra- 
indicated. 

The  electrical  treatment  of  the  tonsils  includes 
electrolysis,  galvanocauterization  or  puncture,  and 
diathermic  puncture.  Electrolysis  has  been  used 
in  the  past  but  the  results  are  not  worth  the  effort. 
The  galvanocautery  method  was  in  g^eat  favor 
twenty  years  ago  for  cases  in  which  the  removal  of  the 
tonsils  was  contra-indicated,  and  if  properly  used 
is  often  very  successful.  Diathermic  puncture,  by 
which  the  tonsils  may  be  destroyed,  has  been  em- 
ployed with  satisfactory  results  in  a  number  of 
instances.  O.  M.  Rorr. 

Hoshino,  T.:  The  Complete  Extirpation  of  the 
Larynx  in  Carcinoma.  Ann.  Otol.,  Rhinol.  6* 
Laryngol.,  1919,  xxviii,  466. 

From  his  experience  in  16  laryngectomies,  the 
author  presents  the  following  summary  and  con- 
clusions : 

1.  A  complete  laryngeal  extirpation  can  be  done 
easily  under  local  anaesthesia  with  good  results. 

2.  Better  results  are  obtained  when  there  are 
two  flaps  in  the  skin  incision,  each  having  its  stalk 
in  the  side  of  the  neck,  than  when  there  is  only  one 
large  flap  with  one  base. 

3.  It  is  better  to  section  the  trachea  below  the 
larynx  and  arrange  for  safe  respiration  before  re- 
moving the  tumor. 

4.  The  pharyngeal  wound  should  be  sewed  with 
a  double  suture  but  the  mucous  membrane  should 
be  approximated  in  the  submucous  layer. 

5.  Between  the  main  laryngeal  wound  and  the 
opening  of  the  trachea  a  bridge  of  intact  skin  should 
be  left  as  Grueck  suggested. 

6.  At  all  times  the  nasopharyngeal  cavity  must 
be  kept  clean  after  the  removal  of  the  larynx. 

7.  To  make  conversation  possible  after  the  ex- 
tirpation of  the  larynx  a  simple  rubber  tube  may 
be  used,  one  end  of  which  is  introduced  into  the 
trachea  and  the  other  end  held  in  the  mouth.  This 
tube  enables  the  patient  to  whisper  with  the  help 
of  his  lips,  teeth,  tongue,  palate  and  pharyngeal 
muscles.  The  tube  is  much  easier  to  use  than  the 
modern  complicated  artificial  larynx  and  is  liked 
better  by  the  patient. 

8.  Most  of  the  patients  in  the  cases  reported 
were  males  and  all  were  about  60  years  old.  The 
localization  of  the  tumor  as  seen  with  a  laryn- 
goscope was  chiefly  on  the  false  vocal  cords. 

9.  Permanent  cures  resulted  in  50  per  cent  of  the 
16  cases  and  there  were  50  per  cent  of  recurrences. 
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There  were  no  deaths  during  or  following  the  opera- 
tion. 

10.  The  earliest  and  most  common  symptom  in 
carcinoma  of  the  larynx  is  hoarseness  of  the  voice, 
and  this  frequently  remains  the  only  symptom  for  a 
long  time.  Pain  is  complained  of  in  only  a  few 
cases.  O.  M.  Rott. 

MOUTH 

Nodine,  A.  M.:  The  Diagnosis  and  Treatment  of 
Oral  Infections.  Dental  Cosmos,  1919,  Ixi,  726. 

The  dental  profession  has  been  raised  to  a  higher 
plane  by  the  recognition  of  the  fact  that  oral  infec- 
tions have  a  definite  effect  upon  the  general  health. 

The  establishment  of  this  fact  was  due  in  part  to 
the  more  exact  diagnoses  resulting  from  the  use  of 
the  X-ray  to  discover  such  infections. 

The  public  is  demanding  better  dentistry  and  is 
placing  its  confidence  in  the  dentist  who  employs  the 
X-ray  and  other  diagnostic  agents  to  search  for  oral 
infections. 

The  methods  used  by  the  dentist  should  be  such 
that  the  development  of  foci  of  infection  in  the  teeth 
and  tissues  upon  which  these  methods  are  used  will 
be  obviated. 

When  oral  infections  are  discovered  they  should  be 
eradicated  carefully  and  completely  by  surgical 
methods. 

The  patient's  present  and  future  health  is  of 
primary  importance  even  though  its  preservation 
may  require  the  sacrifice  of  many  teeth. 

The  prevention  of  the  conditions  which  make 
focal  infections  possible  is  the  highest  form  of 
service  the  dentist  can  render. 

M.  N.  Federspiel. 

Sanchez  Calvo,  O. :  Lithiasis  of  the  Excretory  Ducts 
of  the  Salivary  Glands  (Litiasis  de  los  conductos 
excretores  de  las  gldndulas  salivares).  Med.  Ibera, 
1919,  Numero  extraordinario,  i  Cong.  nac.  de  med. 
y  drug.,  103. 

Cases  of  calculi  in  Wharton's  and  Stenson's  ducts 
are  relatively  common  but  from  the  beginning  the 
symptoms  are  easily  confused  with  those  of  other 
affections  of  the  floor  of  the  mouth.  Sanchez  Calvo 
reports  two  cases. 

The  first  case  was  that  of  a  woman  65  years  of 
age  who  came  to  his  laryngological  clinic  with  a 
gigantic  calculus  of  Wharton's  duct  and  symptoms 
so  confusing  and  alarming  that  the  diagnosis  was 
made  with  great  difficulty.  The  patient  was  dis- 
charged completely  cured  fifteen  days  after  the 
operation.  The  calculus,  which  was  composed  of 
magnesium  phosphate,  measured  3  by  2  by  i 
centimeters  and  weighed  4.5  grams. 

The  second  case  was  that  of  a  22-year-old  man 
who  had  a  ranula  complicated  by  a  calculus  of 
Wharton's  duct.  The  usual  operation  for  ranula — 
extirpation  of  the  sac — 'was  done  and  an  abundant 
serosanguinous  discharge  was  evacuated.  In  spite 
of  treatment  with  astringents,  cicatrization  occurred 


very  slowly  and  a  fistula  remained  which  discharged 
a  thin  serum.  On  exploration  of  the  fistula  it  was 
discovered  that  Wharton's  duct  was  obstructed  by  a 
exceedingly  small  calculus.  This  was  extracted  with 
the  forceps,  and  in  ten  days  the  patient  was  com- 
pletely cured.  In  the  author's  opinion,  the  calculus 
was  the  cause  of  the  ranula.  M.  M.  Matthies. 

Tilley,  H.:  Large  Submucous  Lipoma  of  the  Palate 
and  Pharynx.  Proc.  Roy.  Soc.  Med.,  iMnd.,  1919, 
xii,  Sect.  Laryngol.,  189. 

In  the  case  reported  the  left  side  of  the  palate  was 
very  much  swollen  and  in  appearance  resembled  a 
severe  quin.sy,  except  that  the  mucous  membrane 
was  normal  in  color  and  there  were  no  symptoms 
indicative  of  the  presence  of  an  abscess.  Under 
general  anaesthesia  the  tumor  was  removed  by  an 
operation  similar  to  that  by  which  a  tonsil  is  dis- 
sected out.  Histological  examination  showed  the 
tumor  to  be  a  lipoma.  O.  M.  Rott. 

McKenzie,  D. :  An  Operation  for  the  Complete  Re- 
moval of  the   Soft   Palate    (Staphylectomy). 

Proc.  Roy.  Soc.  Med.,  Lend.,  1919,  xii,  Sect.  Laryn- 
gol., 239. 

It  is  claimed  for  the  procedure  described  that  by  a 
combination  of  the  use  of  diathermy  and  the  cold 
snare  the  entire  soft  palate  can  be  removed  with 
little  or  no  loss  of  blood. 

The  indication  for  this  operation  is  malignant  dis- 
ease (epithelioma  or  sarcoma)  of  the  soft  palate, 
especially  when  it  occurs  on  the  posterior  aspect 
where  the  new  growth  can  not  easily  be  excised  as 
an  island  of  tissue. 

The  operation  is  contra-indicated  if  the  disease  has 
spread  so  as  to  involve  the  bone  of  the  palate  as  the 
removal  of  the  soft  palate  alone  would  be  an  in- 
complete operation. 

By  using  diathermy  in  making  the  section  it  is 
possible  to  cut  through  the  tissue  of  the  growth 
without  any  risk  of  disseminating  living  cancer 
cells,  the  tissues  in  contact  with  the  diathermy 
terminals    being    destroyed. 

The  technique  of  the  operation  described  is  as 
follows : 

1.  By  means  of  a  diathermy  knife  terminal  a 
transverse  incision  is  made  >^  inch  behind  the  pos- 
terior edge  of  the  bony  palate  and  carried  through  the 
soft  palate  to  its  posterior  surface.  This  incision 
extends  from  the  level  of  the  alveolar  process  on  one 
side  to  the  same  level  on  the  other  side. 

2.  Using  the  diathermy  knife  again,  two  in- 
cisions, one  on  either  side  of  the  base  of  the  uviUa, 
are  made  from  the  highest  point  of  the  arch  of  the 
velum  palati  to  join  the  first  incision.  The  middle 
of  the  soft  palate,  including  the  uvula,  thus  isolated 
is  then  removed. 

3.  The  lateral  portions  of  the  soft  palate  are 
removed  by  means  of  Lermoyez'  tonsil  snare  applied 
close  to  the  lateral  wall  of  the  palate  (the  cold  snare 
is  here  employed,  being  gradually  tightened)  in 
preference  to  diathermy,  in  order  to  minimize  the 
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risk  of  secondary  harnorrhagc  from  the  arteries 
entering  the  soft  palate  at  this  point  which  might 
follow  the  separation  of  diathermy  sloughs. 

4.  The  next  step  in  the  operation  opens  the  upper 
part  of  the  tonsil  fossa,  after  which  these  glands  can 
then  be  quickly  and  easily  removed.  Thus  the 
operation  is  completed  by  the  removal  of  the  glands 


draining  the  soft  palate  which  otherwise  are  apt  to 
become  the  seat  of  subsequent  recurrences. 

The  gap  in  the  pharyngeal  roof  formed  by  the 
operation  can  be  easily  closed  with  an  obturator. 

The  ana;sthetic  necessary  may  be  given  by  the 
mouth  as  the  hemorrhage  is  minimal. 

O.  M.  Roxr. 
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Maylard,  A.  E. :  The  Advantages  and  Disadvantages 
of  Gauze  Packing  in  Abdominal  Operations. 

British  M.  J.,  1919,  ii,  556. 

The  facts  collected  appear  to  indicate  that  the 
question  whether  packs  should  or  should  not  be 
used  in  abdominal  operations  pertains  only  to  cases 
in  which  there  is  some  form  of  sepsis. 

The  advantages  of  gauze  packing  are,  first,  the 
antiseptic  effect  obtained  from  the  substance  with 
which  the  gauze  is  impregnated,  and  second,  the 
stimulation  of  a  healthy  granulating  wound.  The 
same  advantages  are  obtained  also  in  the  use  of 
gauze  in  external  wounds. 

The  structure  of  the  peritoneum,  however,  intro- 
duces factors  that  tend  to  make  gauze  packing  dis- 
advantageous. The  author  relates  his  experience  in 
leaving  a  piece  of  dry,  sterilized  gauze  in  contact  with 
the  intestines.  On  attempting  its  removal  it  was 
found  to  be  adherent  to  the  visceral  peritoneum,  and 
on  separation  an  acutely  injected  surface  of  bowel 
was  exposed.  Two  cases  are  cited  in  which  gauze 
packing  inadvertently  left  in  the  peritoneal  cavity 
at  operation  later  ulcerated  into  the  intestine. 

Gauze  packing  saturated  with  a  saline  or  sodium 
citrate  solution  is  considered  less  irritating  to  the 
peritoneum  than  dry  gauze. 

Four  other  disadvantages  of  the  use  of  gauze  in 
abdominal  operations— more  or  less  related  to  the 
length  of  time  the  packing  is  retained — are  cited: 

1.  When  not  used  in  connection  with  a  drainage 
tube  gauze  may  act  as  a  dam  to  the  escape  of  dis- 
charge . 

2.  The  irritating  effect  of  gauze  on  neighboring 
coils  of  healthy  bowel  leads  to  a  low  form  of  adhesive 
peritonitis  and  this  may  cause  obstruction. 

3.  The  longer  the  wound  is  left  open,  the  more 
chance  there  is  of  a  postoperative  ventral  hernia. 

4.  The  withdrawal  of  the  gauze  is  very  painful, 
in  some  cases  general  anaesthesia  being  necessary. 

In  conclusion  the  author  says: 


"Gauze  packing  should  be  avoided  except  under 
definite  and  clear  limitations.  These  limitations 
may  be  thus  expressed:  the  use  of  as  small  a  piece  of 
gauze  as  possible  and  for  as  short  a  time  as  possible, 
which  equally  connotes  the  avoidance  of  large  packs 
retained  for  several  days."  J.  A.  H  Magoun. 

Soresi,  A.  L. :  Elastic  Closure  and  Systematic  Par- 
affin Gravity  Drainage  for  Clean  and  Infected 
Wounds.     N.  York  M.  J.,  1919,  ex,  753. 

The  ideal  method  of  closing  wounds,  whether  they 
are  aseptic  or  infected  is,  first,  to  approximate  the 
tissues  closely  but  without  undue  tension;  second, 
to  obliterate  any  dead  space;  and  third,  to  insure 
the  immediate  evacuation  of  any  liquid  that  may  be 
present  in  the  wound. 

No  method  used  in  closing  wounds  answers  the 
purposes  mentioned  because  the  rigid  materials 
employed  for  sutures,  such  as  silk,  catgut,  and  wires, 
more  or  less  strangulate  the  tissues  and  hamper  their 
blood  supply;  dead  spaces  are  left  in  the  wound 
on  account  of  the  rigidity  of  the  suturing  material; 
dead  spaces  are  closed  either  with  absorbable  mate- 
rial which  is  a  good  pabulum  for  micro-organisms,  or 
with  unabsorbable  material  which  acts  as  a  foreign 
body;  and,  finally,  because  the  materials  used  for 
the  drainage  of  fluid  that  may  form  in  the  wound 
do  not  act  as  drains  but  hamper  reunion. 

The  first  and  most  important  element  of  success 
in  immediate  closure  of  clean  wounds  and  early 
closure  of  infected  wounds  is  thorough  surgery. 
This  means  the  removal  of  all  foreign  bodies,  dead 
material,  and  tissues  that  will  probably  die.  The 
affected  structures  should  be  reconstructed  as  near 
to  natural  physiological  conditions  as  possible,  and 
tissues  and  structures  that  cannot  be  replaced  should 
not  be  demolished. 

The  second  requirement  is  good  resistance  on  the 
part  of  the  patient.  The  same  brilliant  results 
should  not  be  expected  in  civil  practice  that  were 
obtained  in  war  surgery,  as  in  the  latter  the  patients 
were  all  healthy  young  men. 
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The  third  requisite  is  to  close  the  wound  tightly 
with  elastic  material  which,  according  to  the  depth 
and  the  location  of  the  wound,  should  be  applied 
only  to  the  surface  or  deeply  in  the  tissues,  or  both. 
Deep  sutures  are  made  with  elastic  threads  of  pure 
rubber  the  size  of  a  lead  pencil.  These  threads  are 
passed  through  the  deepest  portion  of  the  wound 
and  tied  on  both  ends  on  rolled  gauze,  the  tension 
to  be  given  being  easily  gauged  by  gently  pulling 
the  threads  after  they  have  been  tied  to  the  gauze  on 
one  side  until  the  tissues  are  approximated  and  then 
tying  the  other  end.  Superficial  closure  is  obtained 
by  applying  over  the  wound  special  strips  made  of 
adhesive  plaster  and  rubber  bands.  These  strips 
are  prepared  in  the  following  manner: 

Take  rubber  bands,  cut  them  so  as  to  have  pieces 
from  5  to  lo  cm.  in  length  according  to  the  tissues 
to  be  approximated,  and  stick  the  ends  to  two  strips 
of  adhesive  plaster. 

To  close  a  wound  apply  one  of  the  adhesive  strips 
to  one  side  of  the  opening,  pull  gently  so  as  to  give 
a  little  tension  to  the  rubber  band,  and  then  apply 
the  other  strip  of  adhesive  to  the  other  side  of  the 
wound  so  that  its  walls  are  approximated  by  the 
tension  exerted  by  the  rubber  band.  The  tension 
must  be  sufficient  to  hold  the  wound  together  with- 
out undue  strain.  In  order  to  make  the  adhesive 
plaster  adhere  better,  the  skin  may  be  covered  with 
a  solution  of  the  common  rubber  cement  used  in 
patching  tires,  diluted  with  about  lo  parts  of  ether. 

The  last  requirement  in  wound  closure  is  perfect 
systematic  drainage.  The  methods  based  on  capil- 
larity are  irrational  because  all  organic  liquids  are 
suspensions  of  cells  that  will  occlude  the  capillarity 
of  the  drain  and  therefore  stop  drainage  after  a 
short  period.  If  tubes  are  used,  it  is  necessary  for 
the  liquid  to  climb  along  them  and  as  liquids  do  not 
go  uphill  except  under  pressure,  drainage  by  this 
means  would  require  the  presence  of  quite  a  large 
quantity  of  fluid  under  pressure  which  would  cause 
inflammation  and  reaction  of  the  tissues. 

The  author's  method  of  drainage  is  based  on 
gravity  and  on  the  fact  that  neither  tissues  nor 
blood  nor  pus  nor  any  other  organic  liquid  can 
adhere  to  the  substance  used  which  is  paraffin. 
Paraffin  drains  are  prepared  by  dipping  strips  of 
gauze  or  silk  or  linen  threads  into  melted  paraffin  and 
allowing  them  to  harden,  or  by  introducing  melted 
paraffin  directly  into  the  wound.  Prior  to  closing 
the  wound  the  paraffin  drain  is  placed  in  its  most 
dependent  part  and  brought  out  through  a  small 
incision  made  at  a  point  lower  than  lowest  part. 
If  applied  according  to  the  law  of  gravity,  paraffin 
drains  will  always  drain  perfectly  because  between 
the  paraffin-covered  material  and  the  walls  of  the 
wound  there  is  always  a  space  that  cannot  become 
occluded  and  through  which  any  secretion  can  leak 
immediately  into  the  outside  dressing  by  gravity 
as  soon  as  it  is  produced.  Paraffin  drains  used 
according  to  the  law  of  gravity  are  ideal  because 
they  actually  drain,  they  are  well  tolerated  by  the 
tissues,  they  may  remain  in  place  for  any  length  of 


time,  they  can  be  withdrawn  slowly  day  by  day  until 
it  is  believed  safe  to  remove  them  entirely,  and  they 
are  never  dangerous.  G.  W.  Hochrein. 

Freeman,  S.  L.:   A  New  Method  of  Applying  Heat 
to  Patients  in  Surgical  Shock.     Am.  J.  Obst., 

1919,  Ixxx,  561. 

The  device  for  applying  heat  is  constructed  as 
follows: 

1.  An  ordinary  hospital  bed  is  elevated  at  the 
foot  with  shock  blocks  to  the  height  of  12  inches. 

2.  The  patient  is  covered  with  ordinary  bed 
clothing  plus  bed  blankets.  The  blankets  are  double 
and  three  in  number. 

3.  Blanket  No.  i  is  placed  up  to  the  patient's 
chin,  covering  the  chest,  neck,  and  upper  abdomen. 
Blanket  No.  2  is  used  to  cover  the  legs  and  feet 
and  placed  so  that  it  hangs  over  the  foot  of  the 
bed  clear  to  the  floor.  All  blankets  should  reach  to 
the  floor  in  order  to  cover  the  space  under  the  bed 
on  all  sides.  Blanket  No.  3  is  then  placed  so  that  it 
overlaps  Blankets  Nos.  i  and  2.  AH  blankets  are 
placed  the  long  way  transverse  to  the  length  of  the 
bed. 

4.  When  the  blankets  are  properly  arranged  the 
space  underneath  the  bed  is  entirely  covered  in  by 
blankets  clear  to  the  floor,  except  at  the  head  of  the 
bed,  and  is  thus  made  into  a  closed  chamber. 

5.  A  resistance  coil  lamp  is  then  placed  on  the 
floor  at  about  the  center  of  the  bed  equidistant 
from  all  the  blankets. 

6.  The  lamp  used  for  generating  the  heat  is  the 
ordinary  medium-sized  resistance  coil  heat-generat- 
ing lamp. 

7.  It  is  necessary  for  the.  nurse  to  watch  the 
patient  carefully  and  remove  the  lamp  as  soon  as  the 
patient's  temperature  has  reached  normal  or 
slightly  above. 

8.  The  bed  may  be  heated  in  this  manner  also 
before  the  patient  enters  it. 

q.  The  results  which  have  followed  the  use  of  the 
method  have  always  been  good. 

Edward  L.  Cornell. 

Balfour,  D.  C. :    Life  Expectancy  of  Patients  follow- 
ing Operations  for  Gastric  and  Duodenal  Ulcer. 

Ann.  Surg..  1919,  Ixx,  522. 

Life  expectancy  is  the  major  consideration  with 
the  patient,  particularly  in  diseases  of  the  gastro- 
intestinal tract  for  which  operation  has  been  carried 
out.  Recently  the  records  of  the  Mayo  Clinic  have 
been  utilized  by  the  Actuarial  Society  of  America 
under  the  direction  of  Mr.  Arthur  Hunter  who  deter- 
mined as  accurately  as  possible  the  life  expectancy 
of  persons  who  have  been  operated  on  for  gastric 
and  duodenal  ulcer. 

A  study  was  made  of  the  2,431  patients  operated 
on  in  the  Mayo  Clinic  between  the  years  1906  and 
191 5.  It  is  remarkable  that  of  this  group  of  cases 
the  Society  failed  to  trace  only  108.  The  study  was 
made  without  any  regard  to  the  type  of  operation 
perforn\ed.    It  shows,  first,  that  the  operative  mor- 
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lality  from  all  causes  in  545  cases  of  gastric  ulcer  in 
which  operation  was  done  during  this  period  was  4.5 
per  cent,  while  in  1,684  cases  of  duodenal  ulcer  the 
operative  mortality  from  all  causes  was  2  per  cent. 
Gastric  ulcer  carries,  therefore,  twice  the  operative 
risk  of  duodenal  ulcer. 

The  Society's  investigations  of  the  mortality  in 
the  years  after  operation  show  the  following  facts: 

Gastric  ulcer:  Five  hundred  and  twenty-one 
patients  were  under  observation  on  an  average  of 
three  and  six-tenths  years,  and  in  that  time  88  (17 
per  cent)  died  from  various  causes. 

Duodenal  ulcer:  One  thousand,  six  hundred  and 
fifty-one  patients  were  under  observation  on  an  aver- 
age of  three  and  four-tenths  years,  and  in  that  time 
85  (approximately  5  per  cent)  died  from  various 
causes. 

Gastric  and  duodenal  ulcer:  Ninety-one  patients 
were  under  observation  on  an  average  of  three  and 
eight-tenths  years,  and  in  that  time  9  (10  per  cent) 
died. 

Hunter's  first  observations  on  these  statistics  are 
as  follows:  "The  fact  that  17  per  cent  of  those  oper- 
ated on  for  gastric  ulcer  have  died  within  an  aver- 
age period  of  observation  of  three  and  six-tenths 
years,  and  the  fact  that  5  per  cent  of  those  operated 
on  for  duodenal  ulcer  have  died  within  an  average 
period  of  observation  of  three  and  four-tenths  years, 
are  in  themselves  significant.  While  we  cannot  tell 
how  many  lives  have  been  saved  by  reason  of  opera- 
tion for  duodenal  ulcer,  it  may  safely  be  stated  that 
the  survival  for  three  and  a  half  years  after  the  opera- 
tion of  95  per  cent  is  a  high  tribute  to  surgery.  With 
such  a  serious  condition  as  gastric  ulcer,  a  death  rate 
in  three  and  a  half  years  of  17  per  cent  of  those  oper- 
ated on  appears  to  be  low.  While  I  cannot  prove  my 
statement,  I  believe  that  a  much  larger  proportion 
of  persons  would  have  died  but  for  the  operation, 
and  that  many  years  of  life  in  the  aggregate  were 
saved  through  surgical  treatment." 

The  chief  point  of  importance  in  these  statistics, 
however,  is  gained  by  comparing  the  mortality  fig- 
ures of  a  group  of  patients  subjected  to  operation  for 
gastric  and  duodenal  ulcer  with  a  group  of  the  gen- 
eral population  corresponding  in  age  and  in  sex. 

Table  i. 
Deaths  in  group  of  521  persons  operated  on  for 
gastric  ulcer: 

Years  following  operation:  Deaths 

First 26 

Second 21 

Third 11 

Fourth 7 

Fifth 7 

Sixth  and  subsequent 6 


Deaths  during  same  period  of  time  in  general  pop- 
ulation group  of  521  persons  with  like  distribution  as 
to  age  and  sex: 


Years  Deaths 

First 8.2 

Second 6.5 

Third 4.9 

Fourth 4,1 

Fifth 3.0 

Sixth  and  subsequent 5.6 

32.3 

The  statistics  show  that  the  death  rate  of  a  group 
of  persons  following  operation  for  gastric  ulcer  is 
four  and  one-third  times  as  high  as  that  of  a  group  of 
the  general  population  of  similar  age  and  sex.  In  the 
second  year  the  death  rate  is  three  and  one-fourth 
times  as  high,  and  in  the  later  years  still  less.  The 
death  rate  of  patients  operated  on  for  gastric  ulcer. 
as  determined  by  the  statistics  of  about  three  and 
one-half  years,  was  two  and  two-thirds  times  the 
death  rate  in  the  general  population  group. 

Table  2. 

Deaths  in  group  of  1,651  persons  operated  on  for 
duodenal  ulcer: 

Years  following  operation  Deaths 

First 22 

Second 20 

Third 9 

Fourth 10 

Fifth II 

Sixth  and  subsequent 13 


Deaths  during  same  period  of  time  in  general  pop- 
ulation group  of  1,651  persons  with  like  distribution 
as  to  age  and  sex: 

Years  Deaths 

First 24 .0 

Second 18.6 

Third 14.3 

Fourth .  . 1 1 . 2 

Fifth 8.3 

Sixth  and  subsequent 16.7 

03  I 

The  death  rate  of  a  group  of  persons  in  the  first 
two  years  following  operation  for  duodenal  ulcer  is 
only  that  of  a  group  of  the  general  population,  and 
after  the  second  year  the  mortality  is  actually  less 
than  in  the  group  of  the  general  f)opulation.  These 
statistics  illustrate  very  strikingly  the  fact  which  has 
been  always  recognized  by  surgeons,  namely,  that 
gastric  ulcer  is  a  much  more  serious  condition  than 
duodenal  ulcer,  not  only  from  an  operative  stand- 
point, but  from  the  standpoint  of  after-results,  and 
that  as  a  rule  the  patient  with  a  gastric  ulcer  shows 
much  more  evidence  of  impaired  general  health  than 
the  patient  with  duodenal  ulcer. 
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ANAESTHETICS 

Manine  and  LePage:  General  Anaesthesia  by 
Intrarectal  Etherization  (Note  sur  ranesth6sie 
g6n6ral  par  6thdrisation  intra-rectale).  Arch,  de  mid. 
ct  pharm.  nav.,  1919,  cviii,  284. 

While  many  surgeons  have  refused  to  employ 
rectal  etherization  owing  to  the  possibility  of  severe 
complications,  sometimes  fatal,  which  have  been 
attributed  to  this  method,  the  authors  believe  on  the 
basis  of  their  own  experience  that  it  is  dangerous 
only  if  doses  greater  than  from  60  to  100  c.  c.  are 
used.  Further  experience  and  perfecting  of  the 
technique,  however,  are  necessary  before  a  definite 
opinion  as  to  its  true  value  can  be  formed. 

The  authors  have  employed  the  method  in  16 
cases.  In  only  i  was  there  a  mishap  and  this  was 
the  case  of  a  patient  whose  general  condition  was 
very  unsatisfactory.  Twenty  minutes  after  the 
operation  was  begun  the  respiration  ceased,  the 
skin  became  markedly  cyanotic,  and  the  pulse  very 
weak.  Artificial  respiration  and  the  injection  of 
stimulants  revived  the  patient,  however,  and  the 
operation  was  completed  without  further  incident. 
Intrarectal  etherization  is  described  as  follows: 

One  centigram  of  morphine  is  given  half  an  hour 
before  the  operation.  The  patient  is  then  placed  on 
the  left  side  and  a  No.  16  Nelaton  catheter  is  intro- 
duced into  the  rectum  for  about  10  cm.  According 
to  Dufourmentel,  the  fluid  should  not  be  injected 
into  the  colon.  If  the  general  condition  is  good,  as 
much  as  100  c.  c.  may  be  injected.  Otherwise  the 
amount  should  not  exceed  80  c.  c.  With  the  smaller 
dose  anaesthesia  is  slow  but  may  be  hastened  with  a 
few  whifTs  of  chloroform. 

The  authors  have  always  used  pure  ether  rather 
than  ether  mixed  with  oil  and  have  never  observed 
irritation  of  the  rectal  mucosa  or  any  other  incon- 
venience. Anaesthesia  is  complete  at  the  end  of 
twenty-five  or  thirty  minutes.  The  awakening  is 
slow,  in  the  authors'  cases  taking  place  from  one 
and  a  half  to  two  and  a  half  hours  after  the  begin- 
ning of  the  anaesthesia. 


Vomiting  is  infrequent  and  insignificant.  The 
general  condition  after  awakening  and  on  the  day 
following  is  better  than  after  inhalation  anaesthesia. 

The  advantages  of  the  method  are  its  simplicity 
and  the  facts  that  it  does  not  require  a  skilled 
anaesthetist,  the  patient  is  placed  in  a  position 
facilitating  the  operation,  and  the  postanaesthetic 
course  is  calm.  Its  di.sadvantages  arc  that  it  is  slow 
and  prolonged. 

Intrarectal  etherization  has  particular  indications 
in  surgery  of  the  head  and  neck.  It  can  be  used  to 
advantage  also  in  thoracic  surgery. 

W.  A .  Brennan. 

SURGICAL  INSTRUMENTS  AND  APPARATUS 

Barron,  N.,  and  Bainbridge,  W.  S.;  The  Barron 
Ladder  in  the  Treatment  of  Fiat-Foot,  futer- 
nal.  J.  Surg.,  1919,  xxxii,  341. 

The  Barrow  ladder  is  a  ladder  in  which,  instead  of 
ordinary  rungs,  there  are  steps  set  at  an  angle  of  35 
degrees  and  a  toe-piece  to  prevent  the  foot  from  slip- 
ping forward.  The  toe-piece  is  i>^  in.  deep  and  the 
step  measures  3  or  4  in.  The  steps  are  18  in.  apart. 
The  ladder  is  from  20  to  25  ft.  in  length  and 
equipped  with  a  balancing  board  running  alongside. 
In  use  it  is  laid  flat  on  the  floor. 

The  patient  steps  on  the  ladder,  toes  slightly  in. 
He  then  points  one  foot  forward,  keeping  all  the 
weight  on  the  other  foot  until  the  advancing  foot  is 
in  position  on  the  next  step.  He  then  sways  the 
whole  body  forward  onto  the  advanced  foot  and 
continues  as  before.  Having  reached  the  end  of  the 
ladder,  he  goes  backward  in  exactly  the  same  man- 
ner, this  time  keeping  the  weight  on  the  front  foot 
while  the  retiring  foot  is  in  position.  Having  exer- 
cised on  the  steps  for  fifteen  or  twenty  minutes  he 
goes  backward  and  forward  two  or  three  times  on 
the  balancing  board. 

The  ladder  is  recommended  for  cases  of  flat-foot 
which  can  be  treated  by  exercise.  Its  construction 
is  given  in  detail  in  the  original  article. 

PHI1.IP  Lewin. 


SURGERY  OF  THE  HEAD  AND  NECK 


HEAD 

Sebiieau  and  Vallas:  The  Operative  Treatment  of 
Cancer  of  the  Tongue  (Le  traitement  du  cancer 
de  la  langue  par  la  methode  sanglante).  Presse 
mid.,  Par.,  1919,  xxvii,  595. 

Sebiieau,  agreeing  with  Butlin.  discusses  and 
rejects  total  amputation  of  the  tongue  as  he  does 
not  believe  the  benefits  obtained  are  worth  the 
sacrifice.  He  rejects  also  the  total  hemiresection 
extended  to  the  deep  attachments  of  the  tongue 
which  has  been  recommended  by  Morestin.  How- 
ever rapid  may  be  the  propagation  of  a  tongue  can- 
cer from  the  front  inward,  the  best  procedure,  he 
believes,  is  a  limited  amputation  realizable  by  the 


natural  route  which  may  be  extended  by  section 
of  the  labial  commissure.  He  condemns  lymph- 
adenectomy  and  routine  lymphangiectomy  as  un- 
necessary or  not  possible. 

The  natural  route  of  approach  is  the  route  of 
choice.  For  lesions  of  the  posterior  half  of  the 
tongue,  however,  the  lateral  transparietal  route 
must  be  selected.  The  transmaxillary  route 
should  be  reserved  for  cancers  propagated  to  the 
floor  or  vault  of  the  mouth. 

The  prognosis  of  amputations  through  the  mouth 
is  favorable.  The  mortality  of  operations  by  the 
buccal  route  is  5  per  cent;  of  those  by  the  trans- 
parietal route,  30  per  cent;  and  of  those  by  the 
transmandibular  route.  40  per  cent. 
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In  discussing  the  results  Sebileuu  estimates  that 
when  operation  is  performed  early  40  per  cent  of 
the  patients  survive  more  than  three  years.  In 
cases  of  old  cancers  operated  upon  by  the  trans- 
parietal and  mandibular  routes  the  survivors  are 
much  fewer. 

Vallas  is  a  partisan  of  extensive  ablation  of  the 
tongue,  the  glands,  and  the  intermediate  tissues 
en  bloc.  His  incision  is  made  about  2  cm.  below  and 
parallel  to  the  lower  edge  of  the  maxilla  and  ex- 
tends from  the  median  line  to  the  anterior  border  of 
the  sternomastoid.  The  facial  and  lingual  arteries 
are  ligated  at  their  origin  and  the  whole  cellulo- 
lymphatic  mass  of  the  submaxillary  region  is  re- 
moved. Removal  of  the  carotid  glands  is  done  if 
indicated,  the  incision  being  extended. 

Postoperative  care  must  be  directed  principally 
toward  the  saliva  and  food,  both  of  which,  rather 
than  blood,  may  occlude  the  respiratory  passages. 
The  use  of  a  nasal  catheter  to  give  food  is  preferable 
to  gastrostomy. 

Local  recurrences  are  rare,  but  recurrences  in  the 
glands  are  relatively  frequent,  especially  in  the 
region  of  the  hyoid. 

Like  Sebileau,  Vallas  believes  that  total  statistics 
have  little  value.  The  statistics  for  special  types  of 
tongue  cancer  he  reports  as  follows: 

1.  Cancer  of  the  mobile  part  of  the  tongue: 
In  32  cases  operated  upon  from  1907  to  1913  there 
were  3  operative  deaths  and  14  recoveries  lasting  for 
more  than  three  years. 

2.  Cancer  of  the  base  of  the  tongue:  These  are 
rarely  observed  as  they  are  not  recognized  before 
they  have  spread  to  the  pharynx,  the  tonsils,  or 
the  velum.  Vallas  has  operated  upon  5  cases  by 
the  transhyoid  route,  with  i  death  and  with  4 
recoveries  which  continued  for  less  than  three 
years. 

3.  Cancers  which  have  spread  to  the  floor  of  the 
mouth:  In  37  cases  operated  upon  the  mortality 
was  45  per  cent.  Three  of  the  patients  survived  for 
more  than  .three  years  and  i  was  without  recurrence 
twelve  years  after  the  operation. 

Vallas  concludes  that  operation  is  the  only  treat- 
ment that  will  give  a  definite  cure.  As  it  is  not  yet 
possible  to  say  whether  radium  therapy  should  be 
classed  among  the  palliative  or  the  curative  meth- 
ods, the  operative  technique  of  the  surgical  methods 
should  be  perfected  as  much  as  possible  and  what- 
ever extends  the  limits  of  operability  and  improves 
the  operative  results  should  be  accepted. 

W.  A.  Brp;nnan. 

Aboulker,  H.:  The  Surgical  Treatment  of  Bucco- 
pharyngeal Cancers  (Contribution  au  traitement 
des  cancers  bucco-pharyngiens) .  Rev.  de  chir.,  Par., 
1919,  Ivii,  185. 

Aboulker  did  a  radical  operation  in  28  cases  of 
buccopharyngeal  cancer.  Various  procedures  were 
followed,  i.e.,  ablation  by  the  natural  route,  which 
in  some  cases  was  enlarged;  resection  of  the  ascend- 
ing  branch   of   the   maxilla;    laryngotomy   by   the 


subhyoid  route;  or  mediolateral  pharyngectomy 
with  total  laryngectomy,  according  to  whether  the 
cancer  was  situated  on  the  floor  of  the  mouth,  the 
buccal  pharynx,  or  the  laryngeal  pharynx.  In 
the  28  cases  there  were  10  deaths.  In  10  instances 
the  operation  was  performed  under  local  anaesthesia. 

The  principal  cause  of  death  in  these  cases 
Aboulker  believes  was  chloroform  ana-sthesia  which 
was  used  in  18  cases.  In  this  group  the  mortality 
was  55  per  cent.  In  the  10  cases  operated  upon 
under  local  anaesthesia  there  were  no  deaths. 

Next  in  importance  to  chloroform  as  a  cause  of 
death  was  gangrene  of  the  operative  wound  and 
tracheotomy.  As  a  rule  tracheotomy  was  done 
to  facilitate  the  induction  of  chloroform  anaesthesia. 
In  the  author's  28  cases  tracheotomy  was  per- 
formed in  15 — in  12  cases  of  chloroform  anaesthesia 
and  in  3  cases  of  local  anaesthesia.  Aboulker  there- 
fore concludes  that  tracheotomy  should  be  avoided 
as  well  as  the  use  of  chloroform. 

The  operations  performed  under  local  anaesthesia 
were  of  the  most  extensive  type  possible  on  the 
face  and  chin.  The  author  says  that  nothing  more 
extraordinary  can  be  seen  than  the  spectacle  of  a 
patient  who  has  undergone  such  an  extensive  op- 
eration as  pharyngectomy  leaving  the  operating 
table  after  an  operation  which  has  lasted  two  hours 
or  more  and  walking  unassisted  to  his  bed. 

Aboulker  makes  systematic  clearance  of  the 
glands  in  the  subaxilla  y,  carotid,  and  supra- 
clavicular regions. 

For  tumors  of  the  pharynx  and  the  floor  of  the 
mouth  the  author  prefers  a  paramedian  section  of 
the  inferior  maxilla  followed  by  suture.  For  tumors 
of  the  lower  pharynx  a  median  or  mediolateral 
pharyngectomy  and  partial  or  total  resection  of  the 
larynx  is  preferred,  according  to  the  case. 

The  anaesthetic  recommended  is  a  i  :2oo  or  1 1300 
solution  of  novocaine  with  adrenalin.  From  70  to 
100  c  c.  can  be  injected  without  inconvenience,  but 
30  c  c.  suffice  even  for  very  complex  operations. 

Details  of  the  28  cases  are  given. 

W.  A.  Brennan. 

NECK 

MacLean,  N.  J.:  The  Surgical  Treatment  of  Ex- 
ophthalmic and  Thyrotoxic  Goiter,  with  Special 
Reference  to  Bilateral  Resection.  Surg  ,  Gyncc. 
b"  Obst.j  1919,  xxix,  475. 

The  conclusions  drawn  are  based  on  the  results 
obtained  in  31  cases  of  true  Graves'  disease,  or  cases 
with  positive  symptoms  of  hyperthyroidism  in 
which  both  lobes  of  the  thyroid  were  enlarged. 
There  were  no  deaths.  Preparatory  treatment,  such 
as  absolute  rest  and  medical  care,  preceded  every 
operation,  and  in  some  cases  injections  of  boiling 
water  were  given.  Bilateral  resection  was  not  advo- 
cated in  all  cases.  In  some,  the  bilateral  resection 
was  done  at  one  operation.  In  severe  cases  the  min- 
imum amount  of  one-sixth  of  the  gland  was  left, 
while  in  the  less  toxic  cases  somewhat   more  than 
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one-sixth  remained.  Not  the  slightest  sign  of  myxu;- 
dema  or  hypothyroidism  has  been  noted  in  any  of 
these  cases. 

All  treatment  to  be  rational  should  be  based  on 
the  pathologic  condition.  Medical  treatment  should 
be  employed  in  the  first  acute  stage  and  operation 
undertaken  when  the  symptoms  again  recur  or  per- 
sist for  a  prolonged  period.  It  is  best  to  perform  the 
operation  during  the  stage  of  remission.  Operation 
is  contra-indicated  in  acute  fulminating  cases,  fol- 
lowing the  recent  onset  of  acute  intoxication  in  any 
stage  of  the  disease,  and  in  cases  of  organic  disease 
of  the  heart  unless  it  has  been  treated. 

The  preferred  anaesthetic  is  nitrous  oxide  and  oxy- 
gen with  local  infiltration  of  anocaine  and  adrena- 
lin.  The  surgical  technique  is  described  in  detail. 


The  advantages  of  bilateral  resection  over  uni- 
laterial  lobectomy  or  unilateral  lobectomy  with 
partial  resection  of  the  opposite  lobe  are: 

1.  Minimum  injury  to  the  parathyroids. 

2.  Absolute  safety  of  the  recurrent  laryngeal 
nerve. 

3.  The  fact  that  if  for  any  reason  further  removal 
of  the  gland  should  be  indicated,  as  for  recrudescence 
of  the  symptoms  of  thyrotoxic  activity  or  the  rare  but 
possible  occurrence  of  malignancy,  the  one  side  could 
be  completely  removed  with  the  assurance  that  some 
portion  of  the  gland  remained. 

4.  The  avoidance  of  hypertrophy  in  the  remaining 
lobe. 

5.  Preservation  of  the  symmetry  of  the  neck. 

C.  R.  Steikkf. 


SURGERY  OF  THE   CHEST 


CHEST  WALL  AND  BREAST 

Shattuck,  G.  C:  Medical  Aspects  of  Wounds  of 
the  Chest  in  War.  Am.  J.  M.  Sc,  1919,  clviii, 
629. 

Shattuck  is  of  the  opinion  that  the  physician  is 
more  familiar  with  some  of  the  questions  which 
arise  in  connection  with  chest  cases  than  the  sur- 
geon. This  he  believes  true  whether  the  dyspnoea  is 
due  to  a  large  haemothorax,  pneumothorax,  pul- 
monary oedema,  or  massive  collapse  of  the  lung; 
whether  the  circulatory  disturbance  can  be  relieved 
by  aspiration  or  is  due  to  shock  or  haemorrhage; 
whether  the  temperature  is  caused  by  infection  of 
the  haemothorax  or  is  due  to  some  other  cause. 
'  The  preliminary  treatment  should  consist  of  rest, 
warmth,  and  quiet.  Sucking  wounds  should  be 
closed  and  haemorrhage  stopped.  To  arrest  bleed- 
ing a  pad  of  gauze  strapped  to  the  wound  will  usually 
be  adequate.  Pulmonary  oedema  clears  up  if  the 
patient  is  put  to  bed  with  the  chest  slightly  elevated 
and  1/6  gr.  of  morphine  and  1/120  gr.  of  atropin  are 
injected  subcutaneously.  During  the  war  patients  in 
a  state  of  collapse  were  given  by  rectum  infusions 
of  glucose  and  salt  or  salt  solution  by  the  drip 
method. 

Blood  should  not  be  transfused  in  the  presence  of 
a  large  haemothorax  lest  it  induce  further  internal 
haemorrhage  and  lest  it  add  to  existing  circulatory 
embarrassment . 

Preliminary  aspiration  should  be  done  in  a  small 
proportion  of  cases  in  which  there  is  a  large  haemo- 
thorax or  haemopneumothorax,  and  an  endeavor 
made  to  leave  the  intrathoracic  pressure  at  approx- 
imately that  of  the  atmosphere. 

In  the  war  hospitals  postoperative  aspiration  was 
done  after  twenty-four  hours  and  again  after  two 
days,  as  following  operation  fluid  soon  begins  to 
collect  in  the  pleural  cavity.  In  the  most  favorable 
cases  from  200  to  300  c.c.  of  fluid  and  some  air  were 
obtained  at  the  first  tapping,  and  so  little  fluid  at 
the  second  that  further  tapping  was  unnecessary. 


For  two  days  after  operation  morphine  was  used 
freely  to  relieve  pain  and  check  restlessness. 

Fever  of  moderate  degree  is  the  rule  in  sterile 
haemothorax,  but  after  a  few  days  begins  to  subside. 

Infection  should  be  suspected  when  the  tempera- 
ture and  pulse  do  not  show  a  downward  tendency 
after  a  few  days;  when  the  amount  of  fluid  in  the 
chest  seems  to  be  increasing;  when  the  patient's 
condition  does  not  rapidly  improve;  or  when,  after 
temporary  improvement,  he  becomes  abnormally 
irritable,  there  is  intrathoracic  pain,  and  the 
temperature  begins  to  rise  again. 

Tapping  for  infected  chests  was  not  successful 
as  later  it  was  necessary  to  operate  in  every  instance. 

H.  A.  McKnicht. 

Lebowitz,  J.  J.,  and  Nadler,  W.  H.:  Penetrating 
Chest  Wounds ;  Report  of  276  Cases  Treated  in  a 
Base  Hospital  in  France.  Surg.,  Gynec.  cr  Obst.. 
1919,  xxix,  429. 

In  the  cases  reported  the  observations  began  as  a 
rule  six  days  after  the  injury. 

The  mortality  was  5.4  per  cent.  Four  patients 
died  as  a  result  of  associated  spinal  wounds,  6  of 
empyema,  2  of  haemorrhage,  i  of  gas-bacillus  infec- 
tion, and  I  of  suppurative  hepatitis. 

The  most  common  event  in  chest  wounds  is  haemo- 
thorax which  in  this  series  occurred  in  175  cases. 
Once  the  diagnosis  of  haemothorax  has  been  made, 
the  early  detection  of  infection  is  the  most  important 
consideration  because  by  early  drainage  extensive 
organization  of  pleural  exudate  with  permanent  loss 
of  lung  expansion  can  be  prevented.  Sterile  cases 
with  haemothorax  require  no  special  treatment,  but 
when  there  is  much  fluid  repeated  aspirations  are 
necessary. 

The  physical  findings  in  the  series  reported  were 
of  interest,  especially  the  high  level  of  the  diaphragm 
the  fixation  and  retraction  of  the  wounded  side  in 
the  presence  of  even  very  smaU  amounts  of  fluid,  and 
the  distinct  breath  sounds,  tubular  breathing,  and 
increased  vocal  fremitus  heard  upon    auscultation 
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over  the  dull  area  in  chests  from  Wiiich  large  amounts 
of  bloody  fluid  were  later  aspirated.  These  findings 
were  ascribed  to  a  condition  of  lung  collapse  which 
Bradford  considers  one  of  the  leading  phenomena  if 
not  the  leading  phenomenon  of  gunshot  injuries 
of  the  chest. 

Pneumothorax  occurred  in  71  cases,  26  open  and 
45  closed.   Of  the  open  cases  13  remained  sterile. 

Shock  occurred  in  21  cases,  and  haemoptysis, 
usually  slight,  in  95  cases.  Subcutaneous  emphy- 
sema, found  in  61  cases,  varied  from  small  areas 
about  the  wound  of  entrance  to  involvement  of  the 
entire  trunk.  Occasionally  subcutaneous  emphy- 
sema associated  with  one  or  more  wounds  of  the 
chest  was  the  only  sign  of  lung  penetration. 

The  surgical  treatment  of  penetrating  chest 
wounds  at  the  base  hospital  was  confined,  in  general, 
to  the  treatment  of  the  complications,  chief  of  which 
was  infection,  particularly  infected  hajmothorax. 

In  all  cases  of  haemothorax  in  which  the  bacterio- 
logical examination  showed  the  presence  of  organ- 
isms rib  resection  was  done  promptly.  For  this  the 
surgeon  chose  the  most  dependent  portion  of  the 
chest,  bearing  in  mind  the  frequent  high  level  of 
the  diaphragm.  Clots  were  evacuated  from  the 
pleural  cavity.  In  11  cases  after  irrigating  with 
eusol,  Carrel-Dakin  tubes  and  a  large  drainage  tube 
were  inserted  and  eusol  was  instilled  every  two  hours. 
The  results  were  very  good.         H.  A.  McKnight. 

Cartolari,  E. :  Penetrating  Wounds  of  the  Thoracic 
Cavity  (SuUe  feritc  penetranti  nella  cavita  toracica). 
Clin,  chir.,  1919,  xxvi,  789. 

Cartolari  gives  a  statistical  study  of  the  cases 
which  came  under  his  observation.  The  severely 
wounded  are  not  considered,  nor  those  who  died 
soon  after  injury.  His  statistics  contain  a  high 
number  of  rifle  wounds  due  to  the  fact  that  the  hos- 
pital was  situated  near  a  mountain  sector  where 
artillery  could  not  be  used.  The  symptoms  varied 
considerably.  In  nearly  every  case  there  was  a 
fracture  of  the  ribs.  Dyspnoea  and  hasmothorax 
were  often  pronounced.  Subcutaneous  emphysema 
was  observed  in  15  per  cent  of  the  cases.  Haemop- 
tysis was  very  frequent.  In  7  cases  it  was  the  only 
symptom.  It  was  rarely  severe  and  responded 
readily  to  therapeutic  measures.  Pneumothorax  oc- 
curred in  only  3  per  cent  of  the  cases.  Of  the  late 
complications  bronchopneumonia  was  the  most 
serious  and  empyema  came  next.  One  case  was  com- 
plicated by  a  perforating  bullet  wound  of  the  spinal 
column  with  injury  to  the  cord. 

As  the  thoracic  wounds  considered  were  not  severe, 
the  operative  indications  were  reduced  to  a  mini- 
mum. The  patients  were  put  at  absolute  rest. 
Morphine  was  administered  and  stimulation  if 
necessary.  The  wound  of  entrance  was  disinfected 
and  an  aseptic  dressing  applied. 

All  pleural  wounds  were  closed  by  the  dressings. 
Drainage  was  instituted  when  necessary.  Haemor- 
rhagic  effusions  were  aspirated  when  they  produced 
symptoms.    No  exploratory  punctures  were  made. 


The  chest  on  the  affected  side  was  immobilized  with 
adhesive  strips.  Haemoptysis  responded  quickly 
to  the  ordinary  remedies.  I.  F.  Vouni. 


Rodman,   J.   S.:  Empyema. 

1919,  xxiii,  65. 


Pennsylvania   M.   J., 


In  this  article  the  author  gives  his  own  experience 
in  the  tieatment  of  240  cases  of  empyema  which 
occurred  on  the  surgical  service  at  the  base  hospital 
at  Camp  Bowie,  Fort  Worth,  Texas,  from  Sept.  15, 
191 7,  to  April  I,  1918,  and  at  General  Hospital  No. 
14,  Fort  Oglethorpe,  Ga.,  from  June  5  to  Oct. 
10.  1918. 

These  cases  were  due  to  the  epidemic  of  191 7-18, 
during  which,  in  a  little  longer  period  than  the  three 
months  of  November,  December,  and  January,  one- 
third  of  the  command  of  the  Thirty-sixth  Division, 
some  8,000  troops,  suffered  from  measles,  which 
was  often  complicated  by  bronchopneumonia  lead- 
ing to  empyema,  mastoiditis,  and  other  metastatic 
infections. 

In  the  first  group  of  50  cases  the  plan  of  draining 
the  chest  cavity  as  quickly  and  as  simply  as  possible 
was  followed;  thoracotomy  without  rib  resection 
was  done  for  the  most  part  under  local  anaesthesia 
and  drainage  provided  with  one  rubber  tube  of 
large  size.  Of  the  50  patients  thus  treated  23  died, 
a  mortality  of  45  per  cent. 

After  the  first  50  cases,  Rodman  decided  to  aspir- 
ate in  the  worst  cases  and  found  to  his  relief  that  this 
procedure  was  distinctly  better.  As  a  rule,  the  im- 
provement in  the  general  condition  was  marked,  the 
patient  appearing  less  toxic  and  respiration  becom- 
ing easier.  Usually  it  was  necessary  to  repeat  the 
aspiration  after  the  lapse  of  three  or  four  days,  at 
the  end  of  which  time  the  fluid  had  taken  on  the 
character  of  pus.  Following  aspiration,  thoracotomy 
with  the  resection  of  one  rib  as  low  down  as  possible, 
usually  in  the  eighth  posterior  axillary  line,  became 
the  operation  of  choice.  To  this  was  added  irriga- 
tion with  normal  salt  solution  after  one  week  had 
elapsed  and  later  irrigation  with  Dakin's  solution. 
As  a  result  of  this  treatment  the  number  of  deaths 
decreased  about  one-half,  so  that  in  the  first  100 
cases  the  mortality  was  about  28  per  cent. 

The  plan  of  aspiration  and  late  operation  with 
rib  resection  was  not  changed  in  the  second  100 
cases,  but  routine  irrigation  with  Dakin's  solu- 
tion every  three  hours  through  the  permanent 
drainage  tubes  was  added.  Later  these  patients 
were  given  open-air  treatment  and  setting-up  exer- 
cises. In  the  last  133  cases  with  the  treatment  just 
outlined  the  mortality  dropped  to  10  per  cent  and 
the  average  period  of  convalescence  was  from  five 
to  six  weeks. 

In  the  spring  of  191 8  the  author  took  the  course 
of  instruction  in  the  treatment  of  infected  wounds 
at  the  Rockefeller  War  Demonstration  Hospital, 
New  York,  wheie  he  was  much  impressed  by  the 
technique  used  and  the  results  obtained  in  cases  of 
empyema.  The  technique  developed  there  is  briefly 
as  follows: 
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Wide  resection  of  from  2  to  3  inches  of  the  eighth 
or  ninth  rib  in  the  posterior  axillary  line;  the  intro- 
duction of  4  Carrel  tubes,  each  with  20  perforations. 
2  tubes  being  placed  upward  and  2  downward;  and 
immediate  irrigation  on  the  table  with  full  strength 
0.5   per   cent  Dakin's    solution,  the   wound   being 

1  eft  wide  open  but  packed  with  gauze  soaked  in 
Dakin's  solution  sufTiciently  to  steady  the  tubes, 
the  surrounding  skin  being  protected  with  sterilized 
vaseline.  A  rather  voluminous  dressing  is  then 
placed 'over  the  wound  and  the  patient  is  returned 
to  bed.  Instillation  of  100  c.c.  Dakin's  folution 
every  two  hours  by  the  nurse  and  irrigation  daily 
at  the  dressing  complete  the  procedure.  If  a  bron- 
chial fistula  is  already  present,  the  use  of  Dakin's 
solution  in  the  chest  cavity  is  contra-indicated. 

E.    C.    ROBITSITEK. 

Tinker,  M.  B.,  and  Wattenberg,  J.  E.:  The  Treat- 
ment of  Chronic  Empyema.  .4  mm.  Surg.,  1919, 
Ixx,  545. 

The  authors'  analysis  of  80  cases  of  chronic  empy- 
ema as  treated  at  U.  S.  General  Hospital  No.  26 
suggests  rational  and  conservative  treatment .  Their 
deductions  are  made  in  terms  of  averages. 

The  general  treatment  consisted  of  fresh  air,  sun- 
shine, frequent  and  careful  feeding,  iron  tonics,  and 
stomachics.  The  local  treatment  consisted,  in  the 
majority  of  cases,  of  the  use  of  Dakin's  solution 
which  in  a  few  instances  was  followed  by  injections  of 
bismuth  paste.  Ninety  per  cent  of  the  patients  had 
been  operated  upon  elsewhere. 

The  average  time  for  the  permanent  closure  of  the 
wound  was  one  hundred  and  twenty-two  days;  of 
healing  of  the  wound  after  arrival  at  the  hospital, 
thirty-four  days;  and  of  suppuration  prior  to  admis- 
sion four  months.  The  average  length  of  time  that' 
elapsed  between  the  diagnosis  and  operation  was 
seven  and  three-tenths  days. 

Patients  operated  upon  immediately  after  pus 
was  found  did  not  recover  in  a  shorter  period  than 
those  operated  upon  later,  a  fact  which  suggests 
that  perhaps  in  acute  cases  it  might  be  better  to 
wait  nine  or  ten  days  before  operating.  In  no  case 
was  a  cure  effected  by  aspiration  alone.  The  argu- 
ment favoring  the  removal  of  more  than  one  rib 
was  not  strengthened. 

The  technique  of  the  Dakin  treatment  used  con- 
sisted of  irrigating  the  cavity  once  daily  with  suffi- 
cient Dakin's  solution  to  fill  it.  This  was  repeated 
until  the  fluid  returned  clear,  after  which  a  liberal 
amount  of  the  fluid  was  given  as  an  instillation  every 
two  hours  for  the  remainder  of  the  day.  Several 
tubes  were  placed  in  the  various  parts  of  the  cavity 
as  originally  described  in  the  Carrel-Dakin  tech- 
nique. 

When  the  cavity  had  diminished  to  a  capacity  of 

2  or  3  oz.  and  did  not  tend  to  close  further,  bismuth 
paste  (bismuth  subnitrate,  10  parts,  vaseline,  qo 
parts)  was  used.  Prior  to  using  the  bismuth  the 
cavity  was  flushed  once  daily  for  three  successive 
days  with  q5  per  cent  alcohol. 


In  addition  to  the  care  of  the  wound  itself  the 
patients  were  given  daily  lung  expansion  exercises 
out  of  doors  and  with  the  Wolfe  bottles  unless  there 
was  some  contra-indication.  The  exercise  with  the 
Wolfe  bottles  was  encouraged  three  times  daily,  at 
least  three  or  four  transfers  being  made  each  time 
with  bottles  of  a  capacity  of  i|^  liters.  Individual 
records  stimulated  the  patient's  interest  in  his 
case. 

After  a  month  of  physical  culture  the  contour  of 
the  affected  side  showed  obvious  changes.  After 
five  weeks  of  physical  culture  there  was  a  marked 
gain  in  the  expansion,  circumference,  and  antero- 
posterior diameter  of  the  chest  and  in  the  body 
weight. 

The  results  seem  to  indicate  that  radical  operation 
is  unnecessary  in  most  cases  of  empyema  which  are 
not  of  too  long  standing,  and  that  in  the  majority  of 
cases  the  recovery  of  health  and  strength  is  readily 
possible.  W.  L.  Stkanberg 

Regard,  G.  L.:  Treatment  of  Serofibrinous  Pleu- 
risy by  Evacuation  of  the  Fluid  and  Pneumo- 
thorax (Traitement  de  la  pleurisie  s^ro-fibrineuse 
par  Evacuation  du  liquide  et  pneumothorax). 
Presse  mid.,  Par.,  1919,  xxvii,  564. 

The  author  enumerates  the  advantages  of  evacua- 
tion followed  by  pneumothorax  in  the  treatment  of 
serofibrinous  pleurisies  as  follows: 

1.  The  lung  and  pleura  are  put  at  complete  rest. 

2.  The  pleural  walls  are  kept  well  separated  from 
each  other  and  secondary  lesions  and  irritations 
due  to  friction  are  prevented.  When  the  pneumo- 
thorax is  maintained  until  complete  recovery  it 
hinders  the  formation  of  adhesions  during  the  in- 
flammatory period. 

3.  When  the  effused  fluid  is  withdrawn  the  fibrin 
which  it  contains  is  also  removed.  This  fibrin  is 
one  of  the  principal  causes  of  adhesions.  Although 
the  fluid  constitutes  a  defense  effusion  partially  im- 
mobilizing the  lung  and  keeping  the  pleural  wall 
apart,  total  pneumothorax  instead  of  depriving  the 
patient  of  these  advantages  increases  them. 

4.  In  large  effusions  this  treatment  re-establishes 
the  normal  equilibrium  of  the  thoracic  wall,  the 
medias'inum,  the  heart,  and  the  diaphragm. 

5.  It  relieves  the  heart  by  replacing  an  incom- 
pressible fluid  by  a  compressible  gas  which  exerts 
only  a  very  weak  compressive  action  on  the  heart. 

6.  The  treatment  prevents  the  pains  due  to  the 
rubbing  and  dragging  of  the  inflamed  parietal  pleura 
by  the  patient's  movements. 

These  advantages  have  been  confirmed  in  a  num- 
ber of  the  author's  cases,  and  he  is  convinced  that 
the  treatment  described  is  the  best.  It  may  be 
begun  as  soon  as  the  diagnosis  is  made.  An  injec- 
tion of  700  to  800  c.c.  of  air  after  the  evacuation  of 
the  fluid  is  sufficient. 

If  there  are  recent  adhesions  which  prevent  the 
retraction  of  the  lung,  they  may  often  be  ruptured 
by  temporarily  increasing  the  tension  of  the  in- 
jected  air.  W.  A.  Brenn.\n. 
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Lyon,  M.  W. :  A  Case  of  Mediastinal  Ilodgkin's 
Granuloma,  with  Perforation  of  the  Chest 
Wall.    Am.  J.  M.  Sc,  1919,  clviii,  557. 

A  case  of  neoplastic  growth  having  the  tissue 
characteristics  of  Hodgkin's  granuloma  and  situated 
primarily  in  the  mediastinum  is  described  in  clinical 
and  pathological  detail. 

The  patient  was  a  young,  white  adult  male  of  good 
personal  and  family  history.  The  duration  of  the 
condition  was  sixteen  months.  The  neoplastic  mass 
caused  pressure  erosion  of  the  chest  wall,  the  right 
pleura  became  infected,  a  retropleural  and  retro- 
peritoneal abscess  developed,  and  the  patient  died  of 
toxaemia  and  exhaustion. 

The  chief  pathological  findings  were  extension  of 
the  mediastinal  neoplastic  growth  into  the  right 
lung  and  involvement  of  the  bronchial  and  medias- 
tinal lymph  nodes,  many  abdominal  iymph  nodes, 
and  the  retroperitoneal  and  inguinal  nodes.  Growths 
resembling  metastases  were  found  in  the  unenlarged 
spleen,  the  tail  of  the  pancreas,  the  right  kidney,  and 
the  epicardium,  and  were  beginning  to  invade  the 
myocardium.  The  liver  and  the  cervical,  maxillary, 
and  axillary  lymph  nodes  were  not  involved. 

P.  M.  Chase. 

B^rard,  L.,  and  Dunet,  C:  Circling  Ankylosis  of 
the  Thorax  (Ankylose  cerclee  du  thorax).  Lyon 
chirurg.,  1919,  xvi,  147. 

Circling  ankylosis  of  the  thorax  is  a  condition 
characterized  by  the  presence  of  callus  causing 
fixation  of  several  ribs  and  partial  immobility  of  the 
thorax.  One  of  the  principal  factors  contributing 
to  the  condition  is  the  anatomical  disposition  of  the 
ribs.  Pathologic  factors  are  complicated  costal 
fractures,  especially  those  due  to  war  wounds,  and 
empyema  with  or  without  bone  lesions. 

After  a  gunshot  fracture  of  a  rib,  a  uni-  or  multi- 
costal  fracture,  the  bone  fragments  set  free  in  the 
intercostal  spaces  may  paiticipate  in  osseous 
regeneration  if  their  vascular  supply  is  preserved. 
This  and  periosteal  irritation  and  proliferation 
involve  the  ribs  above  and  below  in  newly  focmed 
callus. 

The  authors  report  a  case  in  which  the  seventh, 
eighth,  and  ninth  ribs  were  fixed  in  this  manner 
after  the  fracture  of  several  ribs  by  a  bullet.  The 
ribs  were  liberated  by  resecting  the  callus  en  bloc. 

W.  A.  Brennan. 

Federici,  N. :  Exenteration  of  the  Breast  for  Cancer 

(Svuotamenti    [exenteratio]    della    mammella    per 
forme  canceroidi).  Riforma  med.,  1919,  xxxv,  786. 

Federici  describes  what  he  terms  evacuation  or 
exenteration  of  the  breast  for  cancerous  conditions. 
The  operation  is  less  disfiguring  than  the  usual  breast 
amputation  and  is  done  in  one  stage.  An  upper 
incision  above  the  breast  terminates  in  the  axilla 
and  from  this  point  as  the  apex  another  incision  is 
carried  down  under  the  breast.  This  having  been 
done,  the  breast  and  tissues  as  far  as  the  axilla  form 
a  large  flap  which  can  be  lifted  up.    The  site  may 


then  be  cleared  out  with  the  aid  of  the  bistoury  and 
forceps.  After  all  the  affected  tissue  has  been  re- 
moved the  skin  flap  is  returned  to  its  place  accur- 
ately so  as  to  avoid  dead  spaces  and  is  sutured.  The 
sutures  may  be  removed  after  seven  days. 

Federici  has  performed  this  operation  in  two 
cases.  It  is  easy  to  execute  and  there  are  no  com- 
pUcations.  It  is  not  applicable,  however,  to  cases  of 
advanced  cancer,  being  indicated  only  in  cases  in 
which  ulceration  has  not  yet  occurred  and  there 
are  no  insuperable  adhesions.  The  author's  opera- 
tions were  performed  only  a  few  months  ago. 

W.  A .  Beennan. 

TRACHEA  AND  LUNGS 

David,  V.  C,  and  Miller,  E.  M.:  Gunshot  Injuries 
of  the  Lung  and  Chest.  Surg.,  Gynec.  &•  Obst., 
1919,  xxix,  435. 

David  and  Miller  present  a  group  of  cases  of  gun- 
shot injuries  of  the  lung  and  chest  observed  in  a 
base  hospital  some  distance  from  the  front.  In  these 
cases  the  chief  symptoms  were  those  of  the  compli- 
cations and  the  chief  interest  the  probable  functional 
results  which  followed  in  certain  types  of  injury. 

From  one-half  to  two-thirds  of  the  perforating 
wounds  of  the  chest,  regardless  of  the  type  of  mis- 
sile which  caused  them,  were  complicated  by  haemo- 
thorax. 

Sucking  wounds  of  the  chest  wall  were  present  in 
41  per  cent  of  the  perforating  wounds  of  the  chest 
due  to  high  explosives  and  in  only  7  per  cent  of  the 
wounds  due  to  machine-gun  bullets. 

Fifty-nine  per  cent  of  the  perforating  wounds 
from  high  explosives  developed  an  empyema  in  con- 
trast to  15  per  cent  of  those  due  to  machine-gun 
bullets. 

Pneumonia  followed  perforating  wounds  of  the 
chest  in  only  6  per  cent  of  the  cases. 

Two  patients  died,  a  mortality  of  slightly  over  4 
per  cent  for  cases  of  perforating  chest  woimds. 

In  the  cases  of  perforating  machine-gun  wounds 
of  the  chest  the  general  well-being  of  the  patients 
was  notable  on  an  average  of  two  months  after  their 
injury.  A  number  of  them  had  physical  findings  due 
chiefly  to  moderate  thickening  of  the  pleura  with 
impairment  of  the  normal  motion  of  the  chest,  but 
the  majority  looked  and  felt  well. 

Those  wounded  by  high  explosive  fragments  de- 
veloped some  complication;  a  few  had  only  simple 
hsemothorax  but  in  some  instances  this  was  sufiicient- 
ly  extensive  to  produce  complete  lung  collapse  with 
displacement  of  the  mediastinum  and  serious  embar- 
rassment of  respiration.  Empyema  occurred  in  65 
per  cent. 

Secondary  surgical  interference  was  necessary  in 
all  but  one  of  the  complicated  cases,  the  operations 
consisting  of  aspiration  of  haemothorax  or  pneumo- 
thorax, drainage  of  the  empyemata  by  rib  resection 
or  re-opening  of  a  sucking  wound,  and  in  cases  of 
secondary  pulmonary  haemorrhage,  repeated  blood 
transfusions. 
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In  29  cases  in  which  foreign  bodies  were  retained 
in  the  chest  only  i  successful  attempt  at  removal 
was  made  at  the  front. 

Pneumonia  developed  in  5  of  the  29  cases,  in  all 
but  I  following  wounds  due  to  high  explosives. 

Empyema  developed  in  one-third  of  the  cases  of 
retained  machine-gun  bullets  and  in  one-half  of 
those  of  retained  high  explosive  fragments.  The 
mortality  was  3.5  per  cent. 

All  of  these  complicated  cases  required  surgical 
treatment.  Aspiration,  often  repeated,  relieved  those 
with  haemothorax  or  pneumothorax,  rib  resection 
was  done  in  cases  of  empyema  and  lung  abscess,  and 
transfusion  of  blood  when  necessary. 

Seventy  per  cent  of  the  sucking  wounds  of  the 
chest  were  due  to  high  explosive  fragments.  Sixty- 
three  per  cent  of  the  sucking  wounds  developed 
an  empyema.  The  mortality  of  sucking  wounds 
was  6  per  cent. 

The  general  condition  of  the  patients  after  two 
months  was  good.  The  incidence  of  empyema  in  gun- 
shot injuries  of  the  pleura  or  lung  was  relatively  low,  as 
it  developed  in  only  one-third  of  the  cases.  In  sucking 
wounds  of  the  pleura  the  empyema  developed  in  most 
instances  a  few  days  after  the  injury,  and  in  cases 
of  fractured  ribs,  haemothorax,  or  retained  foreign 
bodies,  in  from  fifteen  to  thirty  days  after  the  in- 
jury. The  process  was  relatively  benign,  as  would 
be  indicated  by  the  fact  that  there  was  only  i  death. 

The  highest  incidence  was  found  in  sucking 
wounds  of  the  chest,  70  per  cent  of  which  developed 
empyema.  Of  the  total  number  of  empyemata, 
sucking  wounds  had  been  present  in  40  per  cent. 
While  the  number  of  chest  injuries  was  equally 
divided  between  wounds  due  to  high  explosives  and 
machine-gun  bullets,  empyema  was  twice  as  fre- 
quent following  wounds  from  high  explosives. 
Pneumonia  developing  after  wounds  of  the  lung  or 
pleura  played  a  very  minor  role  in  the  causation  of 
empyema. 

In  the  treatment  of  this  class  of  cases  a  rib  resec- 
tion was  done  under  local  anaesthetia  and  tubular 
drainage  was  employed  in  most  instances.  In  suck- 
ing wounds  with  empyema  drainage  through  the 
wound  already  present  was  usually  sufficient. 

The  patients  were  last  examined  on  an  average  of 
three  months  after  their  itijury.  At  that  time  75  per 
cent  of  them  were  in  good  general  condition.  Nearly 
all  had  moderate  to  marked  thickening  of  the  pleura 
with  more  or  less  immobilization  of  the  chest  wall. 
Seventy  per  cent  had  sinuses  but  large  cavities  were 
rare.  In  a  few  instances  complaint  was  made  of 
pain  in  the  chest,  dyspnoea,  tachycardia,  and  some 
cough.  These  usually  were  cases  of  large  sucking 
wounds  or  cases  in  which  the  empyema  had  been  in- 
sufficiently drained.  H.  A.  McKnight. 

Green,  N.  W.:  Lung  Abscess.    Ann.  Surg.,  1919,  Ixx, 

539- 

In  his  discussion  of  the  diagnosis  of  lung  abscesses 

the  author  states  that  the  presence  of  a  subacute 

abscess  may  be  suspected  when,  after  pneumonia  or 


empyema,  the  temperature  comes  to  normal  and 
then  rises  and  is  accompanied  by  a  hacking  cough 
and  a  fresh  appearance  of  pus  in  the  sputum. 

Chronic  lung  abscess  is  more  easily  diagnosed.  The 
patient  may  appear  chronically  ill  or  in  fairly  good 
condition  except  for  local  symptoms.  The  chief 
symptom  is  a  profuse  and  characteristically  foul 
expectoration,  the  amount  of  which  varies  with 
change  of  posture  and  at  different  periods  of  the 
day.    The  X-ray  will  also  aid  in  the  diagnosis. 

There  is  always  a  cough,  generally  a  slight  evening 
temperature,  and  a  certain  amount  of  anorexia. 
The  physical  signs  are  often  obscure  and  of  them- 
selves may  not  lead  to  a  diagnosis  of  abscess.  Gener- 
ally they  are  those  of  localized  consolidation  with 
occasionally  cavernous  breathing.  Clubbing  of  the 
fingers  is  a  constant  concomitant  as  in  bronchiec- 
tasis.   The  sputum  is  greenish  yellow. 

The  treatment  is  medical  and  surgical.  Medicines 
are  given  to  decrease  and  deodorize  the  sputum. 
Posture  may  improve  the  condition.  In  ambula- 
tory cases,  standing  on  the  hands  may  be  beneficial. 
The  surgical  treatment  consists  of  thoracotomy 
with  resection  of  one  or  more  ribs  and  evacuation 
and  drainage  of  the  abscess.  The  author  does  not 
believe  that  artificial  pneumothorax  can  be  of  bene- 
fit uniformly  because  the  spot  which  it  is  desired  to 
collapse  is  kept  out,  being  fastened  by  adhesions  to 
the  parietal  pleura. 

Certain  lung  abscesses  with  thickened  walls 
may  require  more  extensive  surgical  treatment  than 
simple  drainage.  Resection  of  a  lobe  may  be  neces- 
sary. The  operation  done  to  drain  the  lung  abscess 
may  be  performed  in  one,  two,  or  more  stages.  The 
first  stage  will  indicate  the  patient's  power  of  resist- 
ance. W.  L.  Straxberg. 

Tewksbury,  W.  D. :  Acute  Pulmonary  Abscess.    A^. 

York  M.  /.,  1919,  ex,  849. 

The  author  reports  in  detail  14  cases  of  acute  non- 
tuberculous,  pulmonary  abscess  treated  by  artificial 
pneumothorax.  All  of  the  abscesses  followed  opera- 
tions on  the  throat  or  nose,  principally  tonsillectomy. 

Artificial  pneumothorax  shoiUd  be  used  early, 
while  the  abscess  is  in  the  acute  stage.  After  the 
abscess  becomes  chronic  it  is  usually  impossible  on 
account  of  pleural  adhesions.  The  lung  is  kept  com- 
pressed over  a  period  of  from  one  to  two  months  and 
during  that  time  from  five  to  ten  injections  of  gas 
are  given.  The  cough,  fever,  and  other  toxic  symp- 
toms usually  disappear  in  one  week  and  the  patient 
can  be  discharged  as  cured  in  from  four  to  eight 
weeks. 

Tewksbury  draws  the  following  conclusions  from 
a  study  of  the  series: 

1.  Acute  pulmonary  abscess  occurs  more  fre- 
quently in  the  right  lung;  11  of  the  abscesses  re- 
ported were  in  the  right,  and  only  3  in  the  left  lung. 

2.  Of  the  14  patients  treated,  11  were  cuied  and 
3  died. 

3.  With  medical  treatment  alone,  cures  are  ob- 
tained in  less  than  10  per  cent  of  the  cases.    With 
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surgical  treatment  cures  result  in   from  50   to  65 
per  cent. 

4.  Artificial  pneumothorax  used  early  is  the  most 
rational  and  successful  treatment  known  for  acute 
pulmonary  abscess. 

Lilienthal,  H. :  Resection  of  the  Lung  for  Abscess. 

Surg.,  Gynec.  Ss"  Obst.,  1919,  xxix,  443. 

Lilienthal  reports  a  case  in  which  extirpation  of 
the  lower  lobe,  the  middle  lobe,  and  part  of  the  upper 
lobe  of  the  right  lung  was  followed  by  atrophy  which 
left  no  lung  in  the  right  chest. 

Fifteen  months  after  a  tonsillectomy  the  patient 
first  showed  chest  symptoms,  cough,  haemorrhages, 
and  foul  expectoration,  which  were  followed  by 
intermittent  periods  of  fever,  coughing,  and  the 
discharge  of  large  quantities  of  foetid  pus.  X-ray 
examination  of  the  chest  demonstrated  a  cavity  of 
the  right  lung  in  the  midclavicular  line  and  an  area 
of  infiltration  from  the  seventh  to  the  ninth  ribs. 
There  was  much  infiltration  into  the  lung  tissue  out- 
side the  zone  of  inflammatory  reaction. 

Under  intrapharyngeal  gas  and  ether  anaesthesia, 
a  long  incision  was  made  in  the  seventh  interspace, 
the  greater  part  of  the  seventh  rib  was  resected,  and 
the  sixth  rib  sectioned  posteriorly.  Adhesions  were 
then  separated  and  all  fluid  was  removed.  A  large 
abscess  was  found  between  the  upper  and  middle 
lobes.  The  lower  and  middle  lobes  and  part  of  the 
upper  were  then  ablated  beyond  mass  ligatures  of 
chromic  gut  and  heavy  silk.  During  this  procedure 
pus  appeared  at  the  patient's  mouth.  After  the  re- 
moval of  the  major  portion  of  the  lung  the  stump 
was  carbolized  and  the  transfixing  ligatures  were 
fixed  outside  the  chest  to  prevent  mediastinal  spasm. 
A  large  quantity  of  fluff  gauze  was  packed  about  the 
stump  and  the  wound  closed  without  drainage,  the 
packing  and  ligatures  being  buried  beneath  the  skin 
so  that  at  the  end  of  the  operation  the  chest  was 
completely  sealed.  Before  the  last  suture  was  tied 
more  than  a  pint  of  parafiin  oil  was  poured  into  the 
chest  and  left  there. 

Later  the  wound  was  re-opened,  a  drainage  tube 
inserted,  and  about  a  quart  of  foul  fluid  evacuated. 
The  wound  was  then  opened  wide  because  of  in- 
fection and  sloughing,  but  due  to  the  open  bronchi 
it  was  impossible  to  use  Dakin's  solution. 

The  case  now  showing  all  the  evidence  of  gan- 
grenous pleurisy,  the  entire  chest  cavity  was  packed 
with  gauze,  a  procedure  which  was  followed  by  im- 
provement in  the  local  condition. 

Later  the  right  phrenic  nerve  was  resected  to 
paralyze  the  diaphram  but  the  subsequent  X-ray 
showed  that  this  muscle  was  already  held  down  by 
adhesions.  The  eighth,  ninth,  and  tenth  ribs  were 
then  resected  to  aid  in  collapsing  the  lower  chest. 
At  the  end  of  four  months  the  patient  returned  to 
work.  Complete  closure  of  the  chest  took  place 
after  a  year.  At  that  time  the  X-ray  showed  no 
evidence  of  lung  tissue  in  the  periphery  of  the  entire 
right  side,  but  a  partially  aerated  lung  field  was 
observed  at  the  hilus.  H.  A.  McKnight. 


HEART  AND  VASCULAR  SYSTEM 

Norton,  W.  IL:  Myxoma  of  the  Heart  Simulating 
Bronchopneumonia.   Am.  J.  M.  Sc,  1919,  clviii, 

689. 

Norton  reports  a  case  of  myxoma  of  the  heart  and 
reviews  the  pathology  of  heart  tumors.  Primary 
neoplasms  of  the  heart  present  such  obscure  symp- 
toms that  little  has  been  written  on  the  subject  and 
text-book  descriptions  are  so  brief  that  a  diagnosis 
can  be  made  only  by  exclusion. 

The  case  reported  presented  the  symptoms  of 
dyspnoea,  palpitation,  abdominal  pain,  burning  in 
the  epigastrium,  and  a  rapid  pulse.  The  position  of 
the  heart  was  normal  as  were  also  the  heart  sounds 
except  for  a  shortened  diastole.  The  diagnosis  was 
acute  toxic  myocarditis  with  bronchopneumonia. 
Retardation  and  blocking  of  thought  were  much  in 
evidence. 

Autopsy  showed  the  left  auricle  filled  by  a  tumor 
mass  implanted  by  a  broad  base  on  the  auricular 
wall.  It  had  been  made  irregular  by  polypoid 
growths  which  apparently  grew  in  the  line  of  least 
resistance.  These  bulged  into  the  fossa  ovalis,  the 
right  pulmonary  vein,  and  the  mitral  orifice  so  com- 
pletely filling  the  cavity  that  it  was  diflicult  to  pass 
a  probe  between  the  tumor  and  auricular  wall  into 
the  left  ventricle.  Thus  the  tumor  oflfered  very 
effective  resistance  to  the  flow  of  blood  in  either 
direction.  Microscopic  examination  showed  the 
presence  of  myxomatous  tissue. 

For  the  study  of  their  clinical  symptomatology  the 
author  divides  tumors  of  the  heart  into  four  groups: 

Group  I,  tumors  developed  in  the  auricles:  These 
produce  a  very  marked  stasis  in  the  lesser  as  well  as 
in  the  greater  circulation. 

Group  2,  pedunculated  tumors  in  the  left  auricle 
filling  its  cavity  and  sometimes  penetrating  through 
the  mitral  orifice  into  the  left  ventricle:  These 
tumors  produce  symptoms  of  stenosis  and  insuffi- 
ciency with  disturbances  of  compensation. 

Group  3,  tumors  having  the  right  ventricle  as 
their  principal  seat:  The  symptoms  are  about  the 
same  as  those  of  angina  pectoris,  and  death  occurs 
suddenly. 

Group  4,  tumors  of  the  left  ventricle  and  of  the 
valves  associated  with  oedema,  dyspnoea,  and  the 
signs  of  aortic  insufficiency:  The  patients  die  sud- 
denly without  having  had  any  special  S)anptoms 
during  life. 

The  tumor  in  the  case  reported  belonged  to  Group  i . 

H.  A.  McKnight. 

B6rard,  L.,  and  Dunet,  C:  A  "Dry"  Wound  of  the 
Thoracic  Aorta  with  Concomitant  Wounds  of 
the  Liver,  Heart,  and  Vertebral  Column; 
Eighteen  Hours'  Survival  (Plaie  seche  de  I'aorte 
thoracique;  plaies  concomitantes  du  foie,  du  coeur 
et  de  la  colonne  vert6brale;  survie  de  dix-huit 
heures).    Rev.  de  chir.,  Par.,  1919,  Ivii,  177. 

The  war  brought  to  light  a  number  of  so-called 
"dry"  vascular  wounds  in  which  important  ves- 
sels of  large  caliber  were  even  completely  sectioned 
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without  resulting  haemorrhages  such  as  might  be  ex- 
pected. 

The  authors  report  the  case  of  a  woman  who  re- 
ceived a  revolver  shot  wound  through  the  aorta. 
The  bullet  passed  through  the  dome  of  the  dia- 
phragm, the  pleura,  and  the  pericardium,  furrowing 
the  walls  of  the  right  ventricle  of  the  heart  and 
traversing  the  ninth  dorsal  vertebra.  In  the  aorta 
was  a  seton  wound. 

In  spite  of  these  injuries  and  the  double  perfora- 
tion of  the  aorta  the  woman  survived  for  eighteen 
hours  after  her  injuries  without  any  symptoms  of 
internal  haemorrhage.  Death  then  occurred  suddenly 
after  she  had  become  pale  and  cyanotic  and  had 
exhibited  all  the  other  signs  of  haemorrhage. 


The  authors  interpret  the  survival  of  eighteen 
hours  by  assuming  that  the  vascular  lesion  was  ac- 
companied by  a  perisympathetic  lesion  which  was 
immediately  translated  by  vasoconstriction  in  the 
region  of  the  wound.  The  elasticity  of  the  muscular 
tissue  of  the  aorta  permitted  temporary  obturation 
of  the  bullet  orifice  in  the  vessel,  i.e.,  there  was  a 
veritable  defensive  arterial  spasm  due  to  energetic 
contraction  of  the  longitudinal  and  circular  muscle 
fibers.  Whatever  the  cause,  however,  the  aorta  re- 
covered its  normal  tonicity  and  when  this  occurred 
a. fatal  haemorrhage  into  the  pleura  ensued.  Death 
therefore  resulted  from  an  early  secondary  haemor- 
rhage due  to  the  cessation  of  the  arterial  contraction. 

W.  A.  Brennan. 


SURGERY  OF  THE  ABDOMEN 


ABDOMINAL  WALL  AND  PERITONEUM 

Barth^lemy:  Lateral  Abdominal  Herniae  (Les 
hernies  abdominal  laterales) .  Bull,  el  mem.  Soc.  de 
chir.  de  Par.,  1919,  xiv,  1313. 

Spontaneous  lateral  abdominal  herniae  are  rare, 
the  statistics  gathered  by  Berger  showing  only  26 
in  10,100  hernias.  Very  little,  therefore,  is  known  re- 
garding them  and  especially  regarding  their  forma- 
tion.  It  is  of  the  latter  that  Barthelemy  writes. 

Omitting  the  numerous  cases  of  traumatic  hemiae, 
lumbar  herniae,  and  herniae  due  to  congenital  or 
other  defects  of  the  abdominal  wall,  the  author  was 
able  to  find  the  reports  of  only  20  cases  of  true 
spontaneous  lateral  abdominal  herniae.  To  these 
he  adds  2  from  the  clinic  of  Vautrin  and  i  case  of  his 
own.  In  all  of  these  the  hernia  occurred  in  adults 
at  the  time  of  strain. 

When  such  a  hernia  is  produced  a  point  of  special 
resistance  where  pressure  causes  pain  is  found  on 
palpation  of  the  abdominal  wall.  The  site  of  the 
hernia  is  remarkably  constant,  the  orifice  being 
always  found  in  the  inner  third  of  a  line  drawn  from 
the  anterosuperior  iliac  spine  to  the  umbilicus.  In 
ithe  beginning  the  tumor  is  deep,  interstitial,  and 
•difficult  to  outline.  Later,  however,  it  is  found 
-easily  just  under  the  thin  and  distended  layers  of 
the  abdominal  wall.  It  is  always  at  the  outer 
•edge  of  the  great  rectus  at  the  point  where  the 
posterior  sheath  of  this  muscle  forms  what  is 
■called  the  Douglas  fold. 

In  discussing  the  mechanism  of  the  formation  of 
the  hernia  described,  the  author  states  that  he 
does  not  agree  with  Cooper  who  believes  the  hernia 
makes  its  issue  by  one  of  the  vascular  foramina 
situated  on  Spiegel's  semilunar  line.  This  semilunar 
line  is  an  anatomical  error.  Barthelemy  finds  the 
cause  of  the  hernia  to  be  the  relationship  of  the 
great  rectus  muscle  and  its  sheath.  This  relationship 
varies  and  in  some  cases  the  muscle  floats  freely  in 
the  sheath.  When  the  sheath  is  lax  there  may  be 
a  diverticulum  or  pocket  opening  downward  and 
inward.    In  such  cases  a  hernia  may  occur  in  the 


diverticulum  when  a  violent  effort  is  made  with 
the  body  bent  over  and  the  mass  may  then  be 
imprisoned  if  the  body  is  brought  to  the  erect 
position  suddenly.  The  possibility  of  this  mechan- 
ism was  recognized  by  MoUiere  who  first  described 
it  at  the  Congress  of  Geneva  in  1877.  Barthelemy 
has  been  able  to  verify  it  fully  in  his  own  case. 

The  author  concludes  that,  apart  from  the 
herniae  due  to  trauma  or  a  congenital  defect,  the 
majority  of  all  spontaneous  herniae  described  imder 
the  name  of  "Spiegel's  hernia"  are  hemiae  of  the 
external  angle  of  Douglas'  fold,  and  that  Molliere 
was  the  first  to  recognize  the  true  mechanism  of 
their  formation.  Rational  surgical  treatment 
should  consist  of  resection  of  the  sac  and  closure  of 
the  external  angle  of  Douglas'  fold  beneath  the 
rectus  muscle.  W.  A.  Brexnan. 

Masson,    J.    M.:     Recurring    Inguinal    Hernia. 

Minnesota  Med.,  1919,  ii,  373. 

The  author  cites  statistics  which  illustrate  the 
proportional  numbers  of  direct  and  indirect  inguinal 
herniae  and  their  chances  for  cure  by  operation,  notes 
the  difficulties  met  with  in  operating  on  the  more 
unusual  variations  of  these  types  of  hernia,  gives  the 
age  incidence  of  patients  operated  on  at  the  Mayo 
Clinic  who  have  suffered  recurrence  of  inguinal 
hernia,  and  describes  the  method  of  operation  which 
he  has  adopted  to  correct  the  condition. 

The  good  results  usually  obtained  from  operation 
for  inguinal  hernia  are  due  to  the  fact  that  the 
intractable  direct  type  represents  only  about  10 
per  cent  of  inguinal  herniae.  The  statistics  of  the 
Mayo  Clinic  show  that  if  at  operation  the  cord  is 
transplanted  or  the  floor  of  the  canal  is  closed  by 
some  plastic  method,  a  procedure  which  should  be 
undertaken  to  safeguard  the  simplest  cases  from 
recurrence,  less  than  i  per  cent  of  patients  with 
inguinal  herniae  suffer  recurrence,  whUe  if  the  less 
radical  operation  is  carried  out  a  little  more  than 
I  per  cent  will  be  afflicted  a  second  time.  Some 
statistics  show  a  greater  divergence  between  these 
numbers. 
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Indirect  as  well  as  direct  are  found  among  in- 
guinal herniaj  which  are  difficult  to  cure.  Either 
may  be  particularly  refractory  when  associated 
with  a  poorly  developed  internal  oblique  muscle. 
The  large  scrotal  hernia  tends  to  draw  the  internal 
abdominal  ring  directly  behmd  the  external  ab- 
dominal ring  and  so  stretches  them  that  the  sur- 
rounding tissue  is  poorly  adapted  to  a  plastic  closure. 
The  saddle  bag  or  direct-indirect  hernia  necessitates 
the  removal  of  the  portion  of  the  sac  accompanying 
the  structures  of  the  cord  as  well  as  the  direct  sac. 
Sliding  hernia  does  not  easily  lend  itself  to  correc- 
tion because  the  bowel,  after  being  returned  to  the 
abdomen  through  the  abdominal  ring,  tends  to 
exert  constant  pressure  on  the  line  of  closure  of  the 
canal.  Many  indirect  hernial  in  patients  over  40 
years  of  age  are  associated  with  very  large  internal 
rings  and  atrophied  abdominal  walls,  the  evils  of  a 
long  untreated  hernia.  The  most  difficult  type  to 
treat  satisfactorily,  however,  is  the  recurrent  hernia 
which  is  apt  to  be  of  the  direct  type  and  is  usually 
the  result  of  injury  to  the  nerve  supply  of  the  lower 
fibers  of  the  internal  oblique  muscle. 

Three  hundred  and  thirty  operations  for  recur- 
rent inguinal  hernia  have  been  performed  at  the 
Clinic;  58  represent  operations  on  29  patients  suffer- 
ing from  bilateral  recurrence;  44  patients  had  had 
two  previous  operations,  20  had  had  three,  and  8  had 
had  four.  Although  not  definite,  it  seems  that  the 
majority  of  these  recurrences  follow  the  so-called 
anatomical  or  Ferguson  operation,  especially  when 
it  has  been  used  for  direct  hernia.  Naturally,  the 
more  frequent  the  operation,  the  greater  the  diffi- 
culty to  effect  a  cure.  The  statistics  given  for  the 
age  incidence  of  recurrences  show  the  importance  of 
radical  operation  for  persons  of  or  past  middle  age 
because  their  tissues  heal  less  readily,  their  inguinal 
rings  are  more  dilated,  and  they  are  more  apt  to  have 
direct  herniae  than  children  and  young  adults. 

The  method  which  Masson  recommends  after 
personal  use  for  the  past  five  years  is  a  slight  modi- 
fication of  the  Andrews-Bassini  operation.  He  enu- 
merates the  exceptions  to  this  method  as  follows: 
(i)  the  adoption  of  the  Ferguson  technique  in  all 
herniae  associated  with  undescended  testicle  and  in 
some  instances  in  infants;  (2)  the  use  of  the  rectus 
muscle,  according  to  Bloodgood,  in  all  cases  in  which 
the  internal  oblique  is  not  sufficiently  strong;  (3)  the 
use  of  the  Halsted  technique;  and,  in  a  few  cases  (4) 
ligation  of  the  cord  at  the  internal  ring  and  orchidec- 
tomy  and  closure  of  the  canal  as  for  ventral  hernia. 

The  incision,  the  finding  and  removal  of  the  sac, 
and  the  manner  of  closing  the  wound  are  discussed. 
For  unilateral  rupture  the  usual  oblique  incision  is 
used  and  for  most  bilateral  cases  the  transverse 
incision.  If  the  external  oblique  aponeurosis  is 
incised  about  yi  in.  inside  of  the  inner  pillar  of  the 
external  ring  and  cut  across,  the  contents  of  the 
inguinal  canal  will  be  exposed  and  sufficient  aponeu- 
rosis left  in  the  lower  flap  to  cover  the  cord  later. 
The  sac  is  located  through  an  incision  about  i  in. 
long  in  the  covering  of  the  cord  close  to  the  internal 


ring.  If  the  sac  is  firmly  adherent  it  is  cut  close  to 
the  neck  and  the  cut  end  of  the  distal  section  is  left 
open.  The  neck  of  the  sac,  freed  from  the  edge  of 
the  cremaster  and  transversalis  fascia,  is  ligated  as 
high  as  possible. 

The  stump  is  transfixed  to  prevent  the  slipping  of 
the  ligature,  and  the  distal  portion  is  cut  off.  The 
free  end  of  the  ligature  is  drawn  by  a  large  hand 
needle  through  the  transversalis  and  the  internal 
oblique  muscle  about  \]4,  in.  above  the  internal 
abdominal  ring.  Drawing  the  neck  of  the  sac  tightly 
up  and  fixing  it  to  this  point  by  tying  the  catgut 
prevents  it  from  pressing  at  the  internal  ring  during 
the  process  of  healing.  The  opening  in  the  cremaster 
is  closed.  While  the  canal  is  being  closed  the  cord  is 
held  out  of  the  way  with  a  piece  of  gauze.  In  cases 
of  direct  hernia  the  sac  is  not  opened  unless  it  is 
large  but  is  simply  turned  in  with  its  covering  of 
preperitoneal  fat.  A  few  stitches  placed  in  the  base 
prevent  it  from  making  pressure  on  the  suture  line 
while  healing  is  taking  place. 

The  closure  is  begun  at  the  spine  of  the  pubis. 
Continuous  chromic  catgut  is  used  to  approximate 
the  internal  oblique  and  external  oblique  muscles 
down  to  Poupart's  ligament.  The  cord  structures  are 
covered  by  the  lower  layer  of  the  external  oblique 
aponeurosis.  A  stitch  or  two  is  inserted  above  the 
internal   ring. 

Light,  absorbable  suture  material,  No.  i  catgut, 
under  moderate  tension,  should  be  used  for  the 
subcutaneous  continuous  suture.  Cutaneous  horse 
hair  is  preferable  for  the  skin  suture. 

A  light  gauze  dressing,  a  suspensory  bandage  on 
the  scrotum,  and  rest  in  bed  for  about  seven  days 
constitute  the  average  postoperative  treatment. 
Patients  operated  on  for  recurrent  hernia  are  kept  in 
bed  about  fourteen  days.  Light  work  is  allowed  in 
from  six  to  eight  weeks  and  heavy  work  in  from 
three  to  six  months. 

From  his  study  and  clinical  experience,  Masson 
draws  the  conclusion  that  if  a  hernia  recurs  within 
six  months  after  operation  the  operation  was  not 
sufficient  or  the  patient  over  exercised  after  opera- 
tion. If  the  recurrence  develops  after  a  year's  time 
it  is  more  apt  to  be  due  to  a  new  hernia  from 
stretching  in  the  scar  tissue  or  atrophy  in  the  muscle. 

Grile,  G.  W. :  The  Treatment  of  Peritonitis.  J .  Am. 

M.  Ass.,  1919,  Ixxiii,  1655. 

The  author  presents  a  scheme  of  treatment  for 
peritonitis  which  is  based  on  the  experience  of  him- 
self and  his  colleagues  in  over  13,14s  laparotomies. 
By  this  scheme  the  mortality  in  all  abdominal  oper- 
ations has  been  decreased  33^^  per  cent,  and  in  acute 
appendicitis  alone,  67.6  per  cent.  The  essential 
points  are  as  follows: 

1.  Nitrous  oxide-oxygen  anaesthesia. 

2.  Local  anaesthesia  at  site  of  incision. 

3.  Accurate,  clean-cut  operation  to  diminish 
both  infection  and  shock. 

4.  Adequate  drainage. 

5.  Fowler's  position. 
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6.  Vast  hot  packs  over  the  entire  abdomen, 
spreading  well  down  over  the  sides. 

7.  Five  per  cent  sodium  bicarbonate  with  5  per 
cent  glucose  by  rectal  drip,  continued  as  long  as  it 
is  tolerated. 

8.  Primary  lavage  of  the  stomach,  repeated  o  ly 
if  indicated.  It  will  rarely  be  indicated  if  ano.iation 
is  complete. 

Q.  From  2,500  to  3,000  c.c.  of  physiological  sodium 
chloride  solution  administered  subcutaneously  every 
twenty-four  hours  until  the  period  of  danger  is 
past. 

10.  Morphine  given  hypodermically  until  the 
respiratory  rate  is  reduced  to  from  10  to  14  per 
minute,  and  held  to  this  rate  until  danger  is  past. 
It  should  be  noted  however,  that  morphine  is  not 
useful  in  a  streptococcus  peritonitis. 

P.  M.  Chase. 

GASTRO-INTESTINAL  TRACT 

Brown,  T.  R.:  The  Late  Results  of  Supposedly 
Successful  Abdominal  Operations  on  the  Di- 
gestive Tract.    J.  Am.  M.  Ass.,  1919,  Ixxiii,  1501. 

As  so  often  the  late  results  of  operation  on  the 
digestive  tract  are  far  from  perfect  and  the  patient 
is  left  in  a  condition  worse  than  that  preceding  the 
operation,  the  author  discusses  briefly  some  of  the 
factors  responsible  for  this  state  of  affairs,  makes 
suggestions  regarding  the  postoperative  treatment 
from  the  point  of  view  of  the  clinician,  and  outlines 
certain  principles  in  the  treatment  of  chronic  ab- 
dominal lesions  which  may  decrease  the  percentage 
of  failures. 

The  surgeon  has  been  too  prone  to  attribute  undue 
credit  to  surgery  for  the  relief  obtained  in  acute 
abdominal  conditions  and  for  the  apparent  early 
cure  of  many  chronic  conditions  when  some  of  the 
improvement  should  be  ascribed  to  such  factors  as 
rest,  careful  nursing,  change  of  environment,  and 
diet.  If  after  a  few  months  there  is  a  return  of  the 
same  or  the  development  of  new  symptoms,  the 
surgeon  is  often  not  cognizant  of  them  for  it  is  to 
the  clinician  that  the  patient  is  more  apt  to  return 
with  his  complaints. 

Some  of  the  failures  are  to  be  ascribed  to  a  wrong 
conception  of  the  underlying  process.  This  is  true 
notably  in  that  enormous  group  of  cases  of  so-called 
chronic  appendicitis  associated  with  high  grades 
of  visceroptosis.  In  these  cases  both  the  patient  and 
the  physician  believe  that  removal  of  the  appendix 
will  be  followed  by  complete  cessation  of  symptoms 
when  in  reality  such  an  outcome  is  chimerical,  to 
say  the  least,  as  the  chronically  diseased  appendix 
represents  but  one  phase  of  a  diffuse  low-grade  peri- 
tonitis involving  the  terminal  ileum,  the  caecum,  the 
ascending  colon,  and  frequently  pelvic  organs  as 
well. 

In  none  of  such  abdominal  lesions  is  it  safe  to  rely 
wholly  on  the  correction  of  the  morphological  changes. 
Because  of  the  failure  to  consider  the  associated 
and  often  quite  persistent  functional  disturbances, 


what  should  be  a  successful  operation  is  often 
unsuccessful.  Proper  diet,  postural  treatment,  pur- 
gation, massage  to  minimize  the  formation  of 
adhesions,  proper  medication  for  the  motor  and 
secretory  disturbances  associated  with  the  organic 
lesion  add  immensely  to  the  chance  for  a  successful 
issue  in  this  group  of  cases. 

While  the  clinician  is  unquestionably  too  prone 
to  ascribe  too  much  to  functional  disturbances,  the 
surgeon,  on  the  other  hand,  is  far  too  apt  to  be 
guided  by  morphological  changes  alone,  and  it  only 
by  a  proper  balance  between  the  two  in  the  concep- 
tion of  the  disease  process  and  its  consequent  ther- 
apy, both  medical  and  surgical,  that  the  optimum 
result  can  be  obtained. 

The  tendency  to  plunge  into  surgery  in  the  treat- 
ment of  chronic  and  subacute  abdominal  conditions 
is  too  great  and  there  is  too  little  persistence  in 
medical,  dietetic  and  physical  therapy  before  re- 
course to  operation.  Until  methods  have  been 
devised  to  eliminate  the  formation  of  adhesions 
entirely  or  operations  have  been  evolved  which 
can  absolutely  duplicate  the  normal  physiology,  if 
not  the  normal  anatomy,  of  the  various  viscera, 
surgery  should  not  be  our  first  choice.  Rather  should 
it  be  the  last  resort,  to  be  employed  only  if  skillfully 
directed  therapy  along  non-surgical  lines  has  been 
tried  conscientiously  and  for  a  sufficiently  long 
period  of  time  to  prove  that  it  is  absolutely  unavail- 
ing. 

Real  success  in  this  most  difficult  field  can  be 
obtained  only  by  a  closer  co-operation  between  the 
surgeon  and  the  clinician.  The  internist  should  be 
present  at  every  operation  performed  upon  his 
patients,  and  the  surgeon  should  compare  the  opera- 
tive findings  and  the  pre-operative  clinical  data. 
The  clinician's  advice  may  be  of  aid  to  the  surgeon 
in  the  choice  of  the  operative  procedure,  while  on 
the  other  hand,  the  visual  demonstration  of  the 
pathology  of  the  disease  to  the  clinician  will  be  of 
inestimable  value  in  his  future  study  of  similar 
syndromes.  In  the  management  of  the  px)Stopera- 
tive  and  convalescent  period  the  clinician,  with  his 
knowledge  of  the  patient's  previous  digestive  dis- 
turbances and  his  greater  training  along  these  lines, 
should  direct  the  diet,  the  medication,  and  the 
physical  therapy,  but  should  always  do  so  in  collab- 
oration with  the  surgeon.  Moreover,  he  should 
keep  the  surgeon  posted  regarding  the  subsequent 
history  of  the  case.  P.  M.  Chase. 

Leven,  G.:  A  Therapeutic  Test  Simplifying  the 
Differential  Diagnosis  in  Diseases  of  the  Stom- 
ach and  Liver  (Una  epreuve  th^rapeutique  simpli- 
fiant  le  diagnostic  differential  des  maladies  de 
I'estomac  et  du  fois).  Presse  med..  Par.,  191Q,  xxvii, 
684. 

Many  authors  have  called  attention  to  the  fact 
that  gall-stone  disease  may  set  up  gastric  symptoms 
and  that  the  symptoms  of  gastric  ulcer  may  simu- 
late those  of  cholelithiasis.  Leven  proposes  to  facil- 
itate the  differential  diagnosis  by  what  he  terms  a 
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"therapeutic  test."  This  test  consists  of  putting 
the  patient  on  a  very  restricted  diet  for  four  or  five 
days,  and  on  a  less  restricted  but  still  selective  diet 
for  about  two  weeks  longer.  Complete  rest  in  bed  is 
ordered  for  the  first  week  and  restriction  of  all  phys- 
ical and  mental  effort  for  the  entire  period.  After  the 
third  day  sodium  bromide  is  given  every  two  hours, 
and  after  four  or  five  days  may  be  supplemented  by 
bismuth  carbonate.  The  bromide  and  bismuth  allay 
pain  spasms  and  all  reflex  phenomena  and  hence 
remove  some  of  the  principal  factors  which  render 
diagnosis  diflScult. 

The  author  states  that  this  test  plays  a  double 
part.  If  it  is  efficacious  the  possibility  of  disease  of 
the  liver  as  well  as  a  lesion  of  the  stomach  can  be 
ruled  out.  It  demonstrates  that  the  condition  is 
merely  dyspepsia  which  can  be  treated  medically. 
If  the  test  is  not  efficacious  the  services  of  a  surgeon 
are  necessary.  At  any  rate,  the  diagnosis  can  be 
made  in  a  few  weeks.  W.  A.  Brennan. 

Roberts,  D. :  Certain  Limitations  of  the  Roentgen- 
Ray  Diagnosis  of  Gastro-Intestinal  Diseases. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  1511. 

While  conceding  that  roentgenology  has  estab- 
lished gastro-intestinal  diagnosis  upon  a  new  and 
more  sound  basis,  the  author  believes  the  limitations 
of  the  use  of  the  X-ray  ought  to  be  admitted  and 
generally  understood.  Unless  the  examination  is 
properly  made  by  an  experienced  operator,  the  in- 
formation obtained  is  apt  to  confuse  the  issue  rather 
than  to  aid.  Moreover,  even  under  the  most  favor- 
able conditions,  roentgenology  cannot  disclose 
structural  changes  in  the  abdominal  viscera  and 
therefore  a  negative  roentgen-ray  diagnosis  of  a 
gastro-intestinal  lesion  should  never  be  regarded  as 
final  in  the  exclusion  of  gastro-intestinal  disease. 

Also  in  the  recognition  of  the  gross  abdominal 
lesions  by  roentgenographic  methods  there  are 
many  difficulties  and  some  impossibilities.  In  large 
part,  however,  these  are  failures  or  imperfections  in 
technique  and  excusable  fallability  in  roentgeno- 
graphic interpretation. 

Lesions  of  the  oesophagus  may  give  no  findings, 
or  findings  that  are  misleading.  Cardiospasm  may 
be  mistaken  for  an  annular  growth  or  vice  versa. 
In  the  cardiac  end  of  the  stomach,  which  fills  out 
poorly  with  an  ordinary  opaque  meal,  a  pathologic 
condition  may  not  be  apparent  unless  special  efforts 
are  made  to  demonstrate  it.  Ulcer  or  cancer  of  the 
posterior  wall  may  give  no  evidence  of  filling  defects. 
Early  annular  growths  in  the  pylorus  are  compatible 
with  normal  roentgenographic  appearances,  and 
mucosal  ulcers  may  give  no  roentgen  evidence  of 
their  presence.  At  times  deductions  relative  to  the 
state  of  activity  of  a  demonstrated  lesion  cannot  be 
made.  Differentiation  between  ulcer,  cancer,  and 
syphilis  is  also  not  absolutely  possible  in  all  cases. 

At  the  present  time  not  all  gall-stones  and 
chronically  diseased  gall-bladders  can  be  demon- 
strated. Moreover,  the  author  does  not  agree  with 
those  who  contend  that  the  gall-bladder  that  can 


be  visualized  is  a  pathologic  gall-bladder.  The 
terminal  ileum  and  cxcum  offer  diagnostic  difficulties 
of  the  most  varied  kind,  and  only  when  there  is 
the  most  unmistakable  and  persistent  evidence  in 
support  of  the  clinical  picture  should  the  roentgen 
findings  lead  to  the  expression  of  a  definite  opinion. 
As  regards  the  roentgenographic  diagnosis  of 
pathology  of  the  appendix,  the  author  believes  it 
may  be  made  with  reasonable  certainty  only  in 
cases  showing  definite  evidence  of  deforming  ad- 
hesions. A  retrocecal  position,  failure  to  fill,  or 
undue  retention  are  not  in  themselves  considered 
suflftcient  evidence  to  warrant  a  diagnosis  of  a 
pathologic  condition.  In  the  colon,  mucosal 
changes  or  growths  projecting  into  the  lumen  with- 
out affecting  the  wall  may  not  be  visualized.  Small 
lesions  are  readily  missed  and  a  negative  opinion 
as  regards  the  presence  of  a  low  ulcerative  lesion 
should  be  made  guardedly  on  the  basis  of  the 
roentgenographic  findings.  Adolph  Hartung. 

Oehnell,  H.:  The  Internal  Treatment  of  Ulcer  of 
the  Stomach  with  Roentgenologically  Demon- 
strated Niche  (Interne  Behandlung  bei  Ulcus  Ven- 
triculi  mit  roentgenologischer  Nische).  Acta  med. 
Scand.,  1919,  Hi,  i. 

The  cases  reported,  36  in  number,  were  all  cases  of 
long-standing,  clinically  symptomatic  stomach  ulcer 
which  were  undergoing  medical  treatment  and  which, 
on  roentgenological  examination,  showed  the  typical 
niche  or  crater  formation  referred  to  in  recent  years 
by  Handek,  Hamburger,  and  others.  One  of  the 
patients  died.  In  the  case  of  another  the  symptoms 
finally  ceased,  but  it  was  not  possible  to  obtain  fur- 
ther information  concerning  the  progress  of  the  condi- 
tion. In  31  of  the  remaining  34  cases  the  ulcer  niche 
disappeared  under  continued  treatment,  and  in  3 
was  much  reduced.  In  2  of  the  latter  an  operation 
was  performed,  and  in  i,  operation  was  refused. 
With  the  disappearance  of  the  niche  the  remaining 
clinical  symptoms  of  ulcer  also  disappeared. 

Fifteen  cases  were  followed  for  from  one-half  to 
two  and  a  half  years.  Among  these  the  symptoms 
recurred  in  2  or  3  cases.  In  i  case  a  roentgenological 
niche  was  again  observed  at  the  same  spot.  One 
patient  refused  further  roentgenological  examination. 

A  number  of  roentgenological  silhouettes  illus- 
trative of  different  phases  of  the  ulcer  niche  are  given 
by  the  author;  also  the  details  of  the  treatment. 

The  conclusions  drawn  from  this  study  are  as 
follows: 

1.  As  a  rule  extended  medical  treatment  of  ulcer 
causes  the  disappearance  of  a  roentgenologically 
demonstrated  niche  as  well  as  of  the  clinical  sub- 
jective symptoms  of  ulcer. 

2.  The  time  since  treatment  is  still  too  short  to 
warrant  judgment  of  the  final  results,  but  recur- 
rences appear  to  be  strikingly  rare. 

3.  The  examination  demonstrates  that  the  possi- 
bilities of  medical  treatment  in  ulcer  are  much 
greater  than  was  previously  supposed. 

W.  A.  Brennan. 


176 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


Deaver,  J.  B.:  The  Operative  Treatment  of  Peptic 
Ulcer;  Removal  of  the  Ulcer  with  Gastro-Enter- 
ostomy,  or  Gastro-Enterostomy  Alone.  Ann. 
Surg.,  1919,  Ixx,  526. 

Although  the  authorTbelieves  each  case  must  be 
treated  along  the  lines  that  give  promise  of  the  best 
results,  yet,  other  things  being  equal,  excision  of  the 
ulcer  or  resection  followed  by  gastro-enterostomy  is 
the  procedure  of  choice. 

Excision  of  the  ulcer  combined  with  gastro-enter- 
ostomy has  given  the  author  excellent  immediate  and 
remote  results,  particularly  with  regard  to  gastric 
mobility.  It  has  not  been  his  experience  that  spon- 
taneous perforation,  if  complete,  effects  a  cure.  In 
two  cases  he  observed  recurrence  of  perforation. 

Gastro-enterostomy  of  itself,  according  to  Deaver, 
may  be  merely  a  temporary  curative  measure 
for  if  the  ulcer  is  allowed  to  remain,  it  may  or  may 
not  heal.  However,  it  has  been  his  experience  that 
a  gastro-enterostomy  properly  made  and  properly 
placed  does  not  close.  The  artificial  opening  must  be 
as  large  and  as  near  the  pylorus  as  possible. 

In  cases  of  ulcer  distant  from  the  pylorus  with  very 
little  exudative  induration  and  cases  of  saddle-back 
ulcer  and  ulcers  situated  on  the  lesser  curvature 
nearer  the  cardia,  simple  excision  or  circular  resec- 
tion is  the  indicated  operation. 

In  cases  of  perforation  of  a  duodenal  ulcer,  Deaver 
plicates  the  duodenum  after  clos'ng  the  perfora- 
tion and  fortifies  the  area  by  covering  it  over  with 
the  gastrocolic  and  gastrohepatic  omentum,  com- 
pleting the  operation  with  a  posterior  gastro-enter- 
ostomy. E.   C.  ROEITSHEK. 

Loeper,  M.:  Intravenous  Injections  of  Pancreatic 
Extracts  in  Stomach  Cancer  (Les  injections 
intraveineuses  d'extrait  pancreatique  dans  les  can- 
cers de  I'estomac).    Progres  mid.,  Par.,  19 19,  341. 

Trypsin  has  been  the  most  frequently  used  of 
all  proteolytic  ferments  in  the  treatment  of  malig- 
nant tumors.  In  cancer  the  antitryptic  power  of 
the  blood  is  increased  and,  as  an  action  of  organic 
defence,  there  is  an  increased  flow  of  proteolytic 
ferment  into  the  blood.  The  intravenous  injection 
of  pancreatic  fluid  in  cases  of  cancer  increases  the 
antiproteolytic  power  of  the  serum  and  the  number 
and  resistance  of  the  red  corpuscles.  To  these 
advantages  there  are  added  also  those  expressed  by 
the  improvement  in  the  general  condition  and  the 
body  weight. 

The  pancreatic  extract  seems  to  act  as  an  antigen; 
it  increases  the  resistance  of  the  organism  to  the 
cancerous  products. 

The  article  contains  a  tabular  statement  showing 
the  results  obtained  in  5  cases.      W.  A.  Brennan. 

Carman,  R.  D. :  The  Operability  of  Cancer  of  the 
Stomach  as  Determined  by  the  Roentgen  Ray. 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  1513. 

X-ray  examination  seems  the  most  certain  clinical 
means  of  gaining  pre-operative  information  concern- 
ing lesions  of  the  stomach.    The  X-ray  evidence  of 


the  size,  shape,  and  position  of  a  lesion,  and  the 
roentgen  signs  of  gastric  pathology  may  be  the  first 
definite  indication  of  gastric  cancer  and,  when  the 
tumor  is  not  palpable,  the  only  information  of  value 
in  determining  before  the  incision  is  made  the 
chances  for  the  removal  of  the  tumor. 

The  X-ray  findings  place  cases  of  cancer  of  the 
stomach  in  one  of  three  groups,  the  operable,  the 
borderline,  and  the  inoperable.  The  location  of  a 
tumor  as  shown  by  the  X-ray  automatically  defines 
the  possibility  of  resecting  the  stomach  insofar  as 
the  stomach  itself  is  concerned,  the  pars  pylorica, 
pars  media,  and  pars  cardiaca  being  designated  the 
operable,  questionable,  and  inoperable  zones,  re- 
spectively. 

Although  always  very  suspicious  of  malignancy  (as 
approximately  70  per  cent  of  all  cancers  of  the  stom- 
ach occur  in  the  pyloric  end), tumors  in  the  lower  end 
of  the  stomach  are  the  most  favorable  for  removal. 
Malignancy  may  often  be  recognized  in  the  char- 
acter and  size  of  the  filling  defect,  but  is  of  no  im- 
portance in  limiting  operability  for  in  tumors  of  this 
first  group  operability  depends  on  metastasis,  a 
condition  which  the  X-ray  is  unable  to  detect  ex- 
cept in  the  rarest  cases  and  which  is  not  often  dis- 
covered by  other  clinical  means.  Whatever  the 
location  or  size  of  a  gastric  cancer,  if  it  has  perfor- 
ated or  if  the  disease  has  spread  beyond  the  stom- 
ach wall  by  way  of  the  lymphatics,  operation  is 
useless. 

Tumors  of  the  second  group  are  classed  as  border- 
line cases  because  they  extend  so  far  up  onto  the 
stomach  wall  that  resection  becomes  questionable, 
especially  when  allowance  is  made  for  the  p>ossible 
presence  of  a  scirrhous  cancer  which  may  have  in- 
vaded the  stomach  wall  more  extensively  than  is 
shown  by  the  filling  defect  it  produces. 

The  lesions  of  the  cardiac  end  of  the  stomach  are 
definitely  inoperable,  whether  metastasis  has  or  has 
not  taken  place.  The  X-ray  examination  therefore 
prevents  many  useless  operations  by  detecting  a 
growth  in  the  upper  third  of  the  stomach.  It  is  of 
less  final  value,  however,  in  detecting  a  growth  of 
the  median  portion  of  the  stomach  as  in  such  cases 
resection  depends,  as  far  as  the  stomach  is  con- 
cerned, on  the  skill  of  the  surgeon  plus  the  possibility 
of  metastasis.  When  the  growth  is  confined  to  the 
pyloric  end  or  the  lower  half,  resection  is  impossible 
only  because  of  metastasis. 

As  the  likelihood  of  metastasis  seems  to  increase 
with  the  extent  and  age  of  the  tumor,  the  earlier  a 
lesion  of  the  stomach  is  discovered,  the  greater  the 
patient's  chance  for  cure.  Early  cancer  of  the  stom- 
ach often  causes  no  more  than  slight  gastric  discom- 
fort and  it  is  therefore  essential  in  combating  the 
rising  death  rate  of  cancer  that  all  persons  with  any 
gastric  complaint  be  given  early  and  thorough  med- 
ical and  X-ray  examinations.  Propaganda  which  will 
bring  the  public  as  well  as  the  medical  profession  to 
realize  the  necessity  for  such  early  examination  is  the 
most  hopeful  means  of  raising  the  operability  of 
gastric  cancer. 
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Potter,  C.  A.:  Congenital  Pyloric  Stenosis,  Pyloro- 
spasm,  and  Chronic  Appendicitis.  /.  Missouri 
M.  Ass.,  1919,  xvi,  380. 

Pylorospasm  is  a  reflex  phenomenon,  while  con- 
genital pyloric  stenosis  is  hypertrophy  plus  reflex. 
The  former  must  have  a  nervous  origin  or  an  ex- 
trinsic, exciting,  intra-abdominal  etiology.  Among 
the  causes  of  pylorospasm  must  be  considered: 
(i)  cholecystitis;  (2)  cholelithiasis;  (3)  duodenal  and 
gastric  ulcer;  (4)  neurosis;  (5)  tuberculous  ulcer;  (6) 
peritoneal  adhesions;  (7)  diverticulitis;  (8)  syphilis; 
and  (9)  appendicitis.  With  this  in  mind  it  is  evident, 
that  gastro-enterostomy  is  an  unjustifiable  procedure 
in  the  absence  of  demonstrable  pathology  about  the 
pylorus  or  duodenum. 

The  author  believes  that  there  is  a  familial  ten- 
dency to  pylorospasm  and  cites  a  family  which  he 
studied  as  follows:  Case  i,  boy  4  weeks  of  age  with 
congenital  pyloric  stenosis;  Case  2,  girl  4  weeks  of 
age  with  congenital  pyloric  stenosis;  and  Case  3, 
boy  2^  years  of  age  with  pylorospasm  secondary  to 
recurrent  appendicitis.  K.  L.  Vehe. 

Williams,  J.  T.,  and  Slater,  R.:  The  Condition  of 
the  Appendix  in  Five  Hundred  Laparotomies  on 
Patients  Presenting  No  Symptoms  of  Appen- 
dicitis.  Ann.  Surg.,  1919,  Ixx,  535. 

The  writers  have  been  impressed  with  the  large 
number  of  pathologic  appendices  found  in  the  course 
of  the  routine  examination  of  the  right  iliac  fossa 
during  gynecological  operations.  As  cases  diagnosed 
as  appendicitis  were  not  admitted  to  their  service, 
an  unusual  opportunity  was  afforded  for  the  study 
of  the  appendix  during  life  in  patients  in  whom  no 
lesion  of  the  appendix  was  suspected. 

Five  hundred  cases  were  studied,  in  167  of  which 
changes  were  discovered  in  the  appendix.  In  64 
cases  the  condition  demanding  operation  was  in- 
flammatory disease  of  the  uterine  appendages,  and 
in  the  majority  of  these  it  is  fair  to  conclude  that 
the  involvement  of  the  appendix  was  secondary  to 
the  right  pelvic  process.  This  leaves  103  abnormal 
appendices  which  were  not  associated  with  any 
inflammatory  process  in  the  pelvis  and  produced  no 
symptoms. 

With  few  exceptions  the  lesions  of  the  appendix 
were  chronic  in  nature.  First  were  those  adherent  in 
one  or  more  places  without  gross  changes  in  the 
muscularis  or  mucosa.  These  were  called  chronic 
peri-appendicitis.  Second  were  those  with  thicken- 
ing, complete  or  partial  obliteration  affecting  all 
the  coats  and  definitely  the  seat  of  chronic  inflam- 
mation. Third  were  those  buried  under  pericaecal 
veils. 

The  writers  do  not  feel  that  they  can  definitely  in- . 
terpret  the  significance  of  these  various  lesions  found 
unexpectedly  at  operation  but  state  that  no  doubt 
many  of  them  are  quite  innocuous.  They  demon- 
strate, however,  that  we  are  no  longer  justified  in 
making  the  diagnosis  of  chronic  appendicitis  with 
the  same  confidence  as  in  the  past. 

H.  A.  Mc Knight. 


Graves,  S.:  Primary  Lymphoblastoma  of  the  In- 
testine. Report  of  Three  Cases,  One  with 
Apparent  Recovery  Following  Operation.  A 
Plea  for  a  Logical  Classification  of  Tumors. 

,y.  Med.  Research,  igig,  xl,  415. 

Graves  states  that  the  opportunity  for  the  study 
of  the  gross  and  microscopic  pathology  and  the  clin- 
ical course  of  three  cases  of  lymphoblastoma  of  the 
intestine  here  reported  has  stimulated  an  extensive 
search  of  the  literature  on  this  subject  at  odd  times 
for  the  last  four  years.  He  believes  that  the  list  of 
246  cases  appended  to  the  article  is  the  most  com- 
plete ever  recorded.  Prior  to  this  time  the  largest 
collection  was  that  of  Crowther  published  in  1913, 
which  included  122  cases.  The  three  cases  reported 
by  Graves  make  a  total  of  249. 

The  research  has  seemed  to  Graves  almost  with- 
out end  because  of  the  confusion  in  the  nomenclature 
of  tumors.  In  this  report  the  term  "lymphoblas- 
toma" is  defined  as  "a  tumor  of  mesenchymal  origin 
of  which  the  cells  tend  to  differentiate  into  lympho- 
cytes; that  is,  into  cells  of  the  lymphocyte  series," 
and  includes,  so  far  as  the  literature  is  concerned, 
"lymphocytoma,"  "lymphoma,"  so-called  "lym- 
phosarcoma," and  in  most  cases,  the  so-called 
"round-celled  sarcoma." 

Graves  summarizes  his  paper  as  follows: 

About  246  cases  of  lymphoblastoma  of  the  intes- 
tine have  been  collected. 

To  this  number  3  new  cases  are  now  added.  One 
of  these  patients  was  in  good  health  approximately 
three  years  after  operation.  One  died  seven  months 
after  operation  with  metastases  in  the  lungs  and 
elsewhere.  One  apparently  had  recurrence  within 
the  abdominal  cavity  thirty-eight  months  after 
operation. 

The  disease  occurs  at  any  age  from  i  to  80  years, 
but  is  most  frequent  in  the  third  and  fourth  decades. 

A  reliable  comprehension  of  the  nature  of  tumors 
and  their  clinical  significance,  as  well  as  accurate 
statistics  in  regard  to  them,  will  not  be  available  so 
long  as  they  are  designated  by  incorrect  nomen- 
clature. G.  E.  Beilby. 

Ricketts,  B.  M.:  Intestinal  Anastomosis — Newest, 
Quickest,  and  Best.  Tr.  West.  Surg.  b'Gyncc.  Ass., 
1919. 

The  principle  of  intestinal  anastomosis  by  invagin- 
ation, cuff  and  suture,  is  probably  the  simplest, 
quickest,  safest,  easiest,  and  freest  from  unpleasant 
complications  of  any  methods,  both  suture  and 
mechanical. 

The  nine  illustrations  presented  are  given  to 
demonstrate  the  simplicity  and  feasibility  of  the 
method  described  not  only  to  those  who  are  familiar 
with  intestinal  surgery  but  to  those  who  wish  to 
become  so. 

Co-aptation  by  suture  of  mucosa  to  mucosa,  mus- 
cularis to  muscularis,  and  serosa  to  serosa  is  ideal  in 
theory  but  seldom  realized,  extremely  difiicult,  and 
not  necessary,  as  is  demonstrated  in  intussusception 
with  spontaneous  severance  of  the  invaginated  gut 
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and  when  union  has  been  accompUshed  with  mechan- 
ical devices. 

The  author  summarizes  his  conclusions  as  follows: 

1.  Nine  hours  is  sufficient  time  for  lymph  union. 

2.  The  proximal  end  of  the  bowel  should  extend 
from  I  to  iK  in.  into  the  distal  end  in  end-to-end 
anastomosis,  though  less  in  lateral  anastomosis. 

3.  Invaginated  ends  and  portions  of  gut  will 
eventually  atrophy  without  stenosis. 

4  Fine  round,  curved,  or  straight  needles  carrying 
fine  silk  or  linen  thread  are  best. 

5.  Needles  with  cutting  edges  should  be  avoided. 

6.  It  is  not  necessary  to  perforate  the  gut  wall 
with  the  needle,  though  this  is  of  little  or  no  con- 
sequence. 

7.  Interrupted  rather  than  continuous  sutures 
should  be  used. 

8.  Catgut  should  never  be  employed  for  this 
purpose. 


9.  Sutures  should  not  be  drawn  excessively  taut, 
but  close  enough  to  insure  perfect  co-aptation. 

10.  An  extra  row  of  sutures  may  be  applied  as 
a  precaution. 

11.  The  method  is  especially  advisable  to  hasten 
the  completion  of  the  operation.  Expedition  is  al- 
ways advisable. 

Malespine,  E.:  A  Method  of  Left  Iliac  Colostomy 
— the  Bridged  Anus  (Un  precede  de  colostomie  ili- 
aque  gauche — I'anusapont).  Rcv.dechir.,Va.T.,  1919, 
Ivii,  277. 

Malespine  describes  the  technique  which  has  been 
followed  by  D6lore  for  some  years  in  the  formation 
of  an  artificial  anus. 

An  incision  from  8  to  9  cm.  in  length  is  made  a 
finger's  breadth  above  the  left  anterosuperor  iliac 
spine  and  parallel  to  the  crural  arch  and  the  iliac 
crest.     The  obliquus  major,  obliquus  minor,   and 
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transverse  muscles  are  then  dissected  and  the  perito- 
neum opened.  This  having  been  done,  the  iliac  sig- 
moid with  its  mesentery  is  brought  to  the  surfaqe 
through  the  wound. 

In  the  center  of  the  first  incision  two  T  mc'sions 
about  4  or  5  cm.  long  are  then  made  4  cm.  apart  and 
the  tongue  of  skin  thus  formed  is  separated  from  the 
cellular  subcutaneous  tissue.  The  intestinal  loop  is 
then  held  between  the  thumb  and  index  finger  of 
the  left  hand,  and  the  small  strip  of  skin,  caught 
with  a  forceps,  is  pushed  beneath  it  and  sutured  to 
the  other  edge  of  the  incision.  The  base  of  the  intes- 
tinal loop  is  fixed  to  the  peritoneum  with  a  few 
sutures  and  the  loop  and  skin  bridge  are  tamponed 
and  dressed. 

After  from  thirty-six  to  forty-eight  hours  the 
intestine  is  sectioned  with  the  thermocautery  and 
dressed.  The  dressing  is  renewed  each  day.  The  two 
portions  brought  to  the  surface  become  progressively 
epidermized.   The  lower  end  is  irrigated  daily. 

In  seven  years'  use  of  this  method  D^lore  only 
once  observed  a  case  in  which  the  cutaneous  bridge 
became  gangrenous. 

After  some  time  cicatrization  is  complete  and  the 
two  orifices  are  from  3  to  4  cm.  apart.  A  receptacle 
with  two  completely  separated  openings  correspond- 
ing to  the  two  segments  of  intestine  is  fixed  in  place. 

The  method  is  employed  for  a  rectal  stenosis  of 
cancerous  or  other  type  when  resection  is  impossible 
and  the  results  are  better  than  those  obtained  in  any 
other  way.  The  author  has  operated  upon  fifty 
patients  in  this  manner  within  the  last  seven  years 
and  in  no  case  was  there  any  inflammation  of  the 
iliac  fossa,  gangrene  of  the  bridging  skin  flap, 
lymphangitis,  or  erysipelas.  The  procedure  elimi- 
nates an  important  disadvantage  of  other  methods, 
viz.,  the  passage  of  faeces  by  the  lower  end,  and  thus 
improves  the  prognosis.  W.  A.  Brennan. 

Chiossone,    F.:     Ileopelvic   Megacolon    (Megacolon 
ileopelviano).    Rev.  med.  del  Rosario,  1919,  ix,  169 

This  article  is  a  discussion  of  the  work  done  by 
Mirizzi  on  megacolon.  Medical  treatment  and 
surgery  less  radical  than  colectomy  Mirizzi  con- 
siders only  palliative.  While  he  does  not  deny  that 
colectomy  is  a  serious  operation,  he  claims  for  it 
a  greater  number  of  cures  and  a  lower  mortality 
than  have  been  obtained  in  this  condition  by  any 
other  method.  Mirizzi  summarizes  his  conclusions 
as  follows: 

1.  There  is  a  normal  primary  macrocolon  which, 
by  the  addition  of  certain  acquired  factors  becomes 
a  megacolon. 

2.  Megacolon  gives  rise  to  sustaining  membranes 
which  in  the  beginning  are  beneficial  but  later,  due 
to  their  irregular  contraction,  seriously  disturb  the 
drainage  of  the  colon. 

3.  A  liberal  colectomy  is  the  procedure  of  choice 
for  the  radical  cure  of  megacolon. 

4.  End-to-end  anastomosis  is  an  excellent  pro- 
cedure for  cases  in  which  the  difference  between  the 
ends  to  be  united  is  not  great. 


5.  The  end-to-end  suture,  while  somewhat 
laborious,  is  more  sure  in  its  results. 

6.  Appendicostomy  and  transanastomotic  drain- 
age of  the  colon  are  very  efficient  aids  to  the  success 
of  the  operation,  M.  M.  Matthies. 

Miles,  W.  E. :    Observations  upon  Internal  Piles. 

Surg.jGynec.  b'Obst.,  1919,  xxix,  497. 

"An  internal  pile  consists  of  a  conglomeration  of 
blood  vessels  in  the  submucous  tissue  of  the  anal 
canal  and  of  the  lower  part  of  the  rectum  which  have 
become  enlarged  and  tortuous  and  whose  coats  have 
undergone  pathologic  change,  partly  hypertrophic 
and  partly  fibrotic.  Arteries,  capillaries,  and  veins 
simultaneously  participate  in  this  change." 

The  stages  in  the  development  of  piles  are  pri- 
mary, intermediate,  and  final,  depending  upon  the 
constant  engorgement  and  trauma  of  fasces  and 
pinching  by  the  sphincter  which  cause  fibrosis  and 
hypertrophy  of  the  mucous  membrane.  In  long- 
standing cases  fibrosis  results  in  the  production  of  a 
complete  encircling  band  of  fibrous  tissue  beneath 
the  mucosa  in  the  lower  part  of  the  anal  canal  which 
the  author  has  termed  the  "pecten  band." 

The  location  of  piles  on  the  various  arcs  of  the 
anal  circumference  is  dependent  upon  the  disposition 
of  the  primary  and  secondary  divisions  of  the  right 
and  left  terminal  branches  of  the  superior  haemor- 
rhoidal  artery  and  upon  which  of  these  are  involved. 
The  primary  piles  are  always  in  the  same  relative 
position,  e.g.,  the  right  anterior  quadrant,  the  right 
posterior  quadrant,  and  the  left  mid-point  of  the 
anal  circumference.  The  secondary  piles  are  addi- 
tions to  these  but  off-shoots  from  them,  and  the 
formula  of  location  may  be  stated  as  follows: 
Group  I,  right  anterior;  Group  2,  right -f- right  pos- 
terior-}-posterior;  and  Group  3,  left  posterior-f  left 
-fleft  anterior-f anterior.  The  anterior  pile  is  of 
very  rare  occurrence.  Therefore,  it  is  evident  that 
there  are  never  more  than  eight  internal  piles  and 
very  rarely  more  than  seven.  It  is  further  observed 
that  the  full  complement  is  not  usual  and  that  those 
present  are  often  in  various  stages  of  development. 

The  symptom  of  the  first  stage  is  recurrent  and 
often  profuse  bleeding  during  defecation.  In  the 
second  stage  the  bleeding  is  less  but  protrusion  of 
the  piles  occurs  during  defecation.  This  is  easily 
and  spontaneously  reduced.  The  third  stage  is 
characterized  by  continuous  protrusion  unless  manu- 
ally reduced,  a  marked  tendency  to  recurrence  on 
exertion,  and  absence  of  bleeding. 

Palliative  treatment  may  arrest  the  development 
of  piles  during  their  early  stages  and  consists  in 
manual  replacement  to  prevent  protrusion  and 
sphincteric  pinching.  Mild  cathartics  are  also  of 
value. 

The  indications  for  operation  are  copious  and  re- 
curring haemorrhage  and  uncontrollable  protrusion. 

The  author  devotes  two  days  to  the  preparation 
of  the  patient  for  operation.  He  is  confined  to  bed 
and  given  a  light  diet,  and  attention  is  paid  to  evac- 
uation of  the  bowels. 
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The  author  does  a  ligation  operation  which  he 
describes  in  detail.  The  sphincter  is  not  dilated  but 
as  a  first  step  the  pecten  band  described  above  is 
divided,  care  being  taken  not  to  divide  the  sphincter. 
Only  three  ligatures  are  necessary  because  secondary 
piles,  when  present,  are  off-shoots  of  the  primary 
piles  and  are  included  in  the  ligation  of  the  former. 

The  pile  sloughs  on  the  ninth  or  tenth  day  and 
the  patient  may  be  up  on  the  fifteenth  day.  The 
after-treatment  is  highly  important  and  is  described 
in  detail.  K.  L.  Vehe. 

LIVER,  PANCREAS,  AND  SPLEEN 

Barber,  W.  H. :  Choledocho- Enterostomy  and  Post- 
operative Dilation  of  the  Bile-Ducts.  Ann.  Surg., 
1919,  Ixx,  530. 

The  study  here  reported  comprised  experiments 
on  20  animals,  14  of  which  were  successful,  barring 
the  dilation  described  and  the  possibility  of  ultimate 
ascending  infection  of  the  liver.  Six  were  partial  or 
complete  failures,  due  to  the  harmful  compression  of 
the  intramural  segments  of  the  transposed  bile- 
ducts. 

Four  of  the  failures  occurred  in  the  thick-walled 
stomach  and  two  in  the  duodenum.  The  stomata 
were  most  patent  in  the  relatively  thin-walled 
jejunum. 

The  following  conclusions  are  drawn: 

1.  A  severed  bile-duct  too  small  to  suture  but 
long  enough  for  direct  choledocho-enterostomy  may 
be  re-united  to  the  upper  small  intestine  or  the  stom- 
ach by  anchoring  it  obliquely  within  the  wall  of 
the  intestine  or  stomach. 

2.  A  certain  degree  of  dilation  due  to  the  inevi- 
table interruption  of  the  nerve  connections  during 
reconstruction  of  the  bile-duct  is  not  incompatible 
with  life.  Harmful  dilation  is  associated  with  re- 
traction of  the  transposed  end,  obstructive  intra- 
mural scar,  and  deficient  epithelialization. 

3.  The  technique  described  reduces  to  a  minimum 
the  adhesion-forming  traumata.  The  factors  tend- 
ing to  prevent  retraction  and  obstruction  of  the  bile- 
duct  are:  (i)  proper  mobilization  of  the  anastomotic 
intestinal  loop;  (2)  the  oblique  course  of  the  intra- 
mural segment;  (3)  possibly  the  dilation  of  the  intra- 
intestinal  end;  and  (4)  the  anchorage  of  the  bile  duct 
with  due  allowance  for  retraction. 

E.    C.   ROBITSHEK. 

Lobingier,  A.  S.:  The  Pathologic  Indications  for 
Cholecystectomy.  California  Slate  J.  M.,  19 19, 
xvii,  401. 

Because  indications  for  cholecystectomy  are  in- 
definite and  because  very  serious  results  may  follow 
the  removal  of  the  gall-bladder  when  it  is  forbidden 
by  the  pathologic  condition,  the  author  considers 
the  indications  for  cholecystectomy  from  the  stand- 
point of  the  real  pathology  and  the  end-results.  A 
short  resume  of  the  literature  is  also  included  in  the 
article. 


1.  Gangrene:  The  diagnosis  should  be  made 
early,  not  late  as  is  the  rule,  and  operation  should  be 
immediate. 

2.  Primary  carcinoma:  An  early  diagnosis  may 
be  difficult  and  the  liver  metastasis  well  advanced 
before  symptoms  arise. 

3.  Cystic  distention:  A  condition  due  to  stricture 
of  the  cystic  duct,  usually  due  to  an  impacted  stone, 
which  cannot  be  successfully  treated  except  by  chole- 
cystectomy, 

4.  Ulceration  of  the  cystic  duct  from  an  im- 
pacted stone.  If  merely  drainage  is  used  cystic  dis- 
tention invariably  develops. 

5.  Empyema  without  cholangitis  or  pancreatitis: 
The  symptoms  will  indicate  whether  the  liver  ducts 
and  pancreas  are  involved  in  the  septic  process.  The 
author's  rule  is  to  drain  the  septic  bladder  primarily 
and  do  a  cholecystectomy  later  as  indicated. 

6.  Contracted  gall-bladder  with  fibrous  changes 
in  its  walls  and  destruction  of  the  mucosa  without 
pancreatitis:  This  condition  is  frequently  due  to 
cholelithiasis,  an  old  empyema,  or  a  ball-valve 
obstruction  by  a  stone  in  the  common  duct.  The 
gall-bladder  is  a  constant  source  of  focal  infection 
and  a  potential  menace  for  malignancy. 

7.  A  thickened  gall-bladder  adherent  to  neighbor- 
ing organs  such  as  the  pylorus,  duodenum,  and  colon: 
There  is  no  chronic  condition  of  the  gall-bladder 
attended  with  a  more  disturbing  syndrome  nor  one 
more  happily  relieved  by  a  carefully  done  cholecys- 
tectomy with  omental  covering  to  all  denuded  sur- 
faces. 

8.  So-called  granular  or  "strawberry"  gall- 
bladder (cholecystitis  catarrhalis  chronica  of  Mac 
Carty) :  There  are  so  many  stages  of  this  condition 
that  in  most  instances  the  clinical  picture  will  be 
the  safest  guide  to  a  choice  between  drainage  and 
removal. 

Cholecystectomy  is  contra-indicated  in: 

1.  Simple  cholecystitis  with  or  without  stone 
in  which  the  mucosa  of  the  gall-bladder  and  cystic 
duct  is  normal. 

2.  Chotemia  from  impacted  stone  in  the  common 
duct.  Drainage  should  be  instituted  first  and  the 
stone  then  removed. 

3.  Obstruction  of  the  common  duct  at  the  ampul- 
la of  Vater  causing  the  bile  to  back  up  into  the  pan- 
creatic ducts.    Drainage  is  indicated. 

4.  Septic  cholangitis.  Drainage  is  the  cardinal 
principle  of  treatment  with  cholecystectomy  later 
if  indicated.  P.  ;M.  Chase. 

MISCELLANEOUS 

Mengel,  S.  P.:    Fractures  of  the  Pelvis.    Pennsyl- 
vania M.  J.,  1919,  xxiii,  70. 

The  author's  experience  included  17  fractures  of 
the  ramus  of  the  pubes,  12  of  the  ilium,  14  of  both 
the  pubes  and  ischium,  4  of  the  acetabulum,  10  of 
the  ischium,  4  of  the  sacrum,  and  8  of  three  bones. 
Exact  information  in  regard  to  the  fractures  in  a 
number  of  fatal  cases,  which  in  all  probability  were 
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the  most  severe,  was  unobtainable  on  account  of 
the  patient's  condition  on  admission  to  the  hospital. 
There  were  22  uncomplicated  cases,  46  complicated 
cases,  and  i  in  which  the  presence  or  absence  of 
complications  is  not  specified. 

Age  seemed  to  have  no  influence  in  the  cases 
reported.  Two  of  the  patients  were  under  10  years 
of  age,  ten  between  10  and  20  years,  twenty  between 
20  and  30  years,  thirteen  between  30  and  40  years, 
ten  between  40  and  50  years,  and  seven  over  so 
years  of  age.  The  ages  of  three  are  not  given.  The 
youngest  was  6  years  old  and  the  oldest  6q  years. 

There  were  66  males  and  3  females,  the  large 
number  of  males  being  accounted  for  by  the  fact 
that  the  majority  of  the  patients  were  employed  in 
the  mines.  Twenty-four  were  miners  by  occupation, 
23  laborers  in  the  mines,  and  11  employed  in  and 
about  mines  as  motormen,  drivers,  nippers,  runners, 
etc.  There  were  3  housewives,  i  business  man,  i 
soldier,  i  mason,  i  farm-hand  and  i  teamster.  Two 
patients  were  school-boys.  The  occupation  of  2 
others  is  not  specified. 

Falling  rock  and  coal  were  accountable  for  26 
cases,  crushing  between  cars,  cars  and  props,  cars 
and  timbers  for  33,  and  miscellaneous  causes  for  15. 
In  2  cases  the  cause  was  not  specified.  Among  the 
cases  due  to  miscellaneous  causes  the  fracture  was 
due  in  i  instance  to  instrumental  delivery  during 
confinement,  in  i  to  the  explosion  of  a  soda  tank, 
and  in  2  to  jumping  astride  a  barn  door  which  was 
covered  with  hay. 

Complications  were  numerous  and  often  severe. 
In  many  instances,  owing  to  the  intensity  of  the 
fracturing  force,  the  pelvis  was  crushed  and  there 
was  extensive  damage  to  the  soft  parts.  Forty-six 
(66^  per  cent)  of  the  author's  cases  were  compli- 
cated, and  21  (30^  per  cent)  of  the  6q  cases  termi- 
nated fatally.  The  severity  of  the  injuries  is  evident 
when  it  is  noted  than  10  of  the  21  deaths  occurred 
within  the  first  seven  hours  after  the  accident,  5 
between  the  first  and  the  fourth  days,  and  the  re- 
maining 7  between  the  fourth  and  the  sixteenth  days. 
Five  of  these  cases  were  operated  upon,  and  death 
resulted  subsequently  from  sepsis.  A  large  number 
of  the  patients  sustained  severe  injuries  to  other 
parts  of  the  body.  In  5  of  the  fatal  cases  there  was 
a  compound  fracture  of  the  rib  and  in  several  the 
lungs  were  punctured.  One  patient  had  fractures 
of  both  femurs,  2  a  fracture  of  one  femur,  i  a  frac- 
ture of  the  skull,  and  another  a  fracture  of  the  spine. 
Fourteen  of  the  46  sustained  fractures  of  other  bones 
in  addition  to  the  fracture  of  the  pelvis  and  in  a  num- 
ber of  instances  these  were  compound  and  accom- 
panied by  great  damage  to  the  soft  parts. 

There  was  only  i  case  of  undoubted  rupture  of 
the  bowel.  This  patient  had  suffered  extensive 
injury  to  the  perineum  and  rupture  of  the  bladder 
and  urethra.  All  the  patients  who  died,  as  well  as 
a  number  of  those  who  recovered,  had  internal 
haemorrhage  and  symptoms  of  internal  injuries. 
Twelve  (57.1  per  cent)  of  the  deaths  were  due  to 
shock,  or  internal  haemorrhage,  or  both.  One  patient 


died  from  gas  gangrene  which  developed  in  a  badly 
lacerated  and  contused  thigh  and  the  lower  abdo- 
men. The  majority  of  the  others  succumbed  to 
either  exhaustion  or  sepsis.  Disability  was  constant 
and  complete  in  all  the  cases  of  intrapelvic  injury, 
and  shock  was  marked. 

The  average  time  spent  in  a  hospital  was  thirty- 
eight  days.  Fourteen  of  the  patients  remained  in 
the  hospital  for  from  fifty  to  seventy-four  days. 
13  for  from  forty  to  fifty  days,  and  10  for  from 
thirty  to  forty  days. 

The  time  necessary  for  a  complete  cure  is  directly 
proportionate  to  the  extent  of  the  injury  and  the 
displacement  of  the  bones.  Too  often  the  patient 
is  allowed  out  of  bed  and  on  his  feet  before  bony 
union  has  occurred,  with  the  result  that  the  deform- 
ity is  increased  or  he  becomes  a  cripple  for  life. 

Rupture  of  the  urethra  and  bladder  and  haemor- 
rhage are  among  the  most  frequent  complications. 
In  the  author's  series  rupture  of  the  bladder 
occurred  in  11  cases  and  rupture  of  the  urethra 
in  13.  In  3  other  cases  the  patients  had  the 
symptoms  of  rupture  of  the  bladder,  but  being  prac- 
tically moribund  on  their  admission  to  the  hospital 
the  exact  condition  could  not  be  determined. 
Roentgen-ray  examination  usually  clears  up  the 
case  so  far  as  damage  to  the  bone  structure  is  con- 
cerned, but  gives  little  or  no  information  regarding 
the  complications.  It  is  therefore  imperative  that  a 
thorough  clinical  examination  be  made  at  once,  even 
before  the  patient  is  sent  for  X-ray  examination. 

If  the  patient  has  passed  urine,  or  is  able  to  do  so, 
and  the  urine  is  clear,  it  may  be  concluded  that  the 
bladder  and  urethra  have  escaped  injury.  Blood  in 
the  urine  usually  signifies  damage  to  the  bladder  or 
urethra,  and  possibly  to  the  kidney.  If  the  patient 
is  unable  to  urinate,  a  catheter  should  be  passed. 
Usually  there  is  considerable  trauma  to  the  peri- 
neal tissue,  causing  discoloration  and  oedema,  and 
not  infrequently  a  hasmatoma. 

If  the  catheter  passes  into  the  bladder  with  little 
or  no  difficulty  and  clear  urine  is  withdrawn,  it  is 
probable  that  the  bladder  and  urethra  are  unin- 
jured. If  the  urethra  is  ruptured,  the  catheter 
usually  meets  with  an  obstruction  at  or  near  the 
membranous  portion  where  it  often  curls  upon  itself 
with  the  escape  of  blood  or  blood  and  serum  and 
perhaps  a  small  quantity  of  urine  intermingled.  If 
the  catheter  can  be  passed  into  the  bladder,  and  no 
urine,  or  only  a  small  quantity  of  urine,  urine  and 
blood,  or  blood  alone  escapes,  there  is  no  doubt  that 
this  organ  is  ruptured. 

Injuries  to  the  bladder  and  urethra  are  most  fre- 
quently caused  by  spicules  of  bone,  but  may  be  due 
to  the  fracturing  force.  The  practice  of  waiting  for 
extravasation  of  urine  in  cases  of  rupture  of  the 
urethra  is  condemned  for  the  reason  that  extra- 
vasation is  usually  followed  by  infection,  suppura- 
tion, and  necrosis.  Extraperitoneal  rupture  is 
usually  caused  by  fragments  or  spicules  of  the  frac- 
tured bones,  while  intraperitoneal  rupture  is  usually 
due  to  the  fracturing  force  upon  the  organ  when  it  is 
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distended  or  filled.  In  extraperitoneal  rupture  of 
the  bladder  the  urine  infiltrates  through  the  soft 
parts  in  front  of,  behind,  and  below  the  bladder, 
coming  toward  the  surface  through  the  inguinal 
canal,  the  femoral  opening,  in  the  perineum,  or  the 
prevesical  space,  from  where  it  may  be  drained  by 
incisions  through  the  skin. 

In  suspected  cases  of  rupture  of  the  bladder  an 
exploratory  laparotomy  should  be  performed  as 
early  after  the  injury  as  possible.  The  one  great 
factor  of  these  cases  is  thorough  drainage,  and  the 
earlier  it  is  established  the  better  the  chances  for 
recovery.  In  extraperitoneal  tears  the  wound  is 
often  inaccessible  to  suture.  If  thorough  drainage 
is  established  and  maintained,  the  bladder  wounds 
usually  heal.  Intrapelvic  tears  of  the  bladder  re- 
quire careful  suturing  with  drainage  of  the  abdomi- 
nal cavity  as  well  as  thorough  drainage  of  the  blad- 
der. 

In  cases  of  rupture  of  the  urethra,  in  which 
catheterization  is  impossible,  an  external  urethrot- 
omy is  indicated.  If  the  proximal  end  of  the  torn 
urethra  can  be  found,  the  ends  should  be  brought 
together  and  sutured,  and  a  good-sized  catheter 
with  two  openings  should  be  passed  through  the 
entire  length  of  the  canal.     Usually,  however,  the 


proximal  end  of  the  urethral  wound  is  difTicult,  and 
at  times  impossible,  to  locate.  If  after  a  diligent 
search  the  end  cannot  be  found,  retrograde  cathe- 
terization should  be  performed.  A  mushroom  cathe- 
ter should  not  be  used  as  calculi  or  deposits  may 
form  and  its  removal  may  be  difficult  or  impossible. 
In  one  of  the  author's  cases  an  operation  was  neces- 
sary to  remove  a  mushroom  catheter  left  in  situ  for 
a  period  of  eight  days.  The  internal  administration 
of  some  acid  will  aid  materially  in  acidifying  the 
urine  and  preventing  the  formation  of  phosphatic 
deposits. 

It  is  remarkable  what  an  important  part  nature 
plays  in  the  restoration  of  the  urethral  canal  if  given 
proper  aid.  The  danger  of  subsequent  stricture  in 
all  cases  of  rupture  of  the  urethra  is  great,  however, 
and  the  systematic  passing  of  sounds  must  be 
continued  for  from  six  to  twelve  months.  Often 
the  passage  is  irregular  and  tortuous  and  the  intro- 
duction of  a  sound  most  difficult,  but  with  pa- 
tience and  perseverence,  it  can  usually  be  accom- 
plished successfully.  Many  cases  come  to  operation 
over  and  over  again  because  of  the  patient's  failure 
to  heed  advice  and  continue  treatment. 

The  article  is  concluded  with  the  brief  citation  of 
2  of  the  author's  cases.  E.  C.  Robitshek. 


SURGERY  OF  THE  EXTREMITIES 


DISEASES  OF  BONES,  JOINTS,  MUSCLES,  TEN- 
DONS. GENERAL  CONDITIONS  COMMONLY 
FOUND  IN  THE  EXTREMITIES 

Francini,  M.:    Wounds  of  the  Large  Joints   (Le 

ferite  delle  grandi  articolazioni).     Chir.  d.  organi  di 
movimento,  19 19,  iii,  341. 

Francini  states  he  has  seen  several  wounds  of 
the  joints  with  involvement  of  only  the  synovial 
membrane  which  were  produced  by  rifle  bullets 
striking  the  knee  in  the  parapatellar  tissues.  The 
principal  feature  of  these  cases  was  extreme  tender- 
ness with  effusion  into  the  joint  cavity  and  loss 
of  function.  Effusion  into  a  joint  cavity  may  result 
from  injury  to  contiguous  structures  not  involving 
the  joint  such  as  that  caused  by  foreign  bodies  in 
the  adjacent  ends  of  bone. 

Shell  wounds  of  the  joints  are  in  general  extensive 
and  associated  with  injuries  to  bones,  blood  vessels, 
and  nerves.  The  possibility  of  infection  frequently 
of  a  virulent  type  is  well  recognized.  Pieces  of 
clothing  are  often  found  in  the  depths  of  the  wound. 
The  late  complications,  such  as  contractures,  de- 
formities, and  functional  disability,  demand  serious 
consideration.  Francini's  work  concerned  only 
patients  wounded  a  short  time  before  admission  to 
his  front-line  hospital.  Clinical  examination  was 
greatly  facilitated  by  roentgenoscopic  and  roent- 
genOgraphic  observations  which  made  possible  the 
accurate  localization  of  foreign  bodies. 

The  treatment  of  recent  wounds,  aseptic  or  only 
contaminated,  differs  from  that  of  wounds  with  frank 


infection.  In  simple  injuries  of  the  synovial  mem- 
brane without  complications  expectant  treatment 
is  advised.  Aspiration  may  be  done  if  the  effusion 
is  large.  In  cases  of  recent  shrapnel  wounds  con- 
taminated with  clothing  and  foreign  bodies,  excision 
of  the  bruised  tissue,  removal  of  the  foreign  particles, 
and  cleansing  of  the  joint  are  indicated.  This  is  the 
so-called  ''joint  laparotomy."  The  wound  is 
closed  without  drainage.  In  the  frankly  infected 
cases  ample  drainage  is  necessary.  In  cases  of 
severe  injury,  resection  of  the  joint  or  amputation 
is  indicated,  the  type  of  operation  depending  on 
the  degree  of  injury. 

After  these  general  considerations,  Francini  dis- 
cusses injuries  of  particular  joints,  giving  the 
peculiarities  in  each  and  the  necessary  variations  in 
the  treatment.  Lesions  of  the  knee  joint  are  de- 
scribed in  especial  detail.  A  summary  of  the  treat- 
ment is  as  follows: 

1.  In  recent  contaminated  wovmds  due  to  shrap- 
nel or  complicated  by  bone  injury,  a  joint  laparot- 
omy is  indicated  with  removal  of  the  foreign  body. 
The  wound  is  then  closed  without  drainage. 

2.  In  recent  rifle  injuries  of  the  through-and- 
through  type  expectant  treatment  with  rigid 
immobilization  is  necessary.  Large  effusions  may 
be  aspirated. 

3 .  In  recent  extensive  injuries,  typical  or  atypical, 
resection  must  be  done.  If  there  is  vessel  injury 
amputation  is  indicated. 

4.  Infected  and  suppurating  wounds  demand 
ample  drainage  secured  by  lateral   incisions  and 
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opening  posteriorly  in  to  the  popliteal  fossa.  Fran- 
cini  does  not  use  the  method  of  cutting  the  patellar 
ligament  and  laying  back  the  patella.  The  foreign 
body  should  be  extracted  in  all  these  operations. 

I.  F.  VOLINI. 

Martin,  T.  H. :  The  Treatment  of  the  Tuberculous 
Cripple  at  the  Hospital  for  Children,  Leasowe. 

Brit.  M.  J.,  1919,  ii,  664. 

In  the  British  Medical  Journal  for  Oct.  11,  iQig, 
Sir  Robert  Jones  proposes  a  national  scheme  for  the 
cure  of  crippled  children.  The  basis  of  the  plan  is  as 
follows : 

1.  The  division  of  England  and  Wales  into  a 
number  of  districts. 

2.  The  establishment  in  each  district  of:  (i)  open- 
air  country  orthopedic  hospitals;  and  (2)  a  system  of 
scattered  out-patient  clinics. 

3.  The  organization  of  efficient  treatment. 

4.  General  co-ordination  by  a  committee  working 
under  the  Ministry  of  Health. 

In  discussing  the  urgent  need  of  such  care  and  the 
loss  in  earning  capacity  due  to  the  affliction,  Sir 
Robert  Jones  outlines  the  financing  of  the  problem 
and  suggests  the  possibility  of  taking  over  the  pen- 
sion hospitals  for  this  purpose  when  the  needs  of  the 
crippled  soldier  will  have  been  met. 

Telford  in  the  British  Medical  Journal  for  Oct.  25, 
1919,  states  that  in  his  opinion  the  suggestion  regard- 
ing the  use  of  the  pension  hospitals  is  not  entirely 
satisfactory  as  some  of  these  buildings  are  situated 
in  regions  where  the  chief  agents  in  the  cure  of  tuber- 
culosis, sunlight  and  favorable  climate,  are  lacking. 
He  suggests  the  French  plan  of  large  hospitals  where 
the  best  climatic  conditions  prevail. 

Martin,  after  referring  to  the  articles  mentioned, 
outlines  the  work  for  tuberculous  cripples  at  the 
Hospital  for  Crippled  Children  at  Leasowe  Cheshire. 
This  hospital  with  200  beds  is  situated  on  14  acres  of 
land  exposed  to  the  wind  which  sweeps  the  Irish  Sea 
and  is  ideally  placed  to  meet  climatic  requirements. 
Martin  describes  the  structure  of  the  institution 
and  lays  stress  upon  the  improvement  due  to  helio- 
therapy as  an  integral  part  of  the  open-air  treat- 
f_  ment.  Eighty  per  cent  of  cases  are  discharged  with 
the  disease  arrested.  The  statistics  for  191 8  are 
given  as  follows: 

Discharged,  disease  having  been  arrested: 

Tuberculous  spine,  average  stay,  617  days.  .  .  19 

"           hip,           "         "      729     "    ...  25 

knee,         "         "      438     "...  6 

"           osteitis,      "         "      319     "    ...  22 

"           glands,       "         "      209     "    ...  25 

"           peritonitis,"        "      162     "    ...  25 

122 

Discharged  as  improved 9 

Discharged  as  incurable 9 

Discharged    with    infectious    disease    (subse- 
quently re-admitted) 10 

Died 17 

Total 767 


The  author  believes  it  advisable  that  a  concentra- 
tion of  national  effort  be  made  and  that  larger  hospi- 
tals be  built  in  areas  where  it  has  been  proved  that 
cases  of  tuberculosis  progress  favorably, 

H.  W.  Meyerdino. 

Polettini,  B.:  Bone  Cysts  (SuUe  cisti  ossee).  Policlin., 
Roma,  1919,  xxvi,  sez.  chir.,  204,  217. 

Cystic  formations  in  bone  tissues  are  of  various 
types: 

1.  Cysts  due  to  parasites,  most  frequently  the 
echinococcus. 

2.  Congenital  cysts  (dermoid,  mandibular,  etc.). 

3.  Cysts  due  to  the  softening  of  solid  tumors 
(chondromata,  fibromata,  etc.). 

4.  Cysts  due  to  inflammatory  processes  causing 
liquefaction  of  the  osseous  and  medullary  tissues 
such  as  occurs  in  granuloma  and  osteomyelitis. 

5.  Cysts  of  as  yet  unknown  etiology  and  patho- 
genesis. These  are  as  a  rule  single  cysts  with  well- 
defined  walls  and  without  either  epithelial  or  endo- 
thelial covering.  They  may  contain  serous,  mucous, 
or  serohaematic  substance  or  may  be  empty. 

The  disagreement  among  authors  is  evident  from 
the  various  compilations  of  cases  taken  from  the 
literature.  The  difficulty  of  ascribing  a  clear 
etiology  to  these  formations  is  due  to  the  following 
factors : 

1.  The  relative  benignity  of  the  process,  which 
rarely  comes  to  the  operating  table. 

2.  The  fact  that  in  only  a  few  of  the  cases  sur- 
gically treated  was  the  operation  sufficiently  exten- 
sive to  allow  a  complete  study  of  the  cyst  walls  and 
the  neighboring  tissues. 

3.  The  lack  of  a  complete  histological  examina- 
tion. 

The  author  reviews  the  various  theories  regarding 
the  pathogenesis  of  the  condition,  i.e.,  Virchow's 
neoplastic  theory,  Recklinghausen's  fibrous  osteitis, 
Beneke's  traumatic  theory,  Mickulicz'  osteodys- 
trophia, and  others. 

The  author  gives  very  detailed  clinical  histories 
of  3  cases  in  patients  9,  8,  and  25  years  of  age, 
respectively.  Between  the  first  and  second  were 
certain  clinical  and  histological  resemblances,  but 
between  the  first  and  third  was  complete  diversity. 
In  the  first  two  cases  the  disease  was  in  the  tro- 
chanteric region  of  the  femur.  In  the  second  case 
the  lower  third  of  the  femur  had  been  fractured 
two  years  before.  In  both,  the  cystic  production  was 
unique  and  atrophy  and  partial  destruction  of  the 
osseous  trabeculas  were  found  with  hyperaemia  and 
substitution  of  connective  tissue  for  the  medullary 
substance. 

In  seeking  the  cause  the  author  excludes  a  neo- 
plastic genesis  as  well  as  trauma.  While  the  histo- 
logical findings  might  give  some  suggestion  of 
osteitis,  the  amount  of  medullary  fibrosis  observed 
in  the  3  cases  reported  was  very  far  from  presenting 
the  character  of  fibrous  osteitis. 

In  the  first  2  cases  the  anatomical  and  histo- 
logical findings  together  clearly  indicated  to  the 
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author  that  the  cystic  formation  was  the  result  of 
destruction  of  the  bone  substance  by  a  disintegration 
and  partial  atrophy  of  the  bone  trabeculae,  and  that 
the  fibrous  walls  limiting  it  were  the  product  of 
the  surrounding  tissue. 

In  the  author's  third  case  the  histological  exami- 
nation showed  osteosarcoma,  which  put  the  ques- 
tion of  the  cause  of  the  condition  beyond  doubt. 

The  blastomatous  nature  of  the  third  case  is 
obvious,  but  it  is  difficult  to  diagnose  the  nature 
of  the  process  in  the  first  and  second  since  the  altera- 
tions in  the  circumscribing  bony  tissues  showed 
only  those  which  are  common  to  many  processes 
of  absorption,  a  fact  which  may  explain  why  such 
cases  have  been  variously  interpreted  as  osteodys- 
trophia, fibrous  osteitis,  etc. 

From  the  study  of  his  own  cases  and  of  the  litera- 
ture the  author  draws  the  conclusion  that  while 
bone  cysts  in  any  part  of  the  body  may  be  absolutely 
identical  histologically,  they  may  differ  greatly 
among  themselves.  This  indicates  that  there  is 
possibly  a  difference  in  their  etiology  and  patho- 
genesis. W.  A.  Brennan. 

Jeanne,  and  Mouchet,  A.:  A  Clinical  and  Thera- 
peutic Study  of  Traumatic  Lesions  of  the 
Wrist  (Etude  clinique  et  therapeutique  des  lesions 
traumatiques  du  carpe).  Bull.  mH.,  Par.,  1919, 
xxxiii,  603. 

The  three  most  frequent  injuries  of  the  region  of 
the  wrist  are:  (i)  fracture  of  the  lower  extremity  of 
the  radius;  (2)  fracture  of  the  scaphoid;  and  (3)  sub- 
total retrolunar  luxation  with  or  without  enucleation 
of  the  lunar  and  with  or  without  fracture  of  the 
scaphoid. 

When  the  wrist  is  swollen  and  there  is  de- 
formity of  the  dorsum  it  is  a  case  of  fracture  of  the 
radius  or  retrolunar  luxation.  If  the  latter,  the 
elevation  of  the  dorsum  is  low  and  there  is  an 
anteroposterior  thickening  of  the  wrist  itself  and 
immobility  with  lack  of  power  in  the  fingers. 

If  the  swelling  is  localized  in  the  wrist,  es- 
pecially on  the  outside;,  the  case  is  a  fracture  of  the 
scaphoid  or  a  sprain.  If  the  scaphoid  is  fractured 
that  region  projects  but  the  normal  relation  of  the 
radial  and  ulnar  styloid  apophyses  is  preserved. 

If  the  wrist  is  sprained  there  is  pain  on  motion  on 
the  radial  or  anterior  surface  of  the  proximal  carpal 
row  (scapholunar  diastasis). 

Isolated  fractures  or  luxations  of  the  carpal  bones 
other  than  the  scaphoid  may  be  suspected  from 
functional  trouble  in  the  wrist  or  localized  pain  or 
swelling. 

It  is  most  important  not  to  mistake  retrolunar 
luxation  as  the  functional  prognosis  in  such  cases  is 
very  poor  unless  treatment  is  given. 

At  the  present  time  the  clinical  diagnosis  of 
carpal  lesions  is  difficult  for  the  majority  of  prac- 
titioners as  the  examination  is  very  painful  and 
surgical  teaching  has  to  a  great  extent  neglected 
this  small  complex  region.  With  patience  and  care, 
however,    a    clinical    diagnosis    of    the    principal 


traumatic  lesions  is  possible,  if  not  at  the  time  of 
the  accident  at  least  after  the  disappearance  of  the 
initial  swelling. 

The  complexity  of  these  traumatic  lesions  and 
the  difficulty  of  their  examination  necessitate  the 
use  of  the  X-ray,  but  while  roentgenography  is  an 
indispensable  aid  it  is  also  susceptible  of  false 
intrepretation.  The  projection  of  the  shadow  of 
the  tubercle  of  the  scaphoid  may  be  taken  for  a 
fracture  of  this  bone,  and  the  normal  overriding  of 
shadows  in  the  vicinity  of  the  os  magnum  taken  for 
a  fracture  of  the  os  magnum.  There  is  scarcely  a 
region  of  the  body  which  calls  for  more  care  in  the 
interpretation  of  the  X-ray  picture  than  the  wrist. 
Therefore  the  injured  wrist  should  always  be  com- 
pared with  the  normal  wrist  X-rayed  in  the  same 
position.  W.  A.  Brennan. 

FRACTURES  AND  DISLOCATIONS 

Wilcox,  A.  E. :  The  Open  and  Closed  Treatment  of 
Fractures;  New  Methods  and  New  Apparatus 

Used.    Minnesota  Med.,  1919,  ii,  413. 

In  the  author's  opinion  a  simple  fracture  should 
not  be  treated  by  the  open  method  until  repeated 
and  untiring  efforts  to  reduce  it,  checked  and  re- 
checked  by  the  X-ray  or  fluoroscope,  have  failed. 

Assuming  that  the  closed  method  is  suitable  for 
a  certain  case,  the  surgeon's  responsibility  does  not 
cease  after  reduction  has  been  accomplished  and  the 
fragments  are  held  in  place  by  splints  for  muscular 
contraction,  decubitus,  and  the  patient's  movements 
must  be  contended  with.  To  meet  these  difficulties 
Wilcox  has  devised  various  splints  the  efficiency  of 
which  depends  upon  extension,  adjustability,  the 
patient's  comfort,  the  ease  with  which  they  may 
be  applied,  the  degree  to  which  they  facilitate  the 
nursing  of  the  patient,  etc. 

For  certain  fractures  of  the  extremities  Wilcox 
has  devised  apparatus  in  the  form  of  fracture  beds 
and  splints  which  have  proved  to  be  of  considerable 
value.  For  fractures  involving  the  elbow  he  uses 
his  cornucopia  cast. 

Lane  plates  should  be  employed  in  only  rare  in- 
stances, and  then  only  for  temporary  fixation.  The 
bone  graft  and  Parham  band  are  extremely  useful. 
The  latter,  the  author  believes,  has  not  met  with 
the  favor  it  deserves.  Its  main  advantages  are  that 
it  does  not  injure  the  bone,  it  is  rarely,  if  ever,  neces- 
sary to  remove  it,  and  with  the  Wilcox  carrier  it  is 
easily  applied.  It  is  recommended  very  highly  to 
take  the  place  of  gut,  kangaroo  tendon,  and  bone 
pegs  for  holding  a  sliding  graft  in  place. 

The  article  contains  30  illustrations. 

Pmrrp  Lewtn. 

Metcalf ,  C.  R. :  Fracture  of  the  Femur;  The  Appli- 
cation of  War  Lessons  to  Civil  Practice.  Ann. 
Surg.,  19 19,  Ixx,  603. 

The  Thomas  splint,  properly  applied,  gives  a  good 
functional  and  anatomical  result  in  nearly  every  case 
of  fracture  of  the  femur  as  it  provides  adequate  sup- 
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port,  fixation,  extension,  and  counter-extension. 
According  to  the  author.  Buck's  extension  apparatus 
will  become  obsolete  as  soon  as  the  principles  under- 
lying the  use  of  the  Thomas  splint  are  generally 
understood. 

In  intracapsular  fractures  of  the  femur  the  deform- 
ity is  upward  dislocation  of  the  bone  and  in  neglected 
lesions  there  is,  in  addition,  persistent  adduction  of 
the  thigh.  To  counteract  this,  a  Thomas  splint 
should  be  applied  with  traction,  the  thigh  being 
abducted  to  35  degrees  and  flexed  to  30  degrees. 
After  overriding  has  been  corrected  the  leg  should 
be  immobilized  with  a  plaster  spica.  This  is  anal- 
ogous to  Whitman's  treatment  for  impacted  fracture 
of  the  hip. 

In  a  fracture  of  the  upper  third  of  the  femur  above 
the  small  trochanter  the  upper  fragment  is  abducted, 
but  not  flexed,  while  the  lower  fragment  is  drawn 
upward,  inward,  and  slightly  forward.  To  counter- 
act this,  straight  traction  in  abduction  is  necessary. 

In  a  fracture  just  below  the  trochanter  the  upper 
fragment  is  abducted  and  flexed  by  the  combined 
action  of  the  glutei  and  the  iliopsoas  muscles.  It  is 
also  rotated  outward  as  the  external  rotator  group 
more  than  counteract  the  anterior  portions  of  the 
gluteus  medius  and  minimus,  the  tensor  fasciae 
femoris,  and  iliofemoral  ligament.  The  lower  frag- 
ment is  drawn  upward  and  inward  by  the  extensors, 
adductors,  and  flexors  of  the  thigh.  To  overcome 
this,  traction  should  be  made  with  the  thigh  in  flex- 
ion to  30  degrees  and  abducted  until  the  lower  frag- 
ment has  been  brought  in  alignment  with  the  upper. 
The  knee  should  be  flexed  to  25  degrees  and  the  low- 
er fragment  supported  posteriorly  to  prevent  sub- 
luxation. In  oblique  fractures  running  downward 
and  inward  below  the  small  trochanter,  the  upper 
fragment  is  flexed  but  adducted  by  the  pull  of  the 
adductor  muscles  inserted  near  the  small  trochanter. 
Traction  with  the  thigh  flexed  and  adducted  will 
bring  the  lower  fragment  into  alignment  v/ith  the 
upper. 

In  fractures  of  the  middle  third  of  the  femur  the 
deformity  is  due  to  the  fact  that  the  lower  fragment 
is  tilted  slightly  backward  by  the  gastrocnemius. 
To  overcome  this,  traction  with  correct  subluxation 
by  posterior  support  is  needed  and  may  be  obtained 
with  the  Thomas  splint  with  "screw  pads"  on  either 
side  of  the  thigh. 

In  fractures  of  the  lower  third  the  lower  fragment 
is  tilted  backward,  slightly  adducted,  and  slightly 
rotated  outward  by  the  gastrocnemius  and  adductor 
magnus.  To  correct  the  deformity  traction  with  the 
knee  flexed  between  30  and  90  degrees  is  necessary. 
A  large  support  should  be  made  with  a  firm  pad 
pressing  on  the  posterior  surface  of  the  thigh  in  the 
area  of  the  lower  fragment. 

In  using  a  Thomas  splint  it  is  necessary  to  pro- 
vide a  vertical  pull  on  the  ring  at  the  tuber  ischii 
and  to  have  a  means  of  elevating  the  distal  end  of 
the  splint  such  as  the  original  Balkan  frame  or  some 
modification  of  it  such  as  that  introduced  by  Blake. 
The  knee  should  be  left  uncovered  and  the  joint 


should  be  massaged  from  the  beginning  of  treat- 
ment. The  splint  must  be  examined  daily  and 
adjustments  made  as  often  as  necessary.  Of  the 
methods  of  traction  employed,  the  use  of  the  non- 
penetrating caliper  devised  by  Pearson  gives  the 
best  results  with  the  least  trauma,  although  in  most 
instances  the  Savenay  adhesive  method  without  any 
bony  extension  is  very  successful.  Gatewood. 

Campbell,  W.  C:  Fractures  of  the  Neck  of  the 
Femur.    Ann.  Surg.,  1919,  Ixx,  600. 

The  author  offers  a  comparative  study  of  116 
cases  of  fracture  of  the  neck  of  the  femur.  Seventy 
of  these  were  treated  by  him  personally.  Most  of 
the  patients  were  past  60  years  of  age.  Five  died  of 
uraemia,  pneumonia,  or  anaesthesia.  There  were  29 
fractures  of  the  neck  proper  or  so-called  "central 
fractures."  In  these  cases  treatment  by  the  Whit- 
man method  gave  good  functional  results  in  24 
instances  and  failed  in  4.  In  i  case  the  result  is 
unknown.  Forty-four  ununited  fractures  were 
observed,  all  of  which  were  of  the  central  type.  Of 
these  old  fractures,  24  were  operated  upon,  7  by 
the  wire-nail  method,  15  by  the  tibial  graft  method, 
and  2  by  merely  freshening  the  surfaces.  The  bone- 
graft  method  gave  the  best  results,  11  of  the  15 
operations  being  successful.  Grafts  were  not  used 
when  marked  atrophy  of  the  head  was  apparent. 

The  author  believes  that  the  mortality  is  less 
in  cases  treated  by  proper  management  in  a  plaster 
cast  than  in  those  treated  by  any  other  method.  He 
applies  a  cast  from  the  nipple  line  to  the  toes.  The 
patient's  position  is  changed  every  two  hours  for  the 
first  week  and  thereafter  every  three  hours.  Very 
old  or  very  feeble  patients  are  placed  in  a  special 
chair  and  encouraged  to  eat  their  meals  in  this 
position.  Walking  on  crutches  is  allowed  at  the 
end  of  three  months,  but  weight-bearing  is  not 
permitted  for  at  least  six  months. 

The  Whitman  method  as  employed  in  theauthor's 
cases  consists  of  forcible  abduction  to  the  limit  and 
extension  and  moderate  internal  rotation.  In  3  of 
Campbell's  cases,  however,  it  was  slightly  modified 
in  order  to  make  it  possible  for  the  patient  early  to 
assume  a  sitting  posture.  Gatewood. 

Griado  Aguilar,  F.:  The  Treatment  of  Fractures 
of  the  Femur  (Tratamiento  de  las  fracturas  del 
femur).  Arch,  de  ginec,  ohst.  y  pediat.,  1919,  xxxii, 
221. 

While  in  the  treatment  of  fractures  of  the  femur 
it  is  necessary  to  keep  up  continuous  extension  with- 
out variation,  it  is  not  always  possible  to  do  this 
satisfactorily  with  the  methods  commonly  used, 
especially  in  the  cases  of  children. 

Criado  claims  that  he  obtained  the  desired  result 
with  a  plaster  bandage  which  he  used  on  a  child  7 
years  of  age  who  had  an  oblique  fracture  of  the 
middle  of  the  shaft  of  the  femur.  He  describes  this 
bandage  and  the  method  of  applying  it  as  follows: 

The  child  is  laid  in  the  supine  position  on  a  table 
covered  with   a  mattress.     The  bandage  is  then 
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applied  first  to  the  pelvis  over  a  i  cm.  layer  of  cotton 
and  over  a  gauze  compress  on  the  perineum  be- 
tween the  anus  and  the  scrotum  held  in  place  by 
folds  of  the  gauze  sewed  from  above  downward  at 
different  points.  It  is  applied  in  such  a  manner  that 
it  encircles  the  pelvis  completely,  including  the 
perineum  and  the  anus,  but  does  not  cover  the 
external  genitals.  It  extends  from  a  few  centimeters 
above  the  iliac  crest  to  the  upper  part  of  the  thigh 
but  must  not  encroach  upon  the  point  of  fracture, 
The  affected  limb  is  then  placed  in  a  comfortable 
position  and  the  leg  and  foot,  with  the  exception  of 
the  toes,  are  covered  with  cotton  and  wrapped  in 
the  plaster  bandage  to  just  below  the  knee. 

If  an  anaesthetic  is  necessary  it  should  be  given  at 
this  point  after  the  bandage  has  been  applied.  The 
fracture  is  then  reduced.  While  the  surgeon  adjusts 
the  fragments  one  assistant  makes  extension  by 
pulling  on  the  bandage  of  the  leg  and  another  makes 
counter-tension  by  holding  the  bandage  of  the  pelvis. 
When  the  normal  length  has  been  obtained  and  the 
limb  has  been  placed  in  good  position,  a  horizontal 
line  corresponding  roughly  to  the  level  of  the 
anterior  superior  iliac  spine  is  drawn  with  ink  on  the 
pelvic  bandage  and  another  in  the  middle  of  the 
upper  surface  of  the  leg  bandage.  The  distance 
between  the  two  lines  is  measured  with  a  ruler  or  a 
strip  of  thick  paper  which  someone  is  assigned  to 
hold  3  or  4  in.  away  to  see  that  the  distance  between 
the  lines  does  not  vary  while  the  plaster  bandage 
is  being  applied  to  the  thigh  and  the  knee.  This 
portion  of  the  bandage  is  attached  to  the  pelvic  and 
leg  portions  with  plaster.  When  the  bandage  has 
hardened  a  small  opening  is  cut  over  the  anus. 
Another  opening  is  cut  over  the  heel  to  prevent 
pain  from  the  weight  of  the  foot. 

The  author  maintains  that  by  the  extension  and 
counter-extension  produced  by  its  rigidity  this 
mechanism  will  maintain  the  position  and  normal 
length  of  the  limb  constantly  and  uniformly.  No 
harm  results  if  the  patient  moves,  and  after  the  first 
few  days  walking  on  crutches  may  be  permitted 
unless  there  are  definite  contra-indications. 

M.  M.  Matthies. 

SURGERY  OF  THE  BONES,  JOINTS,  ETC. 

Vignard,  P.:  An  Early  Treatment  of  Acute  Osteo- 
myelitis (Un  traitement  pr^coce  de  l'osteom\'elite 
aigue).    Presse  med.,  Par.,  1919,  xxvii,  501. 

When  the  exact  localization  of  osteomyelitis  is 
not  definitely  known,  when  there  is  no  clear  abscess, 
and  when  the  cedematous  infiltration  covers  a  much 
larger  zone  than  is  really  involved,  it  is  difficult  to 
determine  the  course  of  treatment.  When  the 
condition  involves  the  region  of  the  joint  it  is  very 
hard  to  avoid  the  diagnosis  of  suppurative  arthritis, 
and  opening  a  joint  in  the  neighborhood  of  suppura- 
tion is  particularly  dangerous.  The  same  is  true 
even  when  acute  osteomyelitis  near  the  epiphyses 
causes  a  reaction  in  the  joint.  Complete  retro- 
gression may  follow  a  simple  puncture. 


In  fifteen  years  of  surgical  experience  the  author 
has  had  several  deaths  in  such  cases  owing  to  the 
lack  of  definite  knowledge  regarding  the  process. 
He  finally  hit  upon  the  expedient  of  trying  a  fixation 
abscess.  The  results  were  very  favorable.  He  has 
used  this  method  also  in  cases  of  osteomyelitis  in 
which  the  abscess  has  already  clearly  collected. 
The  fixation  abscess  is  obtained  by  injecting  2  or  3 
c.c.  of  turpentine,  the  injection  being  repeated  if 
there  are  no  signs  of  inflammation  after  twenty-four 
hours.  W.  A.  Beeknan. 

Piatt,   H.:    The  Treatment  of  Flail  Joints.     /. 

Orlkop.  Surg.,  1919,  i,  667. 

Piatt  discusses  the  treatment  of  flail  shoulder 
and  elbow  joints  dependent  upon  an  actual  loss  of 
bone,  and  states  that  in  his  opinion  a  fair  degree  of 
stability  or  a  sound  ankylosis  have  often  been  pre- 
vented because  the  importance  of  correct  postural 
fixation  of  the  limb  in  the  intermediate  stages  has 
not  been  realized. 

The  author's  cases  of  flail  shoulder  usually 
showed  section  of  the  humerus  below  the  tuberosi- 
ties and  direct  involvement  of  the  deltoid  muscle, 
but  the  acromion,  the  coracoid,  and  the  glenoid  fossa 
were  intact. 

Treatment  includes  first  a  course  of  preliminary 
physiotherapeutic  training  of  the  deltoid  and  scapu- 
lar muscles  with  the  arm  maintained  on  an  abduc- 
tion splint.  Operation  is  done  in  two  stages.  The 
first  stage  consists  of  the  excision  of  the  whole  block 
of  scar  tissue  and  possibly  reconstruction  of  the 
deltoid  insertion.  The  second  stage  is  designed  to 
produce  fixation,  either  by  a  classical  arthrodesis  or 
the  reconstruction  of  the  humeral  head.  The  author 
decidedly  prefers  the  latter.  He  removes  a  mallet- 
shaped  graft  from  the  tibia,  drives  the  handle  of  the 
graft  into  the  medullary  cavity,  and  brings  the  wide 
upper  end  into  contact  with  the  glenoid  cavity.  By 
this  method  good  functional  results  have  been 
obtained. 

The  cases  of  flail  elbow  joints  showed  the  humerus 
sectioned  above  the  condyles,  the  olecranon  missing, 
but  the  radial  head  often  intact.  In  these  cases  also 
preliminary  physiotherapeutic  treatment  is  neces- 
sary with  the  elbow  in  acute  flexion  and  the  bones 
approximated.  True  bone  ankylosis  is  very  difficult 
to  obtain.  The  author  prefers  to  bind  the  bone  ends 
together  by  the  insertion  of  one  or  two  long  stout 
slings  from  the  fascia  lata  drawn  through  holes 
drilled  in  the  three  bones.  The  limb  is  slung  up  in 
45  degrees  of  flexion,  and  a  course  of  after-training 
of  the  same  character  as  the  preliminary  treatment 
is  carried  out.  R.  G.  Packard. 

Orr,  H.  W. :  The  Surgical  Treatment  of  Infections 
of  the  Knee  Joint.  Sitrg.,  Gynec.  o*  Obst.,  19 19, 
xxix,  492. 

This  article  deals  with  acute  infections  of  the  knee 
joint.  These  may  be  divided  into  the  following  four 
principal  forms: 
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1.  Acute  infection  with  the  formation  of  pus, 
but  with  no  opening  into  the  joint. 

2.  A  compound  injury  to  the  joint,  but  with  no 
damage  to  the  bone. 

3.  A  compound  fracture  of  the  femur  or  tibia 
involving  the  joint. 

4.  Late  conditions  of  either  Form  2  or  Form  3 
with  general  sepsis. 

Each  of  these  forms  requires  a  different  method  of 
treatment. 

Cases  of  acute  infection  with  the  formation  of 
pus  require  adequate  drainage,  usually  lateral  inci- 
sions, and  the  Willems  method  of  treatment  by  active 
movements.  The  Willems  method  may  be  used 
also  in  certain  cases  belonging  to  Group  2  but  only 
for  acute  infections  with  the  formation  of  pus  which 
are  seen  early,  in  which  there  is  no  damage  to  the 
bones,  and  in  which  the  damage  to  the  articular 
surfaces  is  slight. 

One  of  the  most  difficult  groups  of  cases  for  the 
surgeon  are  those  belonging  to  Group  4.  In  general 
it  may  be  said  that  in  compound  injuries  to  the  knee 
joint  with  damage  to  the  upper  end  of  the  tibia  or 
the  lower  end  of  the  femur  or  both,  in  which  serious 
infection  occurs  at  the  time,  it  might  be  better,  as  a 
rule,  to  amputate  at  once.  The  extremity  which 
can  be  saved  is  in  the  large  majority  of  cases  not  a 
useful  one  and  the  risk  to  life  is  very  great. 

In  the  cases  in  which  an  efifort  has  been  made  to 
preserve  such  an  extremity  and  in  which  general 
sepsis  recurs  with  accumulation  of  pus  in  the  knee 
joint  and  pockets  up  and  down  the  leg  and  thigh, 
amputation  is  not  always  the  first  thing  to  be  con- 
sidered. Life  may  be  saved  by  preliminary  adequate 
drainage. 

One  method  of  draining  is  the  method  described 
by  Abbott.  According  to  this  procedure  a  4-in.  in- 
cision is  made  along  the  inner  and  posterior  border 
at  the  upper  end  of  the  tibia  and  thence  into  the 
space  under  the  insertion  of  the  poplitaeus  into  the 
knee  joint.  Another  method  consists  of  reflecting 
the  patella.  If  the  patient  is  carried  through  his 
most  acute  septic  period  by  drainage,  amputation,  if 
necessary,  may  be  done  later.  In  all  of  these  cases 
adequate  postoperative  splinting  is  essential. 

E.  H.  Pool. 

Campbell,  W.  C:   Fibula  Transference  for  Tibial 
Defect.    /.  Orthop.  Surg.,  1919,  xvii,  625. 

The  author  reports  three  cases  of  gap  defect  in 
the  tibia  in  which  to  bridge  the  gap  he  used  the  upper 
end  of  the  fibula  in  addition  to  a  free  bone  graft. 
The  upper  end  of  the  fibula  having  been  dis- 
articulated from  the  tibia,  its  head  was  denuded  of 
cartilage  and  placed  in  a  cavity  made  for  it  in  the 
proximal  fragment  of  the  tibia.  A  free  graft  from  the 
opposite  tibia  was  then  inserted,  usually  a  little  later 
as  a  second  stage  of  the  operation. 

Greater  stability  and  more  lengthening  is  obtained 
by  utilizing  the  fibula  than  is  possible  when  only  a 
free  bone  graft  is  used.  The  fibula  also  furnishes 
additional  blood  supply  to  the  tibial  fragments,  thus 


hastening  union  so  that  in  eight  weeks  the  leg  is 
stable  and  no  false  motion  is  possible. 

In  1905,  Huntington,  and  in  1907,  Stone  used  the 
fibula  to  repair  defects  in  the  tibia  of  the  same  side, 
but  without  the  additional  free  bone  graft.  The 
author's  method  makes  success  more  certain  and 
precludes  the  luxation  of  the  fibular  head  and  con- 
sequent varus  tendency  of  the  leg  which  is  common 
in  these  cases. 

The  necessity  for  a  two-stage  operation  is  empha- 
sized. W.  A .  Clakk. 

ORTHOPEDICS  m  GENERAL 

Frauenthal,  H.  W.,  and  Ralston,  F.  V.:    Painful 
Feet.    Med.  Times,  1919,  xlvii,  280. 

Painful  foot  is  due  to  three  types  of  causes: 
static,  infectious,  and  circulatory.  When  due  to 
static  conditions,  whether  the  foot  is  flaccid  or 
rigid,  it  is  not  always  the  result  of  relaxation  of  the 
muscles  which  lets  down  the  longitudinal  arch,  but 
very  often  caused  by  a  breaking  down  of  the 
anterior  arch  which  may  lead  to  an  anterior  metatar- 
salgia.  In  such  cases  weakness  of  the  feet  may  be 
traced  back  to  childhood  and  a  lack  of  tone  or  some 
debilitating  disease  such  as  scarlet  fever.  In  adults 
the  etiology  may  be  the  occupation.  In  these  cases 
the  anterior  and  posterior  tibial  muscles  are  relaxed 
and  weakened,  the  transverse  arch  is  falling,  and 
there  is  pain  at  the  metatarsophalangeal  articula- 
tions, particularly  of  the  third  and  fourth  toes,  with 
impingement  on  the  nerve  causing  Morton's 
neuralgia.  Often  there  is  pain  also  at  the  internal 
lateral  ligament  of  the  knee,  and  sometimes  at  the 
hip  joint.  The  main  etiological  factor  is  the  type  of 
shoe  used,  which  usually  has  a  narrow  vamp,  an 
exaggerated  point,  and  a  high  heel. 

The  treatment  of  these  static  conditions  includes 
foot  exercises  similar  to  those  on  the  Zander  foot 
apparatus  and  the  wearing  of  a  proper  shoe  with  a 
straight  inner  line,  broad  toes,  and  a  heel  with  a 
broad  base.  A  metal  support  or  plate  is  inadvisable, 
but  if  necessary  some  felt  padding  may  be  employed, 
the  shoe  tilted,  and  electricity  and  massage  used. 

In  a  hospital  for  deformities  and  joint  diseases, 
more  than  50  per  cent  of  the  cases  of  painful  feet 
were  due  to  an  infection  which  resulted  in  weakness 
of  the  muscvdar  and  ligamentous  structures  or 
chronic  involvement  of  the  soft  tissues  and  perioste- 
um. The  authors  report  8  cases  of  focal  infection  in 
which  pyorrhoea,  tonsillitis,  haemorrhoidectomy, 
non-gonorrhoeal  leucorrhoea,  gonorrhoea,tuberculosis, 
and  syphilis  were  the  primary  causes. 

Under  circulatory  conditions  responsible  for 
painful  foot  emphasis  is  placed  upon  obliterating 
endarteritis  which  is  most  frequent  in  Russians 
Poles,  and  Galicians,  and  causes  subjective  symptoms 
of  intense  pain  in  the  toes,  feet,  and  legs  which  is 
augmented  by  walking  or  the  pressure  of  the  shoes. 
The  objective  symptoms  include  an  abnormal  gait, 
congestion  and  cyanosis  of  the  feet,  diminution  of 
thermal  sensitiveness,  a  clammy  skin,  and  absence 
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of  pulsation  or  enfeebled  pulsation  in  the  dorsalis 
pedis  and  posterior  tibial  arteries.  Later  there  is 
atrophy  with  darkening  of  the  skin  resembling 
gangrene.  No  cause  is  known.  In  discussing  the 
treatment    the    author    states    that    amputation 


should  not  be  done  before  a  thorough  trial  has  been 
made  for  a  prolonged  period  of  time  with  white 
light,  nitroglycerine,  and  tincture  of  echinacea  as  in 
many  cases  patients  have  responded  to  these 
measures.  R.  G.  Packard. 


SURGERY  OF  THE   SPINAL  COLUMN  AND   CORD 


Plagjjemeyer,  H.  W. :  Shell  Fractures  of  the  Spine; 
With  Observations  on  the  Kidney  and  Bladder 
Function.     /.  Am.  M.  Ass,,  1919,  Ixxiii,  1599. 

Plaggemeyer  reports  17  cases  of  shell  fracture  of 
the  spine  observed  at  the  Walter  Reed  General 
Hospital  with  particular  attention  to  the  kidney 
and  bladder  function.  Every  patient  observed  had 
been  catheterized  abroad,  all  were  infected,  and 
many  demanded  catheterization. 

In  all  cases  there  was  a  history  of  complete  reten- 
tion following  the  injury.  The  onset  of  incontinence 
varied  from  twenty-four  hours  in  s  cases  to  six 
months  in  i  case.  In  the  latter  instance,  however, 
the  patient  had  an  inlying  catheter  when  admitted, 
and  4  others,  whose  histories  were  given  as  three, 
four,  five,  and  six  weeks  respectively,  had  apparently 
been  catheterized  as  a  routine  measure. 

The  site  of  the  lesion  varied  from  the  sixth  cervi- 
cal to  the  Cauda  equina,  the  lumbar  cord  being  the 
favored  site  in  9  cases,  the  dorsal  in  5,  the  cervical 
in  2,  and  the  sacral  in  i. 

Rectal  involvement  was  general  and  ran  a  course 
symptomatically  parallel  to  that  of  the  bladder. 
Sexual  desire  and  ability  were  absent  in  all. 

In  1 1  cases  after  consultation  cystoscopy  was  per- 
formed with  no  untoward  results,  every  care  being 
taken  to  preclude  further  infection.  The  picture 
was  practically  unvarying,  and  the  findings  might 
be  summed  up  in  a  composite  group: 

1.  Normal  or  hypertonic  contraction  of  the 
external  sphincter. 

2.  Complete  relaxation  of  the  posterior  urethra, 
the  floor  definitely  falling  away  from  the  roof.  The 
verumontanum  was  plainly  seen,  in  most  cases 
appearing  to  lie  in  the  floor  of  the  bladder.  The 
internal  sphincter  was  almost  wholly  obliterated  as 
such,  though  its  site  was  marked  by  a  slight  con- 
vexity in  its  anteroposterior  aspect. 

3.  The  trigon  in  6  cases  was  definitely  atrophic 
in  appearance,  i  case  presenting  a  right  lateral  con- 
gestion sharply  demarcated  in  the  midline.  Four 
cases  gave  a  picture  of  raised  trigon,  the  elevation 
being  especially  marked  at  the  interureteral  ridge 
and  being  more  apparent  than  real  owing  to  the 
bas  fond  lying  posterior  to  it. 

4.  Generally  the  ureteral  orifices  were  within 
range  of  the  normal  as  to  position,  excursion,  and 
mobility.  » 

5.  Trabeculations  were  found  in  every  case, 
gigantic  in  size,  as  a  rule  transverse  and  coarse  on 
the  floor,  rather  evenly  distributed  on  the  lateral 
walls,  and  having  their  greatest  complexity  on  all 
the  surfaces  surrounding  the  vertex. 


6.  There  was  no  case  of  diverticulitis  and  no  case 
of  trophic  ulceration  of  the  bladder. 

7.  Nearly  all  the  bladders  had  a  general  vaso- 
motor disturbance  which  was  particularly  marked  on 
the  floor  and  characterized  chiefly  by  irregular,  ill- 
defined  areas  of  venous  congestion. 

8.  The  level  of  the  lesion  apparently  had  nothing 
to  do  with  either  the  functional  activity  of  the 
bladder  or  the  excreting  power  of  the  kidney.  The 
most  marked  evidence  of  neurotrophic  bladder  dis- 
turbance was  found  in  a  case  in  which  the  lesion 
involved  the  seventh  cervical  and  the  first  three 
dorsals  only. 

Q.  Hyperhidrosis  on  forcible  distention  of  the 
bladder  was  not  discovered  in  any  case,  though  in 
every  instance  except  one  there  was  a  previous 
history  of  zonal  hyperhidrosis  confined  within  the 
segmental  limits  of  the  thoracicolumbar  outflow 
and  always  below  the  segment  involved. 

10.  Every  patient  had  residual  urine  in  varying 
amounts,  though  there  were  intervals  when  some  of 
them  gave  every  evidence  of  true  incontinence.  The 
residual  urine  obtained  varied  from  o  to  810  c.c, 
the  mean  average  being  180  c.c. 

The  picture  of  residual  urine  being  present  even 
in  cases  in  which  at  times  there  seemed  to  be  true 
incontinence  during  which  the  bladder  automatic- 
ally emptied  itself,  the  possibility  of  back  pressure 
was  considered.  Retention  was  studied  by  the 
estimation  of  the  urea  nitrogen,  the  non-protein 
nitrogen,  and  the  creatinin  and  uric  acid  in  the 
blood,  while  excretion  was  determined  by  means  of 
phenolsulphonephthalein  and  the  determination 
of  the  urea  nitrogen,  sodium  choride,  uric  acid,  and 
creatinin  in  milligrams  per  pound  of  body  weight 
in  carefully  collected  twenty-four-hour  specimens  of 
the  urine. 

As  a  result  of  this  investigation  it  was  found  that 
a  high  urea  nitrogen,  high  non-protein  nitrogen,  and 
persistent  normal  creatinin  content  in  the  blood 
was  balanced  by  a  comparatively  low  renal  concen- 
trating power  for  urea,  a  low  output  of  creatinin  in 
twenty-four  hours,  and  a  low  uric  acid  output.  Col- 
laterally the  colorimetric  curve  rose  as  a  whole 
where  the  retention  curve  fell. 

It  was  at  first  assumed  that  the  retention  phenom- 
ena observed  were  caused  by  back  pressure  lead- 
ing to  hydronephrosis.  Necropsy  in  the  case  of  a 
patient  for  whom  values  of  103  mg.  of  urea  nitrogen 
and  68  mg.  of  non-protein  nitrogen  were  found 
before  death,  however,  showed  no  evidence  of  hydro- 
ureters  or  hydronephrosis.  In  this  case  the  phenol- 
sulphonephthalein test  was  fairly  high,  20  and  45 
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per  cent,  but  the  first  hour  was  less  than,  half  the 
second,  and  the  time  of  appearance  was  twenty-one 
minutes  (gluteal).  The  average  residual  urine  was 
135  c.c,  the  bladder  being  relaxed,  and  a  bullet 
being  lodged  in  the  spine  near  the  ninth,  tenth,  and 
eleventh  thoracic  vertebraj  which  would  certainly 
be  expected  to  involve  the  ureters. 

It  is  the  author's  belief  that  if  hydronephrosis 
supervenes,  it  must  be  at  a  much  later  stage  than  in 
the  cases  he  observed.  He  ascribes  the  retention  to 
several  other  factors  in  addition  to  a  possible  hydro- 
nephrosis. When  the  cases  were  first  seen  the  blood- 
urea  nitrogen  was  inordinately  high,  first,  because 
of  the  tremendous  tissue  waste  resulting  from  neuro- 
tropism, as  evidenced  in  the  body  ■v^reight  and  general 
appearance  of  emaciation,  and  second,  because  in 
the  attempt  to  avoid  too  frequent  catheterization, 
these  patients,  while  abroad  and  in  transit,  were  not 
permitted  free  access  to  water  until  they  were  almost 
completely  dehydrated.  Consequently,  with  a  low 
fluid  content  in  the  blood  stream,  the  solid  content 
rose  proportionately.  Added  to  this  was  the  neuro- 
trophic hyperhidrosis  which  occurs  in  all  such  cases 
and  further  increases  the  concentration.  Still  fur- 
ther augmenting  it  was  the  steady  addition  of  tissue 
nitrogen,  the  whole  being  offset  by  a  recalcitrance 
on  the  part  of  the  kidneys  to  concentrate  adequately 
for  excretion  owing  to  infection  or  inhibition  of 
neuropathic  origin. 


It  is  true  that  with  free  access  to  water,  daily  mas- 
sage, general  attention  to  peripheral  stimulation  and 
the  re-establishment  of  normal  skin  function  and 
particular  attention  to  stimulation  of  peripheral 
areas  segmentally  involving  the  inferior  mesenteric 
and  hypogastric  plexus,  the  picture  changed  mark- 
edly. The  urea  nitrogen  and  the  non-protein  nitro- 
gen decreased  month  by  month  and  the  kidney 
excretory  and  concentrating  capacity  increased 
absolutely  if  not  relatively  for  any  given  point  of 
the  curve. 

As  to  the  early  care  of  these  cases  Plaggemeyer 
suggests  that  if  possible  there  should  be  entire 
abstention  from  catheterization  for  catheterization 
means  sure  infection  and  the  replacement  fibrosis 
following  renal  infection  is  more  lasting  and  more 
dangerous  than  a  hydronephrosis,  even  granting 
that  in  such  cases  there  is  a  permanent  hydrone- 
phrosis. If  intervention  is  necessary  there  is  no 
contra-indication  to  the  use  of  the  aspirating  needle 
until  incontinence  is  established. 

Strange  to  say,  these  bladders  do  not  rupture,  and 
as  they  are  insensate,  no  discomfort  is  experienced. 
The  extent  of  their  dilatation  can  be  readily  deter- 
mined, and  if  by  judicious  use  of  extravesical  stimuli 
the  onset  of  incontinence  can  be  established  early 
without  the  use  of  the  catheter,  the  patient  is  further 
protected  from  the  otherwise  inevitable  infection. 

G.  W.  HOCHREIN. 
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Jones,  F.  W. :  Voluntary  Muscular  Movements  in 
Gases  of  Nerve  Injuries.  Lancet,  1919,  cxcvii, 
907. 

Much  has  been  learned  from  the  vast  amount  of 
material  made  available  by  the  war  of  those  two 
great  factors  of  life,  sensation  and  movement.  Many 
of  our  opinions  have  been  changed  hastily,  while 
others  have  been  changed  as  a  result  of  the  gradual 
accumulation  and  observation  of  unassailable 
clinical  facts.  It  should  therefore  be  possible  to 
review  critically  the  data  presented  and  the  changes 
of  thought  that  occurred  during  the  war  period. 

There  has  been  more  progress  in  our  knowledge 
and  understanding  of  the  physiological  basis  of 
sensation  than  of  the  principles  of  muscular  move- 
ment. The  neurologist  is  trained  to  think  in  terms  of 
the  central  nervous  system,  while  the  orthopedic 
surgeon  naturally  thinks  in  terms  of  peripheral 
motor  nerves. 

The  quality  of  sensation  lodged  within  the  gray 
matter  of  the  postcentral  gyrus  consists  in  a  dis- 
criminative appreciation  of  the  spatial  relations 
of  a  part.  Within  the  so-called  motor  area  of  the 
precentral  gyrus  is  lodged  a  voluntary  power  to 
initiate  an  alteration  in  the  position  of  a  part,  the 
spatial  relation  of  which  is  appreciated  in  the  post- 
Rolandic  area.  This  power  of  altering  the  spatial 
relation  of  parts  is  conferred  by  the  agency  of  the 
contractile  muscles,  and  since  these  muscles  react  in 


response  to  the  volition  of  spatial  alteration,  we  are 
accustomed  to  misname  them  "voluntary  muscles." 

Muscles  are  voluntary  only  to  the  e:^tent  to  which 
their  voluntary  action  is  appreciated  by  the  cortex. 
The  various  ways  in  which  muscle  groups  react  to 
carry  out  a  volition  or  spatial  alteration  of  a  part  are 
well  known  and  form  no  part  of  the  advances  made 
during  the  war. 

Most  muscles  may  act  in  four  capacities:  (i)  as 
prime  movers,  (2)  as  antagonists,  (3)  as  synergies, 
and  (4)  as  fixation  muscles.  Probably  in  teaching,  too 
much  prominence  has  been  given  to  the  prime 
moving  action  of  muscles  and  too  little  to  their  work 
in  the  other  three  capacities.  In  emergency  war 
surgery  little  regard  could  be  paid  to  muscle  in- 
tegrity, but  such  should  not  be  the  case  in  our  home 
operating  room.  By  damage  to,  or  destruction  of, 
a  muscle,  not  only  is  a  prime  mover  destroyed  but  an 
antagonist,  synergic,  or  fixation  muscle  is  lost  to 
some  other  muscle  group.  Under  the  most  favorable 
circumstances,  damaged  muscle  tissue  has  only  a 
minimum  reparative  power,  yet  it  is  often  ruthlessly 
destroyed  by  the  surgeon.  Of  all  the  muscular 
activities,  only  that  of  prime  mover  fulfils  the 
conception  of  a  voluntary  muscle  performing  the 
task  set  by  the  will.  Of  their  other  actions  we  are  not 
conscious  nor  can  we  call  forth  or  alter  their  activities. 

In  tendon  transplantations,  flexors  may  become 
extensors  by  volition,  acting  as  prime  movers,  but 
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this  action  is  not  accompanied,  as  is  normally  the 
case,  by  the  antagonistic  action  of  the  untransplanted 
flexors.  Thus,  the  muscle  of  a  transplanted  tendon 
acts  in  a  normal  way  as  a  prime  mover,  but  does 
not  perform  the  other  normal  muscle  activities.  For 
example,  when  the  flexors  of  the  wrist  are  trans- 
planted so  as  to  become  extensors,  the  normal 
synergic  action  of  hyperextending  the  wrist  on 
strong  flexion  of  the  fingers  does  not  occur;  on  the 
contrary,  with  strong  flexion  of  the  fingers  the  wrist 
also  becomes  flexed,  thus  depriving  the  flexors  of 
some  of  their  power.  Accordingly,  one  may  say 
that  these  cases  always  look  a  little  better  than 
they  really  are  when  considered  as  functional  re- 
sults, for  the  grip  with  a  flexed  wrist  is  never  very 
strong. 

In  the  examination  of  nerve  injuries  during  the 
war  the  clinician  was  often  led  astray  by  a  false 
conception  of  muscle  action  and  sensory  loss  as 
text-book  teaching  has  been  that  muscles  act  only  as 
prime  movers  and  that  the  sensory  loss  would 
correspond  to  the  anatomical  distribution  of  the 
nerve.  In  these  cases,  instead  of  an  entire  loss  of 
function,  as  would  be  expected  from  a  text-book 
description,  it  is  found  that  the  loss  of  power  is  made 
good  by  other  muscles  acting  as  agents  of  cortical 
volition  in  performing  actions  not  normal  to  them. 
For  this  reason  the  loss  of  motion  appears  to  be 
astonishingly  small  when  the  function  of  the  muscles 
supplied  by  the  injured  nerve  are  considered  as  prime 
movers.  The  failure  to  appreciate  the  principle  of 
voluntary  movement  has  frequently  led  to  very 
false  estimates  of  recovery  after  some  form  of  treat- 
ment has  been  carried  out. 

Many  instances  of  anomalous  nerve  supply  have 
been  reported  because  motions  were  possible  that 
from  orthodox  teaching  were  considered  to  be 
inconsistent  with  the  findings  at  operation.  These 
reports  should  be  looked  upon  critically  and  when 
thoroughly  investigated  it  will  probably  be  found 
that  the  number  of  cases  in  which  anomalous  nerve 
supply  accounts  for  an  unexpected  motion  will  be 
reduced  to  a  minimum.  Possibly  these  so-called 
anomalies  can  be  explained  by  the  in^uence  of  the 
cortex  in  producing  voluntary  movements.  In 
such  cases  the  movement  ordinarily  produced  by  the 
action  of  one  muscle  is  brought  about  by  the  volun- 
tary action  of  another  muscle  or  muscles.  In  muscle 
re-education  there  is  danger  that  the  patient  will 
learn  to  employ  normal  muscles  to  perform  the 
function  of  those  paralyzed,  thus  executing  trick 
movements.  The  surgeon  must  be  on  the  alert, 
therefore,  not  to  be  deceived  in  gauging  the  progress 
or  the  indications  for  operative  interference  in  these 
cases.  W.  O.  Ott. 

Elsberg,  C.  A. :  The  Technique  of  Nerve  Suture  and 
Nerve  Graf  ting.   J.  Am.  M.  Ass.,  1919,  Ixxiii,  1422. 

For  suturing  nerves  Elsberg  uses  fine  Carrel 
needles  with  very  fine  silk  and  effects  the  union  with 
perineurial  and  epineurial  stitches.  After  the  nerve 
ends  have  been  brought  into  their  proper  relation 


by  the  attachment  of  mosquito  clamps  to  the  sides 
of  the  nerves  so  that  the  arrangement  of  the  funic- 
uli in  both  ends  is  made  visible,  one,  two,  or  three 
fine  perineurial  stitches  are  passed,  the  number 
depending  on  the  arrangement  and  number  of  the 
funiculi.  It  will  usually  be  found  that  the  epineu- 
rium  has  retracted,  and  if  the  needle  and  suture  mate- 
rial are  sufficiently  fine  no  special  difficulty  will  be 
encountered  in  passing  the  stitches  through  the 
perineurial  tissue  between  the  funiculi. 

The  author  has  found  it  best  to  hold  the  needles 
with  fine  mosquito  forceps  rather  than  with  the 
fingers,  and  to  grasp  the  needle  with  the  forceps 
about  0.5  cm.  from  its  point.  When  the  nerve  con- 
sists of  a  number  of  small  funiculi,  two  or  three  of 
these  perineurial  stitches  are  necessary,  but  when 
it  is  made  up  of  from  two  to  four  large  funiculi  two 
stitches  are  usually  sufficient  If  the  sutures  are 
well  placed  with  due  regard  to  the  nerve  pattern, 
a  fairly  accurate  apposition  of  the  ends  of  the  funic- 
uli is  possible.  While  the  apposition  would  be  more 
perfect  if  the  sutures  were  passed  through  each  one 
of  the  large  funiculi,  such  a  suture  is  inadvisable 
on  account  of  interference  with  a  certain  number  of 
nerve  fibers  which  such  an  end-to-end  funicular 
suture  would  entail. 

All  of  the  perineurial  sutures  should  be  passed 
before  they  are  tied,  and  when  tying  them  care 
should  be  taken  that  they  just  bring  the  funiculi 
into  apposition.  If  they  are  tied  too  tightly,  the 
funiculi  are  bent  at  their  ends  and  the  resulting 
approximation  is  poor. 

After  the  perineurial  sutures  have  been  tied,  the 
mosquito  forceps  may  be  removed.  The  epineurial 
stitches  should  be  placed  so  as  to  approximate  the 
free  borders  of  the  epineurial  sheath  exactly.  The 
author  believes  that  the  best  approximation  can 
be  obtained  with  mattress  sutures  which  are 
much  less  apt  to  tear  out  than  simple  sutures. 
From  four  to  five  mattress  stitches  are  sufficient 
and  each  suture  is  left  long  for  traction  while  the 
succeeding  one  is  being  passed.  In  some  cases  in 
which  he  has  sutured  the  sciatic  nerve  Elsberg  has 
made  a  continuous  running  suture  of  the  epineurium 
as  in  the  Carre'  technique  for  blood-vessel  suture. 

After  having  determined  the  length  of  the  defect 
to  be  bridged  over  by  the  graft  and  the  number  of 
strands  that  will  be  required,  the  author  exposes 
one  or  several  cutaneous  nerves  and  carefully  dis- 
sects them  out  until  they  remain  attached  only  at 
their  upper  and  lower  ends.  Two  sutures  are  then 
passed  in  and  out  of  the  nerve  at  measured  dis- 
tances. 

Assuming,  for  example,  that  the  graft  is  to  be 
7  cm.  long  and  is  to  consist  of  three  strands.  The 
one  suture  (A)  is  passed  through  near  the  attached 
upper  end  of  the  freed  nerve,  from  its  inner  to  its 
outer  side,  a  loop  being  left  loose.  The  needle  is  then 
passed  through  the  nerve  from  the  outer  to  the  inner 
side  a  little  more  than  7  cm.  from  the  first  point, 
a  loop  being  again  left  loose  and  the  needle  passed 
through  the  nerve  from  its  inner  to  its  outer  side  at 


GENERAL  SURGERY  — SURGERY  OF  THE  NERVOUS  SYSTEM  191 


%-M-^ 


o 


The  cable  graft:  A,  bulb  resected  and  ends  of  nerves  exposed;  5,  sutures  passed  through  the  cutaneous  nerve  used 
from  cable  graft;  C,  nerve  divided  into  segments;  D,  cable  graft  ready  for  transplantation;  E,  sutures  passed  through 
ends  of  cable  graft  and  ends  of  nerve;  F,  sutures  tied;  G,  perineurial  sutures  tied.     (Diagrammatic.) 

Elsberg,  C.  A.:    The  Technique  of  Nerve  Suture  and  Nerve  Grafting. 


the  same  distance  from  the  last  point.  The  needle 
is  then  laid  aside  and  a  second  needle  and  suture 
taken.  This  needle  (B)  is  passed  through  the  lower 
end  of  the  nerve,  from  its  outer  to  its  inner  side,  a 
little  more  than  7  cm.  from  the  point  of  emergence 
of  Needle  A.  A  loop  of  the  suture  is  left  loose  and 
the  needle  again  passed  through  the  nerve  from  the 
inner  to  the  outer  side  at  a  point  3  mm.  above  the 
point  of  emergence  of  Suture  A.  Finally  the  needle 
is  passed  through  the  nerve  from  its  outer  to  its 
inner  side  3  mm.  proximal  to  the  next  point  above. 
The  points  at  which  Suture  A  has  passed  through 
the  nerve  correspond  to  the  upper  ends  of  the  graft, 
and  those  through  which  Suture  B  has  passed  cor- 
respond to  what  are  to  be  the  lower  ends  of  the 
strands.  After  the  loops  have  been  carefully 
arranged  the  nerve  is  cut  with  fine  scissors  or  a  fine 
scalpel  I  mm.  above  the  beginning  of  A,  i  mm.  below 
the  beginning  of  B,  and  between  each  two  points 
through  which  Sutures  A  and  B  are  passed,  apart 
in  the  nerve.  An  assistant  then  grasps  the  two  ends 
of  Suture  A  and  the  operator  the  two  ends  of  Suture 
B.  When  traction  is  made  the  strands  are  drawn 
together.  Each  suture  is  then  loosely  tied.  Suture 
A  brings  all  of  the  upper  ends  of  the  strands  together, 
and  Suture  B  all  of  the  lower  ends. 


After  the  cable  graft  has  been  thus  made,  it  is 
transferred  to  its  place  between  the  divided  ends 
of  the  main  nerve  and  sutured.   E.  C.  Robitshek. 

Sargent,  P.,  and  Greenfield,  J.  G.:  An  Experimental 
Investigation  of  Certain  Materials  Used  for 
Nerve  Suture.  British  M.  J.,  1919,  ii,  407. 

In  the  authors*  investigation  an  endeavor  was 
made  to  ascertain  which  of  the  many  materials  in 
general  use  as  nerve  sutures  is  least  apt  to  produce 
harmful  reaction  in  the  delicate  tissue  of  the  nerve. 
Previously  upon  histological  examination  of  a  large 
number  of  nerve  lesions  due  to  gunshot  wounds  they 
had  noted  that  the  presence  of  any  foreign  body  in 
the  substance  of  the  nerve  was  liable  to  produce 
great  hyperplasia  both  of  the  connective  tissue  and 
of  the  neurilemmal  cells. 

The  sciatic  nerve  of  rabbits  was  used  in  this  experi- 
mental study,  and  the  suture  materials  employed 
were  as  follows:  thirty-day  chromic  gut,  No.  00; 
Stiles's  linen  thread  No.  160;  Stiles's  fine  linen 
thread,  No.  160,  waxed  with  Horsley's  bone- wax; 
Japanese  silk  No.  00;  Japanese  silk  No.  00  waxed; 
Japanese  gut;  tanned  gut  thirty-day  No.  00;  twenty- 
day  chromic  gut  No.  00;  plain  iodized  gut  No.  00; 
twenty-day  chromic  gut  No.  o;  plain  gut  No.  o. 


192 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


Except  in  one  case  the  sutures  were  placed  through 
the  substance  of  the  nerve  without  dividing  the 
nerve  and  making  an  anastomosis.  The  animals  were 
sacrificed  after  a  period  of  twenty-one  days  or 
longer,  and  the  nerves  removed  and  stained  by  Van 
Gieson's  method  for  celloidin  sections. 

Two  distinct  histological  changes  are  present  to 
some  degree  in  every  experiment: 

1.  Mesoblastic  cells:  The  early  reaction  is  on  the 
part  of  the  mesoblastic  cells.  The  circulating  lym- 
phocytes and  hyaline  cells  and,  in  the  case  of  the 
more  irritating  suture  materials,  the  polymorphonu- 
clear leucocytes  also,  take  a  part  in  the  reaction 
from  its  earliest  stages.  Very  soon  afterward  there 
is  a  proliferation  of  the  endothelial  and  fibroblastic 
cells.  Both  these  reactions  vary  in  amount  accord- 
ing to  the  nature  of  the  suture  material  and  seem  to 
be  especially  marked  when  the  catgut  employed  has 
been  prepared  with  chromic  acid.  They  are  very 
slight  when  plain  linen  thread  and  silk  are  used,  but 
when  these  materials  have  been  waxed  with  Hor- 
sley's  bone-wax,  a  narrow  zone  of  mesoblastic  reac- 
tion appears. 

2.  Cells  of  the  neurilemma  sheath:  The  other 
form  of  reaction,  that  of  the  cells  of  the  neurilemma 
sheath,  comes  on  at  a  later  date.  It  is  probably  inevi- 
table and  due  as  much  to  the  damage  inflicted  on 
the  nerve  as  to  the  presence  of  a  foreign  body.  No 
doubt,  however,  the  suture  stimulates  the  neuroma 
formation  and  leads  to  the  appearance  of  the  large 
giant  cells  which  seem  to  arise  from  the  cells  of  the 
neurilemma  sheath. 


The  authors  feel  that  the  formation  of  a  neuroma 
at  the  site  of  the  suture  is  unavoidable  whatever  the 
material  used  so  long  as  any  damage  is  done  to  the 
nerve  fibers.  It  will  be  of  limited  extent,  however,  if 
fibroblastic  reaction  is  avoided,  and  it  will  be  healthy 
neuroma  tissue  in  the  sense  that,  if  no  lasting  source 
of  irritation  is  left,  it  will  be  able  to  transmit  useful 
functioning  nerve  fibers.  It  is  stated  further  that 
the  materials  which  caused  the  least  fibroblastic 
reaction  were  plain  linen  thread  and  silk  but  that 
both  of  these,  when  waxed  with  Horsley's  bone-wax, 
gave  rise  to  more  small-cell  infiltration  than  when 
used  plain.  The  disadvantages  of  any  suture  mate- 
rial are  increased  when  it  is  passed  through  the  whole 
thickness  of  the  nerve  in  the  form  of  a  tension  suture 
as  this  will  tend  to  produce  an  intraneural  neuroma 
at  a  greater  distance  from  the  suture  line  both  above 
and  below,  thus  making  an  additional  obstacle  in 
the  pathway  of  the  regenerating  axon. 

The  conclusions  drawn  are  as  follows: 

1.  While  plain  thread  or  silk  sutures  give  rise  to 
no  irritation,  they  are  relatively  unabsorbable. 

2.  Plain  sterilized  or  plain  iodized  gut  are  of  value 
by  reason  of  their  rapid  absorbability,  but  their  low 
degree  of  tensile  strength  and  their  slightly  irritating 
nature  counteract  these  advantages. 

3.  Japanese  silkworm  gut  has  great  tensile 
strength,  and  in  its  rate  of  absorption  and  the  reac- 
tion it  causes  holds  a  place  midway  between  Groups 
I  and  2. 

4.  Chemical  antiseptics  should  be  avoided  in  all 
suture  materials.  A.  W.  Adson. 


MISCELLANEOUS 


CLINICAL  ENTITIES— TUMORS,  ULCERS, 
ABSCESSES,  ETC. 

Hertzler,  A.  E. :  The  Prognosis  in  Hyperthyroidism. 

Surg.,  Gynec.  6*  Obst.,  1919,  xxix,  462. 

All  of  the  author's  operative  cases  have  shown 
evidence  of  organic  or  tinctorial  change  in  the  gland 
which  would  seem  to  indicate  that  the  product  is 
always  abnormal.  If  the  purpose  of  the  thyroid  is 
to  produce  iodine,  then  certainly  the  gland  is  in  a 
"hypo"  rather  than  in  a  "hyper"  state  for  only  a 
small  proportion  of  iodine  is  found  in  the  pathologic 
gland  as  compared  with  the  normal  gland. 

As  a  very  general  proposition  hyperthyroidism 
may.  be  regarded  as  a  self -limited  disease.  Very 
probably  it  is  merely  a  spontaneous  obliteration  of 
the  pathologic  process.  Gland  in  hand  the  surgeon 
should  be  able  to  say  which  is  the  diseased  and 
which  the  normal  part.  In  order  to  appreciate  the 
degree  of  spontaneous  recovery  possible,  one  must 
follow  the  patient  for  many  years.  To  determine 
the  subsequent  state  of  our  ex-patients  we  must 
examine  them  ourselves. 

Hyperthyroidism  in  running  its  cycle  is  subject  to 
certain  complications  and  accidents  which  must  be 
taken  into  account,  and  the  fundamental  factor  in 


the  treatment  must  balance  itself  against  this  tend- 
ency to  complications.  In  order  to  reach  a  clinical 
classification  the  author  considers  each  patient  as 
belonging  to  one  of  the  following  categories:  (i) 
those  that  recover  without  operation;  (2)  those  that 
are  most  apt  to  be  cured  by  operation;  (3)  those 
which  operation  will  not  cure  but  will  benefit;  (4) 
those  who  would  not  be  benefited  at  all  by  operation 
or  for  whom  operation  is  too  dangerous. 

The  following  groups  and  subgroups  are  discussed: 

1.  Adolescent  tj^^e:  (i)  stable  nervous  system 
without  other  lesion;  (2)  stable  nervous  system  with 
other  lesion;  and  (3)  neurotic. 

2.  Adult  type:  (i)  normal  nervous  state  without 
associated  disease;  (2)  normal  nervous  state  with 
associated  disease;  and  (3)  abnormal  nervous  state. 

3.  T)^ical  exophthalmic  goiters:  (i)  with  associ- 
ated lesions;  (2)  without  associated  lesions;  and  (3) 
localized  changes  in  the  gland. 

4.  Secondary  hyperthyroidism:  (i)  with  associ- 
ated lesions;  (2)  without  associated  lesions;  and  (3) 
with  pronounced  myocardial  changes. 

5.  Atypical  type:  (i)  acute  classical  h3^erthy- 
roidism;  and  (2)  acute  masked  hyperthyroidism. 

Each  of  these  groups  is  discussed  and  case  reports 
are  given. 
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In  the  first  and  second  subgroups  of  Group  i,  in 
which  there  is  a  localized  enlargement,  the  results  of 
operation  are  immediate  and  brilliant,  particularly 
if  there  is  encapsulation.  Those  of  the  second  sub- 
group usually  remain  labile,  and  a  repetition  of  the 
exciting  cause  may  precipitate  a  new  attack  which 
may  be  more  pronounced.  Patients  belonging  to 
the  third  subgroup  should  be  referred  to  a  neurolo- 
gist as  operation  is  generally  useless. 

In  Group  2  patients  belonging  to  the  first  sub- 
group often  improve  with  rest  but  operative  treat- 
ment is  best.  Those  belonging  to  the  second  sub- 
group also  all  improve  with  rest  but  not  perma- 
nently. If  the  goiter  enlargement  is  circumscribed 
it  should  be  removed  first;  otherwise  the  associated 
condition  should  be  corrected  first. 

In  typical  exophthalmic  goiter  expectant  treat- 
ment may  rival  surgery  in  results,  but  under  favor- 
able conditions  surgery  may  secure  in  months  what 
expectant  treatment  can  attain  only  in  years.  Sur- 
gical treatment,  moreover,  does  much  to  prevent 
relapse,  cardiac  degeneration,  and  the  rare  but  disas- 
trous hyperacute  termination. 

In  cases  of  secondary  hyperthyroidism  in  which 
one  lobe  is  predominantly  enlarged  operation  should 
be  done  early.  Goiters  which  persist  for  a  long  time 
are  not  innocent  unless  they  have  become  calcified 
as  they  may  become  toxic  or  affect  the  heart  muscle. 

C.  R.  Steinke. 

Tongs,  M.  S.:   Ecto-Enzymes  of  Streptococci.    J. 

Am.  M.  Ass.,  1919,  Ixxiii,  1277. 

Enzymes  are  of  two  sorts,  ecto-enzymes  and 
endo-enzymes.  The  former  are  excreted  from  the 
organisms  into  the  surrounding  medium.  The  me- 
dium may  be  varied  so  as  to  furnish  material  for  the 
study  of  the  different  types  of  enzymes. 

The  author  describes  the  details  of  his  study  of 
ecto-enzymes  of  haemolytic  streptococci  and  con- 
cludes as  follows:  "There  seem  to  be  three  groups: 
one  digesting  casein,  one  starch,  and  the  other 
neither  casein  nor  starch.  Among  the  green- 
producing  streptococcal  organisms  only  two  groups 
are  indicated:  one  digesting  casein  and  the  other 
without  action  on  starch  or  casein."      K.  L.  Vehe. 

Loeb,  L. :  Further  Investigations  on  the  Origin  of 
Tumors  in  Mice.  VI.  Internal  Secretion  as  a 
Factor  in  the  Origin  of  Tumors.  J.  Med.  Re- 
search, 1919,  xl,  477. 

In  his  experiments  the  author  used  strains  of  mice 
m  which  he  had  previously  followed  the  normal  can- 
cer rate  and  the  cancer  age  through  a  number  of  gen- 
erations and  had  found  them  to  be  approximately 
constant. 

It  was  discovered  that  castration  carried  out  dur- 
ing the  first  four  or  five  months  of  life  prevented  can- 
cer. Previously  he  had  observed  that  prevention  of 
breeding  also  had  some  influence  on  the  cancer  inci- 
dence in  mice,  but  to  a  much  less  extent  than  castra- 
tion. His  objects  in  the  study  here  reported  were: 
(i)  to  confirm  these  results  through  further  experi- 


ments; (2)  to  define  in  a  more  definite  way  the  time 
limit  at  which  castration  is  still  effective;  (3)  to  deter- 
mine whether  there  is  a  graded  relation  between  the 
age  at  which  castration  is  carried  out  and  the  cancer 
rate  or  whether  an  "all  or  nothing"  rule  prevails; 
and  (4)  to  determine  whether  castration  affects  the 
tumor  rate  of  different  strains  of  mice  equally  or 
whether  its  influence  is  limited  to  certain  kinds  of 
mice. 

In  addition  he  continued  his  observations  on  the 
effect  of  breeding  and  non-breeding  on  the  cancer 
rate,  and  he  carried  out  also  the  reverse  experi- 
ments. He  transplanted  ovaries  into  castrated  male 
mice  in  order  to  determine  whether  cancer  of  the 
mammary  gland  could  be  made  to  appear  in  these 
animals. 

It  was  found  that  a  hormone  given  off  by  the 
ovary  regulated  the  tissue  changes  which  led  to  the 
development  of  cancer  of  the  breast  in  mice.  The 
influence  of  this  hormone  was  quantitatively  graded. 
If  the  quantity  of  the  hormone  which  had  a  chance 
to  act  on  the  tissues  exceeded  a  certain  limit,  cancer 
appeared  as  frequently  as  in  non-castrated  controls 
(castration  at  the  age  of  eight  to  ten  and  a  half 
months),  while  if  an  intermediate  quantity  of  the 
hormone  had  been  active,  the  cancer  rate  was  notice- 
ably diminished  and  the  cancer  seemed  to  appear 
later  in  hfe  (castration  at  the  age  of  five  to  seven 
months).  If  the  quantity  of  the  hormone  was  re- 
stricted still  further,  cancer  did  not  appear  at  all  or 
only  exceptionally  (castration  at  the  age  of  three  to 
five  months). 

After  an  intermediate  and  late  castration,  not 
only  did  tumors  appear  in  the  first  age  period,  but 
the  development  of  tumors  which  in  control  mice 
appeared  in  the  third  age  period  was  not  prevented. 
This  fact  suggested  to  the  author  that  the  tissue 
changes  which  eventuated  in  the  developrpent  of 
cancer  occurred  at  a  much  earUer  period  in  life,  and 
that  castration  affected  these  primary  tissue,  changes 
rather  than  the  secondary  transformation  of  these 
changes  into  fully  developed  carcinomatous  growths. 

The  effect  of  castration  on  the  tumor  rate  was  not 
limited  to  one  particular  strain,  but  was  effective  in 
all  the  strains  which  have  been  tested  so  far. 

Prevention  of  breeding  in  mice  lowered  the  tumor 
rate  and  raised  the  tumor  age  only  slightly;  its 
effect  was  not  comparable  to  that  of  early  castra- 
tion. Even  in  mice  in  which  normally  the  tumor 
rate  was  low  and  tumors  appeared  late  in  life,  pre- 
vention of  breeding  did  not  prevent  the  occurrence 
of  cancer.  Loeb  found  one  strain  in  which  the  tumor 
rate  was  higher  in  non-breeding  than  in  breeding 
mice.  In  this  strain  tumors  appeared  in  breeding 
mice  late  in  life.  In  all  the  others  tested  so  far  in 
which  normally  the  tumors  appeared  at  an  early 
period  of  life,  prevention  of  breeding  had  the  typical 
effect  mentioned. 

Castrated  as  well  as  non-breeding  mice  which  were 
not  cancerous  reached  a  higher  age  than  normal 
female  non-cancerous  mice.  The  chance  to  develop 
cancer  was  therefore  better  in  castrated  and  non- 
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breeding  mice  than  in  control  mice  on  account  of 
the  fact  that  the  number  of  mice  reaching  a  higher 
age  was  greater. 

Transplantation  of  the  ovaries  of  the  sisters  into 
young  castrated  male  mice  belonging  to  strains  with 
a  high  tumor  rate  did  not  lead  to  the  development  of 
tumors  in  the  male  mice. 

From  his  results  Loeb  concludes  that  in  all  prob- 
ability the  ovarian  hormone  and  not  the  effect  of 
pregnancy  and  nursing  are  directly  responsible  for 
the  difference  in  the  cancer  rate  in  male  and  female 
mice.  His  investigations  demonstrated  further  that 
the  relationship  between  the  origin  of  cancer  and 
internal  secretion  is  quantitative,  and  he  considers 
it  now  possible  to  analyze  the  conditions  underlying 
the  origin  of  cancer  of  the  breast  experimentally. 

The  effect  of  hormones  on  the  development  of  can- 
cer was  specific.  A  hormone  influenced  the  develop- 
ment of  cancer  only  in  organs  in  which  under  nor- 
mal conditions  it  had  a  specific  relation. 

In  certain  cases,  at  least,  internal  secretion  exerted 
an  influence  on  the  growth  of  adenomata,  but  was 
without  noticeable  effect  on  the  growth  of  carcino- 
mata  after  they  had  been  established.  On  the  other 
hand,  it  was  proved  to  have  a  definite  effect  on  tissue 
changes  which  led  to  the  development  of  cancer, 
and  the  prevention  of  the  effect  of  this  internal  secre- 
tion at  a  sufficiently  early  period  of  life  prevented 
the  development  of  cancer,  while  the  elimination  of 
such  an  internal  secretion  did  not  exert  any  marked 
effect  on  the  growth  of  cancers  after  they  had  once 
developed. 

In  man,  Loeb  considers  three  factors  active  in 
the  development  of  cancer:  (i)  heredity;  (2)  irrita- 
tion (physical  stimulation);  (3)  internal  secretion 
(chemical  stimulation) . 

Internal  secretion  seemed  to  cause  cancer  only  in 
co-opeyation  with  hereditary  factors.  On  the  other 
hand,  hereditary  factors  needed  in  many  cases  the 
co-operation  of  hormones  in  a  definite  quantity. 

Physical  stimulation  was  also  under  certain  condi- 
tions associated  with  hereditary  factors  in  the  origin 
of  cancer,  but,  on  the  other  hand,  the  evidence 
pointed  to  the  conclusion  that  if  the  physical  stimu- 
lation was  sufficiently  strong  cancer  might  develop 
without  the  co-operation  of  these  hereditary  factors. 

G.  E.  Beilby. 

Pfahler,  G.  E.:  Radium  Combined  with  Electro- 
coagulation, Surgery,  and  Deep  Roentgen- 
therapy  in  the  Treatment  of  Malignant  Dis- 
ease. Am.  J.  Roentgenol.,  1919,  n.  s.  vi,  488. 

Although  radium,  surgery,  electrocoagulation, 
and  roentgentherapy  have  proven  themselves  of  dis- 
tinct and  positive  value  in  the  cure  of  malignant  dis- 
ease, none  of  these  methods  is  entirely  satisfactory. 
A  combination  of  them,  however,  offers  a  reasonable 
chance  of  recovery  in  certain  cases  in  which  recov- 
ery cannot  be  expected  following  the  use  of  any 
single  one  of  them.  Postoperative  roentgentherapy 
has  been  used  for  many  years  with  good  results,  and 
during  the  past  two  years  the  author  has  been  rec- 


ommending ante-operative  radiatbn  with  the  ob- 
ject of  reducing  the  malignancy  of  the  cells  and  there- 
by preventing  or  retarding  recurrence.  During  the 
last  six  years  he  has  been  combining  also  electro- 
coagulation, radium,  surgery,  and  roentgentherapy  in 
a  number  of  cases  and  has  obtained  results  which  he 
believes  could  not  have  been  produced  by  any  single 
method.  Electrocoagulation  was  used  with  the  hope 
of  preventing  re-inoculation  or  extension  of  the  dis- 
ease, and  roentgentherapy  to  reach  metastases  and 
destroy  any  remaining  cells  that  were  not  removed 
by  the  operation.  Radium  was  used  within  cavities 
with  the  best  results. 

A  number  of  illustrative  cases  are  cited  in  detail. 
An  epithelioma  on  the  inside  of  the  cheek  and  a  car- 
cinoma involving  a  large  part  of  the  mouth  were 
successfully  treated  by  a  combination  of  all  four 
methods.  Three  cases  of  sarcoma  within  the 
mouth  were  treated  with  good  results  by  a  combina- 
tion of  radium  and  roentgentherapy.  A  similar  com- 
bination was  tried  in  several  cases  of  carcinoma  of 
the  oesophagus,  but  as  all  were  far  advanced,  none 
of  the  patients  was  cured.  A  case  of  inoperable  car- 
cinoma of  the  uterus  treated  with  radium  and  roent- 
gentherapy gave  brilliant  results,  but  in  several 
cases  of  carcinoma  of  the  bladder  treated  similarly 
there  was  only  temporary  improvement.  Two  cases 
treated  by  all  four  methods  were  apparently  cured. 
In  several  cases  of  carcinoma  of  the  rectum  radium 
and  roentgentherapy  were  used,  but  although  some 
amelioration  was  obtained,  no  cures  resulted.  A 
case  of  recurrent  pituitary  tumor  was  treated  by 
radium  and  roentgentherapy  with  some  improve- 
ment of  the  condition.  Adolph  Hartung. 

SERA,  VACCINES,  AND  FERMENTS 

Fasiani,  G.  M. :  The  Production  of  Immune  Serum 
against    Anaerobes    Causing    Gas    Gangrene 

(Preparazione  e  studio  di  sieri  immuni  centre 
germi  anaerobi  agenti  di  gangrena  gassesa).  Arch. 
ital.  di  chir.,  1919.  i,  37. 

There  is  considerable  confusion  in  regard  to  the 
classification  of  the  pathogenic  anaerobes,  many 
workers  in  bacteriology  describing  under  different 
names  bacteria  which  in  reality  are  identical 
organisms.  The  great  number  of  gas  gangrene  in- 
fections during  the  war  gave  great  impetus  to 
research  concerning  their  etiology.  Fasiani  has 
endeavored  to  classify  the  principal  organisms 
causing  gas  gangrene  into  three  groups: 

1.  A  non-motile  anaerobe,  known  before  the  war 
and  described  as  bacillus  perfringens,  bacillus 
phlegmonis  emphysematosas,  and  bacillus  aerogenes 
capsulatis. 

2.  A  motile  spore-forming  anaerobe  described  as 
bacillus  cedematis  maligni  and  vibrion  septique. 

3.  A  group  of  motile,  spore-forming  anaerobes, 
found  for  the  first  time  during  the  war  and  described 
by  various  authors  as  bacillus  oedematiens,  baciUus 
bellonensis,  bacillus  anonimo,  and  bacillus  dei 
gascedem. 
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There  are  numerous  types  belonging  to  each  of 
these  groups.  Fasiani  isolated  75  different  strains 
from  cases  on  the  Italian  front;  Sera  against  each 
group  were  prepared  by  injecting  the  organisms 
intravenously  into  horses.  The  immune  sera  were 
then  tested  for  various  antibodies  and  the  pro- 
tective and  curative  properties  carefully  tried  on 
animals.   The  results  may  be  summarized  as  follows : 

1.  Immune  sera  against  Groups  i  and  2  contain 
precipitins,  agglutinins  and  antitoxins  but  no 
bacterolysins.  They  possess  protective  and  curative 
properties  when  used  in  animals.  Complement  fixa- 
tion does  not  occur.  The  best  serum  is  obtained  by 
the  use  of  organisms  in  culture,  a  total  culture  being 
given  intravenously. 

2.  Immune  serum  against  Group  3.  This  was 
prepared  like  the  serum  against  Groups  i  and  2  but 
the  use  of  toxin  as  an  antigen  is  more  practical  and 
clinically  more  efficacious.  The  resulting  serum 
contains  precipitins,  agglutinins,  and  antitoxins. 
It  causes  complement  deviation  but  has  no  anti- 
microbic  properties. 

3.  The  protective  and  curative  power  of  the 
serum  was  not  tested  in  man  but  gave  excellent 
results  in  laboratory  animals.  I.  F.  Volint. 

BLOOD 

Krumbhaar,  E.  B.,  and  Krumbhaar,  H.  D.:  The 
Blood  and  Bone  Marrow  in  Yellow  Cross  Gas 
(Mustard  Gas)  Poisoning.  Changes  Produced 
in  the  Bone  Marrow  of  Fatal  Cases.  /.  Med. 
Research,  1919,  xl,  407. 

The  remarkable  changes  in  the  peripheral  blood 
caused  by  yellow  cross  gas  (mustard  gas  or  yperite, 
with  dichlorethyl-sulphide  as  the  chief  constituent) 
have  been  described  by  the  authors  in  a  previous 
paper.  The  chief  of  these  changes  was  a  more  or  less 
extreme  leucopaenia  which  followed  the  initial  leu- 
cocytosis  and  in  severe  cases  frequently  fell  below 
1,000  cells  per  cubic  milUmeter.  A  leucopaenia  was 
found  in  23  of  the  108  cases  examined,  but  owing  to 
conditions  of  service  most  of  these  patients  could  be 
examined  only  once,  shortly  after  being  gassed.  Of 
the  cases  in  which  more  than  one  examination  was 
made,  there  was  a  definite  leucopagnia  in  19  out  of 
31  and  a  falUng  count  in  6  of  the  remaining  12. 
When  the  leucocytic  count  fell  below  5,000,  recovery 
followed  in  only  3  cases.  Accordingly  severe  leuco- 
paenia came  to  indicate  a  very  bad  prognosis,  and 
persisting  leucocytosis  a  good  prognosis.  The 
changes  in  the  leucocytic  count  proved  to  be  due 
chiefly  to  variations  in  the  polymorphonuclear  ele- 
ments with  disappearance  of  eosinophiles  in  the  acute 
stages  and  temporary  appearance  of  myelocytes.  It 
was  suggested  to  the  authors  that  the  leucopaenia 
might  have  an  important  bearing  on  the  lack  of 
resistance  shown  in  such  cases. 

The  study  of  the  bone  marrow  indicated  by  the 
described  changes  in  the  blood  was  next  undertaken. 
This  showed  that  attempts  at  blood  regeneration 
were  occasionally  absent   entirely,   nearly  always 


slight  or  moderate,  and  never  to  be  compared  with 
the  amount  of  hyperplasia  found  in  acute  infections. 
The  authors  believe  that  the  blood  and  bone-marrow 
changes  were  due  to  direct  action  of  the  poison  and 
not  to  secondary  infection  because:  (i)  they  were 
well  marked  in  cases  in  which  infection  was  slight 
or  absent;  (2)  influenza,  typhoid,  malaria,  and  such 
"  leucopaenic "  infections  played  no  part  in  these 
cases;  and  (3)  the  kind  of  infection  present  (pyo- 
genic) did  not  lead  to  leucopaenia  or  impaired  bone- 
marrow  function. 

The  material  for  this  study  came  from  75  autop- 
sies in  mustard-gas  cases,  in  55  of  which  the  bone 
marrow  was  examined.  In  every  instance  a  cylinder 
measuring  about  3  in.  was  removed  from  the  mid- 
portion  of  the  right  femur,  placed  on  filter  paper, 
put  at  once  into  Zenker's  fluid,  and  then  through 
the  routine  paraffin  technique.  The  most  satisfac- 
tory staining  results  were  obtained  with  haematox- 
ylin  and  eosin,  though  Ehrlich's  triacid,  Wright's, 
Pappenheim's,  and  Unna's  polychrome  methylene 
blue  were  also  used  in  some  cases.  In  a  few  instances 
sections  from  a  rib  and  smears  from  a  rib  and  a  femur 
were  made  in  addition. 

The  authors  give  the  details  of  their  findings  in 
some  of  the  typical  cases  and  draw  the  following 
conclusions: 

Yellow  cross  or  mustard  gas  exerted  on  the  bone 
marrow  a  direct  toxic  action  which,  by  depleting  the 
leucocytes  of  the  circulation,  had  an  important 
bearing  on  the  inability  to  resist  secondary  infection 
that  was  found  in  that  form  of  gas  poisoning. 

This  toxic  action  on  the  bone  marrow  was  shown 
by  small  areas  of  necrosis  and  by  inhibition  of  the 
regeneration  process,  chiefly  of  the  leucogenetic 
series. 

Not  only  was  the  amount  of  regenerative  hyper- 
plasia inadequate  (as  compared  with  the  marrow 
hyperplasia  of  various  acute  infections),  but  also 
the  quality  was  inferior,  that  is,  the  great  majority 
of  the  haemopoietic  cells  present  were  of  immature 
types.  G.  E.  Beilby. 

Giffin,  H.  Z.:  Persistent  Eosinophilia  with  Hyper- 
leucocytosis  and  Splenomegaly.     Am.  J.  M. 

Sc,  1919,  clxviii,  618. 

The  protocol  of  the  case  reported  is  as  follows: 
The  patient  was  a  man  31  years  of  age  who  had 
marked  splenomegaly  and  slight  enlargement  of  the 
superficial  lymphatic  glands.  Before  splenectomy 
there  was  a  leucocytosis  of  21,800  with  an  eosino- 
philia of  73.6  per  cent.  Splenectomy  was  done  July 
IS,  1914.  The  weight  of  the  spleen  was  2,110  gm.  and 
its  macroscopic  appearance  similar  to  that  of  mye- 
logenous leukemia.  Following  the  operation  there 
was  a  rapid  increase  of  the  leucocyte  count  to  97,200 
and  later  to  211,000.  The  eosinophilia  increased 
from  79  to  90.7  per  cent.  The  general  condition  re- 
mained good  for  four  years  following  the  splenec- 
tomy. Death  occurred  Jan.  19, 1919,  from  empyema 
following  pneumonia.  Necropsy  showed  enormous 
numbers  of  eosinophilic  polymorphonuclears  in  all 
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hacmopoietic  organs;  numerous  eosinophilic  mye- 
locytes in  the  lymph  glands,  the  spleen,  and  the 
bone-marrow;  obliterative  pericarditis;  and  fibrous 
perihepatitis. 

The  most  important  finding  was  the  very  high 
percentage  of  eosinophil es,  ranging  from  66.3  per 
cent  to  90.7  per  cent,  in  association  with  a  leucocyte 
count  varying  from  15,400  to  208,000.  Previous  to 
splenectomy,  however,  the  leucocyte  count  had 
never  been  higher  than  21,800. 

A  discussion  of  the  origin  and  function  of  eosino- 
philes,  the  clinical  incidence  of  eosinophilia,  and  a 
review  of  the  literature  with  respect  to  the  occur- 
rence of  persistent  eosinophilia  with  hyperleucocy- 
tosis  follow.  Cases  reported  in  the  literature  in 
which  the  eosinophiles  have  even  temporarily  ex- 
ceeded 25  per  cent  are  very  rare.  One  case  of 
Hodgkin's  disease  with  an  eosinophilia  of  33.3  per 
cent  came  under  the  writer's  observation.  One  case 
with  cardiac  decompensation,  one  with  carcinoma  of 
the  colon,  and  a  third  with  an  indeterminate  type 
of  lymphadenoma  associated  with  high  eosinophilia 
were  found  in  the  literature.  The  leucocyte  count  in 
these  cases  was  not  exceedingly  high  and  in  none  of 
them  was  there  marked  enlargement  of  the  spleen. 
Only  3  instances  of  eosinophilia  associated  with 
marked  hyperleucocytosis  were  discovered.  One 
was  diagnosed  as  "lymphatic  endotheliomatosis" 
and  another  as  "  lymphsarcoma. "  In  both  of  these 
instances  the  leucocytosis  was  transient  and  the 
eosinophilia  fluctuating. 

The  only  case  which  conforms  to  the  one  reported 
in  this  paper  is  that  of  Stillman  which  was  shown 
before  the  New  York  Academy  of  Medicine  in  191 2. 
In  this  instance  the  leucocyte  count  varied  from 
118,000  to  165,000  and  the  eosinophiles  ranged 
from  85.8  to  91  per  cent.  The  spleen  was  slightly 
enlarged  and  the  lymph  nodes  were  palpable.  The 
patient  was  under  observation  for  only  a  short  time, 
however,  and  his  subsequent  record  is  unknown. 

While  the  writer  does  not  entirely  discard  the 
view  that  in  his  own  case  an  actual  eosinophilic 
leukemia  may  have  been  present,  he  is  inclined  to 
regard  the  condition  as  an  instance  of  eosinophilic 
hyperleucocytosis  resulting  from  a  long-continued 
infectious  or  toxaemic  process. 

Rothschild,  M.  A.,  and  Felsen,  J. :  The  Cholesterol 
Content  of  the  Blood  in  Various  Hepatic  Con- 
ditions.   Arch.  Int.  Med.,  1919,  xxiv,  520. 

In  studying  the  hypercholesterinaemia  of  choleli- 
thiasis, Rothschild  and  Felsen  encountered  a  group 
of  patients  with  continuous  hypercholesterinaemia. 
Even  after  operation  at  which  all  causes  for  obstruc- 
tive hypercholesterinaemia  were  removed,  they  found 
that  these  patients  again  became  hypercholeste- 
rinaemic. 

In  work  previously  published  the  authors  gave 
the  evidence  for  believing  that  the  liver  is  the  regu- 
lator of  the  cholesterin  metabolism  of  the  body,  the 
cholesterin  being  kept  at  a  more  or  less  constant 
level  by  its  excretion  in  the  bile.     It  seemed  of 


interest  to  them,  therefore,  to  ascertain  the  choles- 
terin content  of  the  blood  of  patients  with  various 
disorders  of  the  liver  usually  associated  with  icterus. 

In  obstructive  icterus  due  to  cholelithiasis,  a 
hypercholesterinaemia  of  a  rather  severe  grade  was 
observed  in  almost  every  case.  The  amounts  in  the 
blood  varied  from  700  mg.  to  250  mg.  per  100  c.c. 
The  degree  of  jaundice  bore  a  definite  relation  to 
the  amount  of  cholesterin  in  the  blood,  indicating 
that  this  cholesterinajmia  was  due  to  the  obstruction 
of  the  bile-duct.  However,  there  was  an  occasional 
exception;  a  jaundiced  patient  with  high  tempera- 
ture and  infection  showed  a  lower  cholesterin  con- 
tent of  the  blood  than  a  patient  with  the  same  degree 
of  jaundice  but  no  active  infection. 

In  other  conditions  associated  with  icterus,  such 
as  cirrhosis  of  the  liver,  acute  yellow  atrophy,  the 
pernicious  vomiting  of  pregnancy,  etc.,  the  choles- 
terinasmia  bore  no  relation  to  the  intensity  of  the 
icterus.  The  authors  examined  the  blood  in  15 
cases  of  cirrhosis  and  found  a  maximum  content  of 
cholesterin  of  0.24  per  cent  and  a  minimum  of 
0.065  per  cent.  Only  i  patient  in  the  15  showed  a 
moderate  hypercholesterinaemia,  the  amount  of 
cholesterin  being  240  mg.  per  100  c.c. 

All  these  patients  were  jaundiced.  The  extent 
of  jaundice  in  those  with  only  0.105  per  cent  of 
cholesterin  was  greater  than  in  an  obstructive 
cholelithiasis  with  0.64  per  cent.  The  two  cases 
with  extremely  low  amounts  of  0.075  per  cent  and 
0.065  per  cent  were  fatal,  the  patients  dying  three 
days  after  the  blood  examination. 

In  two  tables  the  authors  give  the  cholesterin 
content  of  the  blood  examined  in  hepatic  disorders 
and  other  icteric  states.  They  state  that  these 
facts  are  extremely  difficult  to  explain,  but  they 
appear  to  suggest  that  in  severe  disturbances  of 
hepatic  function  there  is  a  selective  retention  of  bile 
pigments  and  the  cholesterin  is  not  retained.  In 
one  of  their  cases  bile  obtained  at  necropsy  showed 
a  rather  high  content  of  cholesterin,  i.e.,  0.12  per 
cent  as  contrasted  with  a  normal  content  of  0.08  per 
cent. 

In  other  conditions  associated  with  icterus,  such 
as  primary  or  secondary  carcinoma  of  the  liver  or 
multiple  abscesses,  the  cholesterin  content  of  the 
blood  was  not  proportionate  to  the  intensity  of  the 
jaundice.  In  carcinoma  of  the  liver  the  amounts 
varied  from  0.4  to  0.09  per  cent.  In  3  cases  of  acute 
yellow  atrophy,  a  low  blood  content  of  cholesterin 
was  associated  with  extreme  -grades  of  icterus, 
the  figures  being  0.087,  o.i,  and  0.116  per  cent 
respectively. 

Conditions  corresponding  to  the  so-called  haemo- 
lytic  types  of  jaundice,  as  seen  in  Banti's  disease, 
pernicious  anaemia,  chlorosis,  the  leukaemias,  and 
splenomegaly  with  icterus,  were  also  studied.  In 
all,  a  normal  or  decreased  content  of  cholesterin  was 
noted  in  the  blood.  These  conditions,  however, 
may  be  of  non-hepatic  origin. 

In  conclusion  the  authors  state  that  in  obstruc- 
tive icterus  due  to  stones,  etc.,  the  cholesterin  con- 
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tent  of  the  blood  was  markedly  elevated  and  bore 
a  definite  relationship  to  the  intensity  of  the  icterus. 

In  conditions  associated  with  hepatic  disorders, 
the  cholesterin  content  of  the  blood  was  not  in- 
creased, but  usually  reduced.  The  cholesterinajmia 
was  not  proportionate  to  the  amount  of  bile  pig- 
ments in  the  blood. 

In  the  so-called  haimolytic  icterus,  there  was  no 
increase  of  blood  cholesterin.  G.  E.  Beilby. 

BLOOD  AND  LYMPH  VESSELS 

Camera,  U.:  Lesions  of  the  Large  Vessels  (SuUe 
lesioni  del  grossi  vasi).  Clin,  chir.,  igig,  n.s.  xxvi, 
737- 

Camera  considers  the  more  important  traumatic 
lesions  of  the  large  vessels  and  describes,  first  vessel 
wounds  without  immediate  haemorrhage.  Eight 
cases  of  this  kind  came  under  his  observation. 
Although  there  seemed  to  be  a  definite  break  in  the 
continuity  of  the  vessel  wall,  haemorrhage  did  not 
occur  at  the  time  of  injury  but  only  after  a  lapse  of 
days  or  weeks  or  after  operative  interference.  The 
delay  in  bleeding  in  such  cases  may  be  due  to  several 
factors:  (i)  contraction  of  the  vessel  wall;  (2) 
plugging  of  the  vessel  injury  by  a  foreign  body 
such  as  a  shell  fragment;  and  (3)  a  clot  of  blood  in 
the  wall  of  the  vessel.  Camera  cites  4  cases  of  his 
own  in  which  the  foreign  body  acted  as  a  haemo- 
static plug. 

Spontaneous  cure  is  possible  but  the  policy  of 
non-interference  is  fraught  with  grave  danger. 
Sudden  death  is  frequent.  The  great  difficulty  lies 
in  the  diagnosis.  Camera  emphasizes  the  follow- 
ing points:  (i)  the  anatomical  site  of  the  wound; 
(2)  the  condition  of  the  circulation  below  the 
lesion;  cyanosis,  coldness,  loss  of  pulsation  in  the 
vessels,  etc.;  (3)  deep,  intense  pain  in  the  extremity; 
and  (4)  pronounced  functional  disability  of  the 
limb. 

The  treatment  is  variable.  Suture  is  probably 
best  but  difiicult.  Camera  does  a  proximal  and 
distal  ligation  with  excision  of  the  injured  portion, 
giving  due  consideration  to  collateral  anastomosis. 

Vessel  injuries  with  immediate  haemorrhage 
requiie  prompt  attention,  with  energetic  treatment 
for  the  so  frequently  associated  anaemia.  In  these 
cases  Camera  was  struck  by  the  loss  of  tone  of  the 
vein  walls. 

Haematomata,  circumscribed  or  diflfuse,  due  to 
injury  of  vessel  walls  are  potent  factors  in  the  poor 
healing  of  wounds  and  frequently  lead  to  infection. 
Although  many  of  the  local  signs  are  closely  simu- 
lated by  gas  gangrene,  the  presence  of  thrills,  in- 
terference with  the  circulation  below  the  lesion,  and 
sometimes  discoloration  of  the  skin  as  a  rule  deter- 
mine the  diagnosis.  Ligation  of  the  vessel  with 
removal  of  the  injured  portion  is  the  treatment  of 
choice. 

True  arterial  aneurisms  of  traumatic  origin  are 
rare,  and  were  especially  rare  in  the  battle  zone. 
Time  is  required  for  their  development.    Pulsating 


haematomata  or  false  aneurisms  were  very  common. 
In  20,000  wounded  m  a  period  of  twenty-nine 
months  Camera  saw  only  three  cases  of  aneurism 
and  these  were  all  of  the  arteriovenous  type.  The 
symptoms  of  this  variety  are  classical.  As  in  all 
other  vessel  injuries,  treatment  should  be  instituted 
early.  The  argument  to  wait  until  collateral  circula- 
tion is  established  is  not  sound.  The  complications 
and  dangers  are  great.  Camera  lost  one  patient  the 
night  before  the  date  set  for  operation.  The  easiest, 
most  efficacious,  and  safest  routine  treatment  is 
ligation.  One  ligature  should  be  placed  at  the 
extremities  of  each  vessel,  the  intervening  aneurism 
resected,  and  the  vessels  sectioned.  Extirpation 
of  the  communicating  sac  with  lateral  suture  of  the 
vessels  or  removal  of  a  section  of  each  vessel  with 
subsequent  end-to-end  suture  is  difficult,  demands 
a  proficient  technique,  and  gives  uncertain  results. 

Secondary  haemorrhage  is  an  important  compli- 
cation, the  result  of  vessel  injury  in  an  infected 
field.  Camera  claims,  however,  that  there  must  be 
some  other  factor  beside  infection.  Quenu  believes 
that  most  cases  of  secondary  haemorrhage  are  due  to 
unrecognized  vessel  injuries.  Injury  to  the  vessel 
wall  produces  an  area  of  decreased  resistance  to 
infection  by  suppurative  processes.  Camera  coins 
the  term  "decubitus  vascular"  to  denote  the  mode 
of  injury  and  reviews  his  cases.  The  cause  of  pres- 
sure ulceration  of  the  vessel  wall  in  the  presence  of 
infection  in  his  cases  are  enumerated.  The  vessel 
was:    (i)  in  contact  with  the  tibia  after  resection; 

(2)  cut  by  the  ligature  which  necrosed  through;  or 

(3)  in  contact  with  a  drainage  tube. 

Therefore  direct  contact  with  pressure  upon  the 
vessel  and  ulceration  due  to  a  ligature,  drainage 
tubes,  or  bony  edges  in  the  presence  of  an  infec- 
tion contribute  to  secondary  haemorrhage.  When 
there  is  danger  of  injury  to  large  vessels  Camera 
uses  gauze  for  drainage.  I.  F.  Volint. 

POISONS 

Donati,  M.:  Latent  and  Atypical  Tetanus  in  War 
Wounds  (Tetani  latenti  e  tetani  atipici  in  feriti 
di  guerra).    Arch.  ital.  di  chir.,  1919,  i,  i. 

Donati,  who  was  director  of  the  Military  Hospital 
of  Vicenza  during  191 5,  relates  his  experiences  with 
atypical  cases  of  tetanus. 

Tetanus  develops  after  the  prophylactic  adminis- 
tration of  antitetanus  serum  as:  (i)  mild  tetanus 
with  a  long  incubation  period  in  cases  in  which 
prophylactic  immunization  is  incomplete;  (2)  local 
or  partial  tetanus;  and  (3)  fulminating  tetanus  with 
a  very  short  incubation  period. 

The  author  cites  cases  of  infected  wounds  with  no 
symptoms  of  tetanus  in  which  tetanus  bacilli  and 
spores  could  be  demonstrated  by  cultural  examina- 
tion. Animal  inoculation  experiments  occasionally 
proved  positive  when  other  bacteriological  methods 
failed.  Some  cases  with  very  mild  symptoms  were 
recognized  only  after  attention  was  directed  to  them 
by  positive  bacteriological  reports. 
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The  most  important  clinical  sign  in  the  very  mild 
types  was  the  increase  in  reflex  response,  hyper- 
excitability  of  the  tendon  and  muscle  reflexes.  The 
importance  of  early  recognition  by  culture  and 
clinical  examination  will  not  be  underestimated 
when  the  fact  is  known  that  many  cases  originating 
as  local  tetanus  become  generalized  and  occasionally 
lead  to  death.  The  cases  cited  responded  quickly  to 
antitetanus  serum  and  subcutaneous  injections  of 
phenol  solution.  I.  V.  Vomni. 

Biancheri,  A.:  Local  Tetanus  of  Very  Late  De- 
velopment and  Slow  Course  following  the  Use 
of  Serum  (Tetano  postsierico  locale  ipertardivo  a 
evoluzione  lenta).    Arch.  ital.  di  chir.,  1919,  i,  15. 

The  systematic  use  of  prophylactic  antitetanus 
serum  in  cases  of  war  wounds  has  rendered  the 
classical  picture  of  tetanus  rare,  changed  the  time 
of  development  of  the  condition,  i.e.,  the  incuba- 
tion period,  and,  most  important,  has  caused  the  lo- 
calization of  the  condition  to  one  extremity  or  a 
group  of  muscles. 

The  reports  in  the  surgical  literature  indicate  a 
form  of  tetanus  called  . "local  tetanus"  which, 
originating  as  a  localized  form  of  the  disease,  is 
characterized  by  increased  muscle  tonus  in  an 
extremity,  a  true  tonic  spasm,  hyperexcitability  of 
the  muscle  and  tendon  reflexes,  and  very  often 
localized  clonic  convulsions.  These  local  mani- 
festations tend  to  become  more  or  less  generalized 
and  occasionally  death  results.  Biancheri,  however, 
states  that  the  term  "local  tetanus"  should  be 
reserved  for  cases  in  which  the  tetanus  occurs  in  the 
extremity  bearing  the  wound  and  the  symptoms 
remain  localized  to  that  extremity  from  the  begin- 
ning to  the  end. 

The  incubation  period  is  variable;  in  some  cases 
the  condition  appears  a  few  days  after  injury  and 
in  others  not  until  after  a  lapse  of  from  one  to  three 
or  more  months.  One  form  follows  operative  inter- 
vention after  cicatrization  of  the  wound.  Although 
it  may  not  develop  until  many  months  after  an 
injury  on  the  battle  front,  its  symptoms  develop 
a  few  days  after  operative  trauma.  Biancheri  re- 
ports the  following  case: 

The  patient  was  a  soldier  who  was  wounded 
August  24,  191 7,  in  the  fleshy  portion  of  the  right 
thigh  but  suffered  no  bone  or  nerve  injury.  A  few 
hours  afterward  serum  was  administered.  The 
wound  suppurated  but  healing  was  complete  on  dis- 
charge from  the  hospital,  Oct.  24,  191 7.  A  piece  of 
shrapnel  remained  in  the  thigh.  The  patient  was 
then  returned  to  the  front  where,  put  on  full  duty, 
he  endured  all  the  hardships  and  exposure  without 
any  complaint  or  physical  evidence  of  inability 
to  stand  the  strain.  On  Oct.  14,  1918,  fourteen 
months  after  his  injury,  and  following  a  march  of 
25  kilometers,  his  thigh  felt  tender  to  the  touch  and 
slightly  swollen.  His  right  leg  then  became  rigid 
and  there  was  tonic  contraction  of  the  muscles  so 
that  flexion  of  the  knee  became  impossible.  A  very 
slight  degree  of  trismus  was  noted  which  was  asso- 


ciated with  spasmodic  convulsions  localized  in  the 
right  leg  and  thigh.  The  trismus  disappeared  after 
the  use  of  antitetanus  serum,  but  the  extremity  re- 
mained rigid,  with  a  talipes  equinus,  and  the  attacks 
of  clonic  spasm  persisted.  X-ray  examination  re- 
vealed the  foreign  body  in  the  thigh.  On  March  14, 
1919,  the  piece  of  shrapnel  was  removed.  At  the 
same  time  serum  was  given,  although  the  patient  had 
been  receiving  antitetanus  serum  at  regular  inter- 
vals. Recovery  was  prompt  so  that  by  April  15, 
1919  the  patient  was  able  to  use  his  leg  and  cul- 
tures from  the  wound  remained  sterile.  Biancheri 
discusses  the  diagnostic  possibilities  and  states  that 
he  is  convinced  that  this  was  a  case  of  local  tetanus. 
It  is  unique  in  that  the  incubation  period  was  so  pro- 
tracted and  the  fact  that  the  symptoms  did  not 
follow  operative  trauma.  I.  F.  Volini. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Loeb,  L.,  and  Fleisher,  M.  S.:  The  Growth  of  Tis- 
sues in  the  Test  Tube  under  Experimentally 
Varied  Conditions,  with  Special  Reference  to 
Mitotic  Cell  Proliferation.  /.  Med.  Research, 
1919,  xl,  509. 

While  in  their  previous  publications  dealing  with 
the  growth  of  tissues  in  culture  media  the  authors 
occasionally  referred  to  mitotic  cell  proliferation, 
they  were  concerned  mainly  with  the  analysis  of  the 
factors  which  determine  the  movements  of  tissues. 
In  this  paper  they  report  on  several  series  of  experi- 
ments in  which  they  analyzed  the  factors  determin- 
ing the  mitotic  proliferation  in  tissues  growing  in 
culture  media  under  varied  conditions. 

For  a  description  of  the  method  used  (test-tube 
method)  and  for  their  former  publications  on  this 
subject,  they  refer  to  their  preceding  paper  which 
was  published  in  the  same  journal. 

In  the  investigation  here  reported  special  atten- 
tion was  given  to  the  significance  of  oxygen  for  the 
mitotic  cell  proliferation  in  vitro.  Mitotic  prolifera- 
tion was  found  in  epithelium  of  the  skin  transplanted 
into  culture  media  in  experiments  in  which  the  liv- 
ing body  served  as  the  incubator.  Thirteen  series 
of  experiments  were  carried  out.  In  each  case  the 
tissues  were  transplanted  into  the  test  tube,  and  in 
each  experiment  a  considerable  number  of  pieces 
with  the  necessary  controls  were  used. 

With  certain  exceptions,  notably  in  the  cases  of 
organs  which  had  the  power  to  liquefy  the  coagu- 
lum,  pieces  of  organs  growing  in  culture  media  in  the 
test  tube  underwent  changes  which,  in  all  essential 
respects,  were  comparable  to  those  observed  after 
transplantation  into  the  subcutaneous  tissue.  The 
loss  of  tissue  individuality  and  differentiation  was 
not  greater  in  tissues  growing  in  the  test  tube  than 
in  the  subcutaneous  tissue. 

Mitotic  proliferation  was  often  very  intensive  in 
vitro,  not  only  in  fibroblasts,  but  in  various  kinds  of 
parenchyma,  especially  cells  which  were  able  to  pro- 
liferate after  subcutaneous  transplantation. 
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In  a  comparison  of  the  mitotic  proliferation  of 
epithelium  with  that  of  connective  tissue  certain 
differences  suggested  the  possibility  that  there  are 
two  kinds  of  growth  stimuli:  (i)  primary  stimuli 
exerted  directly  by  the  environment,  and  (2)  sec- 
ondary stimuli  caused  by  changes  in  the  tissue  due 
to  the  primary  response,  in  particular  the  migration 
of  cells.  On  the  whole,  the  parenchymatous  mitotic 
proliferation  was  much  more  regular  than  that  of  the 
fibroblasts,  and  the  sum  of  epithelial  mitoses  consid- 
erably exceeded  the  sum  of  the  fibroblastic  mitoses. 

The  same  primary  stimulus  caused  in  cells  migra- 
tion and  mitotic  cell  proliferation,  but  according  to 
the  differences  in  the  structure  of  the  cells  it  called 
forth  the  first  of  these  two  responses  more  readily  in 
one  kind  of  cells  and  the  second  in  another  kind. 

Continued  investigations  confirmed  the  authors' 
previous  conclusions  as  to  the  significance  of  oxygen 
in  the  activities  of  tissues  in  the  test  tube.  New  ex- 
periments made  it  appear  very  probable  that  the 
introduction  of  pure  oxygen  increases  the  zone  of 
living  tissue  and  the  mitotic  activity,  especially  of 
the  parenchyma,  under  conditions  in  which  there  has 
been  a  deficiency  in  oxygen. 

Tests  were  made  also  to  determine  the  effect  of 
adding  KCN,  red  blood  corpuscles,  and  micro  organ- 
isms to  the  plasma,  of  variations  in  osmotic  pressure 
in  the  culture  medium,  and  of  impurities  in  the  air 
on  mitotic  proliferation  in  the  test  tube.  All  these 
conditions  exerted  an  unfavorable  influence.  The 
amount  of  KCN  compatible  with  the  life  of  the  tis- 
sues however,  was  relatively  large.  Some  of  the 
experiments  suggested  that  possibly  the  addition  of 
a  very  small  amount  of  alkali  might  improve  the 
mitotic  proliferation  in  the  test  tube.  The  curve  of 
this  proliferation  in  the  test  tube  differed  from  that 
after  subcutaneous  transplantation  and  was  not 
altered  to  any  marked  extent  by  the  introduction  of 
oxygen. 

Tissues  showed  a  marked  mitotic  cell  prolifera- 
tion when  kept  in  liquid  blood  serum  and  in  this  case 
the  proUferation  was  mainly  parenchymatous.  The 
outgrowth  of  cells  into  the  culture  medium  under 
only  certain  conditions  was  considered  as  an  indi- 
cator of  tissue  activities.  These  activities  were  pro- 
nounced without  any  noticeable  associated  out- 
growth of  fibroblasts. 

The  use  of  regenerating  tissues  for  purposes  of 
transplantation  in  vitro  as  well  as  in  the  test  tube  was 
advantageous  only  in  cases  in  which  the  regenera- 
tion led  to  the  production  of  a  greater  number  of 
elements  which  were  more  resistant  and  more  active, 
and  in  which  the  proportion  between  the  cells  and 
intercellular  structures  had  been  altered  to  the  ad- 
vantage of  the  former.  Usually  the  newly  created, 
more  resistant  elements  had  at  the  same  time  a 
structure  which  was  less  differentiated  and  diversi- 
fied than  that  of  the  elements  they  replaced. 

The  stereotropic  reaction  of  the  fibroblasts  and 
perhaps  of  other  cells  determined  not  only  the  direc- 
tion of  the  migration  of  the  cells,  but  also  the  direc- 
tion in  which   the  latter  proliferated  mitotically. 


The  arrangement  of  the  fibers  being  an  important 
factor  on  which  the  number  of  cells  which  migrated 
into  the  coagulum  depended,  it  also  determined  there- 
fore secondarily  the  intensity  of  mitotic  cell  prolif- 
eration in  the  cells  which  had  the  power  of  migrating 
into  the  coagulum.  G.  E.  Beilby. 

Akaiwa,  H. :  A  Quantitative  Study  of  Wound  Heal- 
ing in  the  Rat.  II.  Cell  Growth  during  Wound 
Healing.  /.  Med.  Research,  1919,  xl,  371. 

In  a  preceding  paper  Akaiwa  discussed  the  quan- 
titative changes  which  took  place  during  the  different 
periods  of  wound  healing  in  the  cell  movements  of 
the  contraction  of  the  wound  and  the  thickness  of 
the  epithelium. 

In  this  communication  he  analyzes  the  processes 
of  cell  proliferation  as  they  presented  themselves  in 
mitotic  proliferation  the  increase  in  size  of  cell  and 
nucleus,  and  the  changes  in  the  number  of  cells  in 
the  epithelium  covering  the  defect  and  in  the  epithe- 
lium adjoining  the  wound  during  the  different  periods 
of  wound  healing. 

Akaiwa  summarizes  his  study  as  follows: 

The  proliferative  power  of  the  epithelium  was 
determined  by  counting  the  mitoses  and  the  number 
of  living  cells  in  the  defect  as  well  as  in  the  tissue 
adjoining  the  defect.  During  the  early  stages  of 
wound  healing  the  mitoses  increased  markedly  in 
the  old  epithelium  as  long  as  the  wound  was  open. 
The  number  of  mitoses  was  as  a  rule  proportionate 
to  the  quantity  of  the  cells  which  had  moved  into 
the  defect.  In  the  outgrowing  epithelium,  on  the 
other  hand,  the  mitoses  were  few  because  the  new 
epithelium,  consisting  of  cells  which  had  left  the  old 
epithelium  and  wandered  into  the  defect,  was  not 
yet  able  to  divide  mitotically,  probably  on  account 
of  unfavorable  environmental  conditions.  The  num- 
ber of  cells  which  moved  into  the  defect  was  one  of 
the  factors  which  determined  the  number  of  mitoses 
in  the  epithelium  adjoining  the  wound. 

Before  the  closure  of  the  wound  the  number  of 
mitoses  and  of  cells  in  the  old  epithelium  increased 
very  markedly,  and  the  increase  in  the  case  of  both 
took  a  parallel  course,  a  maximum  being  reached  in 
both  at  the  time  of  closure.  Soon  after  the  closure 
a  sharp  fall  in  the  number  of  mitoses  and  a  more 
gradual  decrease  in  the  number  of  cells  took  place. 

Throughout  the  time  of  observation  the  number  of 
mitoses  and  of  cells  in  the  old  epithelium  was  greater 
in  the  area  near  the  border  of  the  wound  than  in  the 
area  further  removed. 

The  mitotic  proliferation  in  the  outgrowing  epithe- 
lium showed  in  most  cases  a  sharp  rise  in  the  period 
following  the  first  three  and  a  half  days,  and  a  max- 
imum was  reached  at  the  time  of  the  closure  of  the 
wound.  The  number  of  mitoses  often  remained 
high  for  one  or  two  days  following  the  closure.  Only 
then  a  sudden  decline  in  the  number  of  mitoses  took 
place,  while  again  there  was  a  much  more  slow  dim- 
inution in  the  number  of  cells.  In  other  cases  the 
closure  of  the  wound  was  directly  followed  by  a 
sharp  fall  in  the  number  of  mitoses. 
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As  far  as  the  proliferation  of  the  epithelial  cells 
was  concerned,  there  was  a  certain  equilibrium 
between  the  new  and  the  old  epithelium.  In  the 
earlier  periods  of  wound  healing  a  remarkable  num- 
ber of  mitoses  were  observed  in  the  old  epithelium, 
while  in  the  outgrowing  epithelium  only  a  few  mi- 
toses were  found.  In  the  latter  the  mitotic  prolifer- 
ation seemed  to  return  almost  to  the  normal  level 
soon  after  closure  of  the  wound,  while  in  the  out- 
growing epithelium  it  remained  very  active.  How- 
ever, in  both  outgrowing  and  old  epithelium  the 
mitotic  proliferation  returned,  as  a  rule,  almost  to 
the  normal  condition  about  fourteen  days  after 
operation. 

A  comparison  between  the  total  number  of  mito- 
ses and  cells  in  the  new  epithelium  on  the  one  hand 
and  the  two  unit  areas  of  the  old  epithelium  on  the 
other  hand  during  the  period  of  wound  healing, 
showed  that  the  absolute  number  of  mitoses  in  the 
new  epithelium  was  greater  than  the  number  in 
either  of  the  two  units  of  old  epithelium,  while  the 
relative  number  of  mitoses  in  one  unit  area  of  the 
new  epithelium  was  always  smaller  than  the  number 
of  mitoses  in  the  first  unit  of  the  old  epithelium,  and 
usually  smaller,  though  at  other  times  larger,  than 
the  number  of  mitoses  in  the  second  unit  area  of  the 
old  epithelium. 

The  larger  wound  caused  a  greater  mitotic  pro- 
liferation in  both  the  new  and  the  old  epith  lium 
than  the  smaller  wound.  Furthermore,  in  the  larger 
wound  the  increase  in  the  number  of  mitoses  and 
of  cells  extended  over  a  larger  area  in  the  old  epithe- 
lium than  in  the  smaller  wound.  Both  the  absolute 
and  relative  total  numbers  of  mitoses  and  newly 
formed  cells  were  therefore  greater  in  the  case  of  the 
larger  wound  than  in  the  smaller  wound  and  this 
difference  was  due  mainly  to  the  great  difference  in 
the  proliferative  energy  between  the  two  kinds  of 
tissues  in  the  period  just  preceding  and  following  the 
wound  closure.  On  the  other  hand,  in  the  earlier 
and  later  period  there  was  no  noticeable  diflference 
in  the  number  of  mitoses  and  of  cells. 

The  more  shallow  the  wound  the  more  easily  the 
epithelium  moved  over  the  defect  in  the  early  period 
following  the  creation  of  the  wound  and  the  larger 
the  number  of  cells  which  moved  into  the  defect. 
In  the  earlier  period  a  greater  increase  took  place  in 
the  number  of  mitoses  and  cells  in  the  old  epithe- 
lium in  the  more  shallow  wounds  than  in  the  deeper 
wounds,  but  just  preceding  the  time  of  closure  and 
in  the  latter  half  of  wound  healing  the  number  of 
mitoses  and  cells  was  everywhere  greater  in  the 
deeper  than  in  the  more  shallow  wounds. 

The  variations  in  the  size  of  the  epithelial  cells 
and  nuclei  were  as  a  rule  concordant  with  the  varia- 
tions in  the  proliferative  activity  and  the  rapidity 
of  movement  of  the  cells.  The  cells  and  nuclei  in  the 
old  epithelium  adjoining  the  wound  increased  mark- 
edly in  size  on  the  second  day  following  the  creation 
of  the  wound  and  a  maximum  was  reached  in  both 
the  larger  and  the  smaller  as  well  as  in  the  shallower 
and  the  deeper  wounds  at  the  time  just  preceding 


and  following  the  closure  of  the  wounds.  After  the 
closure  there  was  a  sudden  decrease  in  size  and  this 
decrease  continued  until,  on  the  fourteenth  day,  the 
size  of  the  cells  and  nuclei  had  again  become  nearly 
normal. 

The  cells  and  nuclei  in  the  outgrowing  actively 
moving  epithelium  varied  markedly  in  size  and  form 
in  the  different  periods  and  at  different  places  during 
the  wound  healing.  A  maximum  in  the  size  of  the 
cells  and  nuclei  was  reached  in  the  new  epithelium  at 
the  time  just  preceding  the  closure,  just  as  in  the 
old  epithelium. 

The  form  of  the  basal  cell  differed  in  the  different 
periods  of  wound  healing.  In  the  old  epithelium 
the  form  of  the  basal  cell  was  always  cylindrical  as 
long  as  the  cell  proliferation  was  active,  while  soon 
after  the  decline  in  cell  proliferation  had  set  in  the 
cells  became  gradually  lower,  and  in  rotation  they 
assumed  a  spherical,  a  cuboidal,  and  at  last  a  flat 
shape.  Before  the  closure  of  the  wound  the  cells  in 
the  new  epithelium  were  always  very  low  and  ex- 
tremely elongated,  especially  in  the  larger  wound, 
and  this  condition  lasted  as  long  as  the  cell  move- 
ment continued  very  actively.  After  the  closure, 
however,  the  cells  became  higher  and  higher,  par- 
ticularly in  the  center,  owing  to  the  pressure  which 
they  exerted  upon  each  other. 

The  variations  in  the  number  of  cell  rows  and  in 
the  thickness  of  the  stratum  germinativum  were  like- 
wise as  a  rule  concordant  with  the  variations  in  the 
proliferative  activity  as  well  as  the  energy  of  the  cell 
movements  and  with  the  resulting  variations  in  the 
size  of  the  cells.  Throughout  the  different  periods 
the  number  of  cell  rows  and  the  thickness  of  the 
stratum  germinativum  in  the  old  epithelium  were 
greatest  at  the  wound  border,  and  from  here  they 
gradually  decreased  toward  the  old  epithelium  as 
well  as  toward  the  defect.  The  number  of  cell  rows 
as  well  as  the  thickness  of  the  stratum  germinativum 
gradually  increased  up  to  a  maximum  which  was 
reached  just  before  or  after  the  time  of  closure  of  the 
wound. 

Soon  after  the  wound  closure  a  sudden  decline 
usually  took  place.  On  the  fourteenth  day  after 
operation  the  thickness  of  the  stratum  germinativum 
and  the  number  of  cell  rows  in  the  old  epithelium 
were  nearly  restored  to  normal.  In  the  new  epithe- 
lium the  number  of  cell  rows  and  the  thickness  of  the 
stratum  germinativum  showed  a  curve  of  variations 
similar  to  that  in  the  old  epithelium;  the  maximum 
was  reached  at  about  the  same  time  as  in  the  old 
epithelium  or  slightly  later.  In  the  case  of  the  larger 
wounds  the  number  of  ceU  rows  and  the  thickness  of 
the  stratum  germinativum  increased  more  markedly 
in  the  old  epithelium,  and  this  increase  extended 
over  a  wider  area  in  the  old  epithelium  than  in  the 
case  of  the  smaller  wounds,  particularly  in  the  first 
three  and  a  half  days  following  the  operation.  After 
the  closure  of  the  wound  the  figures  were  only  very 
slightly  greater  in  the  large  than  in  the  small  wounds. 

Before  closure  the  increase  in  the  thickness  of  the 
stratum    germinativum    and   the   number   of    cell 
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rows  was  greatest  in  the  perforated  wounds,  but 
after  the  closure  the  difference  as  regards  the  number 
of  cell  rows  and  thickness  of  the  stratum  germinati- 
vum  between  perforated  and  deeper  wounds  on  the 
one  hand  and  shallower  wounds  on  the  other  hand 
became  much  smaller.  The  thickness  of  the  new 
epithelium  was  much  greater  in  the  deeper  than  in 
the  more  shallow  wounds  throughout  the  time  of  ob- 
servation, and  especially  in  the  latter  half  of  wound 
healing  a  great  difference  was  observed  between  the 
thickness  of  the  new  epithelium  in  the  deeper  and 
in  the  more  shallow  wounds. 

The  curve  representing  the  changes  in  the  size  of 
the  cells  and  nuclei  declined  in  both  the  new  and  old 
epithehum  much  more  slowly  than  the  curve  repre- 
senting the  number  of  mitoses.  Inasmuch  as  the 
size  of  the  cells  and  nuclei  reached  a  higher  maxi- 
mum in  the  new  than  in  the  old  epithelium,  the 
curve  representing  the  decrease  in  size  was  much 
steeper  in  the  new  than  in  the  old  epithelium.  Like- 
wise the  curves  were  steeper  in  the  larger  wounds  as 
compared  with  the  smaller  and  in  the  deeper  as  com- 
pared with  the  more  shallow  wounds.  The  curve 
representing  the  thickness  of  the  epithelium  was  sim- 
ilar to  the  curve  representing  the  size  of  the  cells. 
The  thickness  of  the  epithelium,  however,  decreased 
somewhat  more  rapidly  than  the  size  of  the  cells. 

In  conclusion,  Akaiwa  states  that  the  proliferative 
power  of  the  epithelial  cells  as  expressed  in  the  num- 
ber of  mitoses,  the  variations  in  the  size  of  the  cells 
and  the  thickness  of  epithelium  depended  to  a  great 
extent  upon  the  closure  of  the  wound  and  uoon 
the  distance  from  the  wound;  that  it  was  differ- 
ent in  the  old,  formerly  resting,  epithelium  and  in 
the  new  epithelium  covering  the  defect;  and  that  it 
varied  with  the  size  and  depth  of  the  wound. 

G.  E.  Beiliy. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Holmes,  G.  W.,  and  Merrill,  A.  S. :  The  Treatment 
of  Thyrotoxicosis  by  Means  of  the  Roentgen 
Ray.    /.  Ant.  M.  Ass.,  1919,  Ixxiii,  1693. 

Following  a  brief  review  of  the  general  principles 
and  of  the  literature  the  writers  consider  their  own 
cases  in  four  groups. 

Group  I — Patients  in  whom  very  definite  benefit 
ensued,  apparently  as  the  result  of  the  treatment, 
and  who  are  clinically  well;  34  patients,  3  males  and 
31  females.  Ten  of  these  patients  were  over  35  years 
of  age  and  5  under  20  years.  Two  had  been  operated 
upon  without  complete  relief.  The  longest  dura- 
tion of  treatment  was  thirty  months,  the  shortest 
four  months,  and  the  average  eight.  A  record  of  the 
metabolism  showed  a  marked  drop.  In  typical 
thyrotoxicosis  the  pulse  follows  the  metabolism. 
Seventeen  of  the  patients  in  this  group  gained  in 
weight  and  6  lost  weight.  The  records  for  the  others 
are  incomplete. 

Group  2 — Patients  with  definite  but  incomplete 
relief  of  symptoms;  68  patients,  3  males  and  65 
females.    Thirteen  were  over  35  years  of  age  and  0 


under  20  years.  The  others  were  between  20  and 
35.  In  a  few  instances  the  diagnosis  may  have  been 
incorrect  but  all  of  the  cases  were  referred  from  the 
medical  department  for  hyperthyroidism.  The 
opinion  as  to  the  results  is  based  upon  a  study  of  the 
records  and  the  patient's  statement  at  the  time  of 
the  last  visit.  The  average  number  of  treatments 
was  less  than  in  Group  i. 

Group  3 — Patients  who  were  unimproved  or  who 
became  worse;  14  patients,  all  females  and  none 
under  20  years  of  age.  Five  were  over  3  =;  years.  In 
2  instances  the  diagnosis  was  probably  incorrect. 
One  patient,  who  had  only  one  treatment,  died  fol- 
lowing operation.  Two  died  during  treatment  from 
intercurrent  disease.  Six  had  less  than  sufficient 
treatment.  This  makes  to  cases  in  which  failure 
was  not  due  entirely  to  the  method  of  treatment.  In 
two  instances  the  results  may  be  definitely  classed 
as  failures.  One  patient  developed  myxoedema  from 
overtreatment. 

Group  4 — Thirty-six  cases  selected  from  the  three 
preceding  groups  which  were  studied  somewhat  com- 
pletely. At  least  one  metabolism  test  was  made  in 
each  case  and  in  some  the  metabolism  was  deter- 
mined before  and  after  treatment.  Seventeen  of 
these  patients  remained  perfectly  well  and  13  were 
improved.  In  4  cases  the  diagnosis  was  incorrect 
as  proved  by  the  metabolism  test  and  the  course  of 
the  disease. 

The  technique  of  the  treatment  includes  the  use 
of  an  8-in.  spark  gap  and  a  filter  of  4  mm.  of  aluminum 
and  I  mm.  of  leather.  Three  areas  including  the  thy- 
mus are  treated  with  two-thirds  of  an  erythema  dose. 
After  3  treatments  three  weeks  apart  an  interval  of 
three  months  should  ensue  before  the  second  series 
is  given.  If  at  the  end  of  another  three  months  the 
symptoms  have  not  disappeared  sufiiciently.  a  third 
series  is  indicated.  The  possible  dangers  are  hypo- 
thyroidism and  telangiectasis.  The  three-month 
interval  serves  to  prevent  the  former,  and  the  avoid- 
ance of  erythema,  the  latter.  The  toxaemia  may  in- 
crease to  a  dangerous  degree  from  the  first  treat- 
ment.. This  must  be  guarded  against  by  beginning 
with  small  doses  preceded  by  rest  in  bed.  Cases  in 
W'hich  surgery  has  failed  to  effect  a  complete  cure 
must  be  treated  with  caution  because  of  the  in- 
creased liability  to  hypothyroidism. 

The  conclusions  drawn  are  as  follows: 

It  is  possible  to  decrease  the  activity  of  the  thy- 
roid gland  and  probably  also  to  destroy  its  glandu- 
lar structure  by  exposure  to  the  roentgen  ray. 

Roentgen-ray  treatment  of  thyrotoxicosis  relieves 
the  symptoms  and  shortens  the  course  of  the 
disease. 

A  study  of  the  basal  metabolism  before  and  after 
treatment  is  of  the  greatest  importance  both  as  a 
means  of  diagnosis  and  as  a  check  on  the  amount  of 
treatment. 

The  roentgen  ray  and  rest  should  be  tried  in  all 
cases  of  thyrotoxicosis  and  continued  at  least  long 
enough  to  destroy  the  thymus  before  resort  is  had 
to  surgery.  D.  R.  Bowen. 
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UTERUS 

Freeman,  L.:  Suspension  of  the  Uterus  with  a 
Strip  of  Fascia  Lata  in  the  Treatment  of  Pro- 
lapsus.    Surg. , Gynec.  b'Obst.,  igig,  xxix,  SIX. 

The  operation  described  is  similar  to  the  sus- 
pension of  the  uterus  by  means  of  the  round  liga- 
ment except  that  a  strip  of  fascia  lata  about  6  inches 
long  is  taken  from  a  thigh  and  passed  through  the 
uterine  muscle  at  the  fundus  just  above  the  en- 
trance of  the  tubes,  the  free  ends  being  passed 
through  the  recti  muscles  in  a  manner  similar  to  the 
Gilliam  suspension  with  the  round  ligament. 

The  author  states  that  this  method  has  the  fol- 
lowing advantages: 

1.  The  fascia  lata  is  easy  to  obtain  in  any  de- 
sired quantity.  ' 

2.  It  is  very  strong  and  will  not  stretch  to  any 
appreciable  extent,  thus  differing  from  the  natural 
supporting  ligaments  of  the  uterus. 

3.  It  does  not  become  absorbed,  like  catgut,  but 
incorporates  itself  within  the  tissues  and  permanent- 
ly holds  the  uterus  where  it  is  placed. 

During  the  past  few  years  the  author  has  operated 
upon  II  cases  according  to  the  above  technique. 
There  have  been  no  deaths  but  in  several  instances 
a  ventral  hernia  has  developed.  C.  H.  Davis. 

Beclere:  Radiotherapy  of  Uterine  Fibromyomata; 
Results,  Mode  of  Action,  and  Indications  Ac- 
cording to  the  Statistics  of  400  Personal  Cases 

(La  radiotherapie  des  fibromyomes  uterins,  resultats, 
mode  d'action,  et  indications  d'apres  una  statistique 
de  400  observations  personnelles) .  Bull.  gen.  de 
therap.,  1919,  clxx,  702. 

Of  the  400  patients  24.5  per  cent  were  50  years  of 
age  or  over,  64  per  cent  between  40  and  50  years,  and 
II. 5  per  cent  between  30  and  40  years. 

Three  hundred  and  thirty-eight  of  the  400  uteri 
treated  were  accessible  to  abdominal  or  vaginal 
palpation  and  more  or  less  above  the  symphysis 
pubis.  In  about  84.5  per  cent  of  the  cases  the 
growths  were  abdominal  rather  than  pelvic.  The 
predominant  symptom  was  more  or  less  copious 
metrorrhagia. 

The  method  employed  was  that  of  bi-weekly 
treatments  with  small  dosage.  At  each  treatrtient  2 
successive  irradiations  were  given,  one  at  the  right 
and  the  other  at  the  left  of  the  median  abdominal 
line.  Each  irradiation  was  localized  to  a  circular 
area  about  10  cm.  in  diameter.  The  focal  distance 
of  the  ray  varied  from  18  to  22  cm.  above  the  center 
of  the  surface  treated.  The  Coolidge  tube  with  a 
current  of  3  ma.  was  employed.  Each  irradiation 
lasted  five  minutes  at  the  most.  Some  slight  modi- 
fications in  the  established  technique  were  made. 


The  thickness  of  the  aluminum  filter  was  increased 
to  5  mm.  Therefore,  even  with  a  3  ma,  current  the 
raying  did  not  exceed  3  Holzknecht  units.  In  60  per 
cent  of  the  cases  the  treatment  did  not  call  for  more 
than  12  to  14  sittings  and  lasted  only  from  two  to 
three  months. 

As  regards  results,  the  author  states  that  in  only 
4  instances  was  the  patient  obliged  to  undergo  a 
subsequent  surgical  operation  owing  to  persistence 
of  the  metrorrhagia.  Recently,  with  better  technique, 
all  such  results  have  been  avoided.  In  every  other 
case  the  metrorrhagia  ceased  and  there  were  the 
usual  heat  flushes  of  the  menopause.  Usually  this 
induced  menopause  remained  definite,  but  in  12  per 
cent  of  the  cases  it  was  only  temporary,  the  menses 
returning  after  an  interval  of  several  months  or  a 
year.  Even  in  these  cases,  however,  there  was  a 
return  of  amenorrhcea  and  in  the  majority  a  later 
persisting  menopause. 

In  all  cases  the  uterine  tumor  was  not  only 
arrested  but  was  diminished  in  volume.  In  278  of 
the  cases  in  which  the  result  was  studied  carefully  a 
lowering  of  the  upper  pole  of  the  fibromatous  uterus 
ranging  from  i  to  16  cm.  was  observed  at  the  end  of 
treatment,  the  fall  in  the  majority  of  the  cases  being 
from  5  to  10  cm. 

The  reduction  in  the  volume  of  palpable  uterine 
tumors  began  with  the  first  treatments  and  was 
often  appreciable  by  the  third  or  even  the  second. 
The  upper  pole  decreased  in  size  at  the  rate  of  about 
I  cm.  per  week. 

Beclere  takes  the  view  generally  supported  in 
France  that  the  X-rays  have  a  primary  and  direct 
effect  upon  fibromyomata  quite  apart  from  their 
action  in  brineing  about  ovarian  castration. 

The  results  in  the  cases  reported  show  that  radio- 
therapy of  fibromyomata  is  efficacious  both  before 
and  after  the  fortieth  year  of  age  for  voluminous  as 
well  as  for  small  tumors,  and  for  patients  with  nor- 
mal menstruation  as  well  as  for  those  with  metror- 
rhagia. 

Except  when  conditions  imperiously  demand 
surgical  intervention,  Beclere  considers  radiotherapy 
applicable  to  all  uterine  fibromyomata. 

W.  A.  Brennan. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Chappie,  H.:    Salpingitis.    Guy's  Hasp.  Gaz.,  1919, 
xxxiii,  343. 

The  author  quotes  a  history  and  states  that 
similar  symptoms  may  be  present  in  three  con- 
ditions: (i)  acute  salpingitis,  (2)  acute  appendicitis, 
and  (3)  extra-uterine  pregnancy. 

The  differential  diagnosis  is  of  importance  as  the 
second  and  third  demand  immediate  surgery  where- 
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as  the  first  docs  not,  except  under  certain  definite 
conditions. 

In  making  the  diagnosis  reliance  must  be  placed 
on  the  history,  pain,  uterine  ha;morrhage,  the 
vaginal  examination,  the  pulse,  and  the  findings 
revealed  by  an  incision  through  the  posterior  fornix 
into  the  pouch  of  Douglas. 

Acute  salpingitis  is  most  apt  to  follow  an  abor- 
tion or  labor,  uterine  instrumentation,  or  an  attack 
of  gonorrha'a.  A  definite  history  of  gonorrhoea  with 
the  detection  of  the  organisms  in  a  smear  from  the 
urethra  or  cervix  is  very  valuable  information. 
At  the  same  time  it  should  be  remembered  that  an 
attack  of  gonorrhoea  in  women  is  frequently  not 
attended  with  marked  acute  symptoms  as  in  the 
male,  but  is  often  comparatively  slight  and  may 
pass  almost  unnoticed.  The  detection  of  gonococci 
in  the  urethral  or  cervical  discharge  will,  of  course, 
be  definite  evidence,  but  it  should  not  be  forgotten 
that  they  are  not  always  easily  detected  after  the 
lapse  of  a  little  time. 

In  acute  appendicitis  the  onset  is  usually  sudden, 
and  the  first  symptom  is  nearly  always  abdominal 
pain. 

In  extra-uterine  gestation  there  are  three  histories: 
there  may  have  been  amenorrhoea  of  some  six  or 
eight  weeks'  duration,  though  this  is  not  by  any 
means  always  the  case;  rupture  of  the  sac  may  occur 
before  the  time  of  the  next  menstrual  period;  or  the 
first  sign  may  be  a  period  of  unusual  length  accom- 
panied by  severe  pain. 

The  pain  of  acute  salpingitis  is  often  very  severe, 
referred  to  the  lower  abdomen,  and  usually  bilateral 
in  position.  Too  much  stress  should  not  be  laid  on 
its  bilateral  nature,  however,  as  in  several  cases 
the  symptoms  have  been  markedly  unilateral. 

The  pain  of  appendicitis  may  be  more  or  less 
general  at  first  or  referred  to  the  region  of  the 
umbilicus,  but  usually  settles  down  fairly  soon  to 
the  region  of  the  appendix  and  becomes  more  or 
less  localized  to  the  neighborhood  of  that  struc- 
ture. 

The  pain  of  ectopic  pregnancy  may  also  be  very 
severe.  The  author  draws  attention  to  the  fact  that 
in  this  condition  7  cases  out  of  10  result  in  the  forma- 
tion of  a  tubal  mole,  and  as  this  may  not  rupture  or 
cause  profuse  intra-abdominal  bleeding  for  several 
days,  the  pain  is  intermittent  in  character  and 
occurs  when  there  is  a  leakage  of  blood  into  the 
pelvic  peritoneum.  Of  course,  if  the  extra-uterine 
pregnancy  ends  by  rupturing  into  the  abdomen,  the 
pain  is  severe  and  more  continuous.  One  striking 
characteristic  of  such  cases  which  has  been  noticed 
often  is  that  the  abdomen  contains  free  blood  and 
is  very  tender,  but  not  rigid. 

If  in  acute  salpingitis  the  uterine  body  is  also 
markedly  affected,  there  is  irregular  bleeding  from 
the  uterus.  In  appendicitis  is  no  such  irregularity. 
In  ectopic  gestation,  when  the  pregnancy  is  inter- 
fered with,  the  decidua  is  cast  off  from  the  uterus, 
an  almost  characteristic  dark  "prune  juice"  dis- 
charge occurs,  and  a  cast  of  the  uterine  cavity  may 


be  thrown  off  either  in  one  large  piece  or  in  a  num- 
ber of  smaller  fragments.  In  the  cases  that  end 
by  early  primary  rupture  there  will  be  no  uterine 
haemorrhage  until  the  decidua  of  the  uterus  is  cast 
off,  which  may  not  be  until  two  or  three  days  after 
the  rupture  of  the  sac. 

In  the  examination  of  a  case  of  acute  salpingitis 
at  the  onset  no  definite  pelvic  lump  will  be  found, 
but  gentle  digital  examination  of  the  posterior 
fornix  will  produce  a  considerable  amount  of  pain, 
especially  if  the  uterus  is  moved  and  the  tubes  are 
handled.  A  little  later,  as  the  tubes  and  ovaries 
are  drawn  down  into  the  pouch  of  Douglas  or  an 
exudate  is  poured  out  into  that  space,  a  definite, 
very  tender  mass  will  be  felt. 

In  appendicitis,  unless  the  appendix  is  low  down 
in  the  posterior  pouch,  it  will  be  possible  to  manip- 
ulate the  uterus  apart  from  the  affected  organ.  In 
ectopic  pregnancy,  if  there  is  a  tubal  mole,  a  definite 
mass  will  be  felt.  In  the  early  stage  of  a  ruptured 
ectopic  pregnancy,  however,  there  will  be  no  mass 
but  a  collection  of  blood  which  will  be  detected 
vaginally  either  as  a  fluid  filling  the  pouch  of 
Douglas  or  as  a  definite  haematocele,  according  to 
the  degree  of  clotting  present.  The  pulse  rate  in 
acute  salpingitis  should  correspond  to  the  tem- 
perature. A  rising  pulse  rate  is  a  definite  indication 
for  surgical  treatment  as  it  is  one  of  the  signs  of  a 
spreading  peritonitis  or  a  severe  type  of  infection. 

In  appendicitis  a  rising  pulse  rate  is  a  definite 
danger  signal  that  things  are  going  wrong.  In  an 
extra-uterine  gestation  a  rising  pulse  is  an  indication 
of  intra-abdominal  bleeding  and  demands  immediate 
laparotomy.  The  author  emphasizes  once  again 
the  importance  in  all  three  conditions  of  dealing 
with  the  trouble  before  the  pulse  rate  has  risen  to 
any  great  extent. 

If  in  acute  salpingitis  or  appendicitis  situated  low 
in  the  pelvis  an  exudate  has  been  passed  out,  an 
incision  through  the  posterior  fornix  into  the  pouch 
of  Douglas  will  reveal  free  pus,  and  in  the  case  of  an 
ectopic  pregnancy  the  presence  of  blood. 

The  best  treatment  of  acute  salpingitis  is  not 
immediate  surgery  except  under  three  conditions: 
(i)  when  the  diagnosis  is  doubtful  and  cannot  be 
made  definitely;  (2)  when  there  is  evidence  of  a 
spreading  peritonitis  or  the  patient  is  getting  worse; 
and  (3)  when  there  is  a  collection  of  pus  in  the  pouch 
of  Douglas. 

The  author's  reasons  for  this  statement  are  as 
follows: 

I.  Patients  often  recover  from  acute  salpingitis 
which,  as  a  rule,  is  not  fatal.  This  is  especially  true 
of  the  gonorrhoeal  variety  which  tends  to  localize 
in  the  pelvis  and  does  not  often  spread  to  a  general 
peritonitis.  On  three  occasions  the  author  has 
opened  the  abdomen  in  young  women  and  has  seen 
pus  exuding  from  both  fallopian  tubes.  As  the 
patients  were  young  he  did  not  remove  the  tubes, 
but  merely  drained  the  pelvis  and  closed  the 
abdomen.  Since  then  each  of  these  patients  has 
had  children. 
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2,  The  disease  tends  to  become  localized  and  if 
surgery  is  delayed  until  this  has  occurred  there  will 
be  a  definite  lesion  to  operate  upon  and  the  surgeon 
will  not  find  himself  in  the  awkward  position  of 
wondering  how  much  or  how  little  he  should  remove. 
In  the  cases  of  young  women  it  is  vitally  important 
that  no  more  of  the  pelvic  organs  is  removed  than 
is  absolutely  necessary. 

3.  The  risk  of  the  operation  and  the  chance  of 
wound  infection  and  subsequent  hernia,  etc.,  are 
soon  diminished  as  the  virulence  of  the  organisms 
very  rapidly  becomes  less.  In  old  cases  the  tube 
contents  are  very  frequently  Sterile.     C.  H.  Davis. 

EXTERNAL  GENITALIA 

Ley,  G. :  A  Case  of  Congenital  Teratoblastoma  of 
the  Vulva  (Rhabdomyoma).  Proc.  Roy  Soc. 
Med.,  Lend.,  1919,  xii,  Sect.  Obst.  &  Gynaec,  190. 

The  author  reports  a  rhabdomyoma  in  a  child  five 
weeks  of  age.  On  examination  a  large  tumor  was 
discovered  beneath  the  skin  of  the  mons  veneris,  the 
labia  majora,  the  vestibule,  the  anterior  parts  of  the 
labia  minora,  and  the  clitoris,  displacing  these 
structures  forward.  Projecting  posteriorly  behind 
the  urethral  orifice,  which  was  seen  as  a  slit  slightly 
to  the  right  of  the  midline,  was  a  soft,  reddish  brown, 
superficially  ulcerated  mass  which  had  a  deep  attach- 
ment passing  posteriorly  to  the  urethral  orifice.  On 
lifting  up  the  tumor  there  appeared  to  be  a  vaginal 
orifice  m  the  form  of  a  transverse  slit  extending  the 
whole  width  of  the  posterior  margin  of  the  tumor. 

The  tumor  with  its  pedicle  which  included  the 
urethra  itself  was  excised  and  the  neck  of  the 
bladder  brought  down  and  stitched  to  the  sur- 
rounding skin  and  posteriorly  to  the  greatly  widened 
vaginal  orifice.  The  child  died  suddenly,  about 
one-half  hour  after  the  operation  was  completed. 

In  the  neoplasm  fibrous  interstitial  tissue  and  in- 
voluntary and  voluntary  muscle  and  nerves  were 
found.  It  therefore  contained  mesoblastic  and 
epiblastic  derivatives.  The  tissue  of  which  it  was 
composed,  i.e.,  connective  tissue,  muscle,  and  nerve, 
are  tissues  normally  found  in  the  site  of  origin.  It 
is  most  probable,  therefore,  that  it  was  a  terato- 
blastoma and  not  an  incomplete  teratoma.  The 
fibrous  tissue  was  somewhat  embryonic  in  type.  A 
great  deal  of  the  voluntary  muscle  was  certainly 
embryonic  as  it  had  a  homogeneous  core  containing 
numerous  nuclei,  aind  fibrils  were  confined  to 
the  periphery.  The  tumor  did  not  appear  to  be 
malignant.  C.  ri.  Davis. 

MISCELLANEOUS 

Rojas,  D.  A.:  The  Wassermann  Reaction  in  Wo- 
man's Milk  (La  reacci6n  de  Wassermann  en  le 
leche  de  mujer).    Semana  med..  1919,  xxvi,  100. 

Since  it  is  often  of  great  importance  to  establish 
definitely  the  presence  or  absence  of  syphilis  when 
the  patient  is  not  aware  of  its  presence  or  denies  it, 
and  since  it  is  not  always  desirable  to  let  the  patient 
know   that    such    investigations   are   being    made. 


Rojas  considers  the  advisability  in  the  case  of 
women  of  making  the  test  on  the  milk  as  most 
persons  understand  the  purpose  for  which  the  blood 
specimen  is  taken. 

Rojas  obtained  his  specimens  during  the  last 
months  of  pregnancy  or  not  later  than  fifteen  days 
after  parturition  in  the  cases  of  28  women. 

For  this  study  all  the  reactions  but  one  were  con- 
trolled by  a  test  of  the  blood  serum.  Seven  tests 
were  frankly  positive  in  both  milk  and  blood.  In 
one  case  the  test  of  the  blood  was  positive  and  that 
of  the  milk  negative.  In  two  cases  the  test  of  the 
blood  was  definitely  positive  but  in  the  milk  the 
reaction  was  only  slight.  In  four  cases  the  results 
were  negative  in  both  blood  and  milk.  Six  tests 
were  negative  when  made  on  blood  but  slightly 
positive  when  made  on  the  milk.  In  one  case  there 
was  retarded  haemolysis  in  the  blood  and  a  positive 
reaction  in  the  milk.  In  two  cases  the  reactions  in 
both  blood  and  milk  were  very  weak.  In  another 
there  was  delayed  haemolysis  in  the  blood  and  the 
test  of  the  milk  was  negative. 

Rojas  followed  the  original  technique  of  Wasser- 
mann, titrating  the  amboceptor  and  the  antigen  but 
not  the  complement.  The  specimen  was  obtained  by 
milking  it  into  a  sterile  test  tube  after  the  nipple 
has  been  washed  with  alcohol  and  sterile  water. 
It  was  then  centrifugalized  for  a  few  minutes  at 
2,500  revolutions  per  second  to  separate  the  cream. 
The  tests  were  made  on  the  remainder. 

M.  M.  Matthies. 

Marafiicn,  G.:  The  Critical  Age;  A  Biological  and 
Clinical  Study  (La  Edad  Critica).  Madrid:  1919. 

The  proposition  which  Maranon  proposes  to 
demonstrate  is  as  follows :  The  menopause  does  not 
depend  simply  on  insufficiency  of  the  genital  gland, 
as  has  come  to  be  admitted  also  by  other  authors 
but  is  the  expression  of  an  endocrine  crisis,  complex 
and  variable.  In  this  crisis  insufficiency  of  the 
genital  gland  is  the  central  element,  but  at  the  same 
time  is  associated  with  other  glandular  disturbances. 

This  theory  Maranon  calls  the  "pluriglandular 
theory"  of  the  menopause  as  he  concludes  that  all  the 
glands  of  internal  secretion  take  part  in  the  syndrome, 
one  compensating  for  another  as  occasion  arises. 
In  his  judgment,  the  three  glands  particularly  con- 
cerned are  the  ovary,  the  thyroid,  and  the  suprarenal. 
The  hypophysis  he  considers  of  secondary  importance. 

THE    OVARIAN    FACTOR 

The  fundamental  element  in  the  menopause  is 
insufficiency  of  the  ovary  which  corresponds 
directly  to  the  histological  alteration  of  the  ovary. 
This  decadence  of  the  ovary  Maranon  believes  is 
induced  by  changes  in  the  thyroid  and  suprarenal 
glands  and  coincides  also  with  the  functional 
regression  of  the  hypophysis. 

The  ovarian  secretion  is  not  a  single  chemical 
entity,  but  a  complex  group  of  hormones  having 
very  different  activities.  These  may  be  divided  into 
genital   hormones,    sexual   hormones,    and   general 
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hormones.  The  genital  hormones  control  particulaily 
the  menstrual  process,  the  sexual  hormones  conserve 
the  morphological  sex  characteristics,  and  the 
general  hormones  assist  in  all  the  functions  of  the 
organism.  These  types  of  ovarian  hormones 
correspond  to  analogous  but  less  differentiated 
hormones  of  the  testis. 

The  extirpation  of  the  ovaries  during  the  period 
of  growth  gives  immediate  evidence  of  the  failure  of 
these  types  of  hormone  activity.  If  in  place  of  a 
total  and  abrupt  pathologic  suppression  of  the 
ovarian  function,  the  suppression  is  gradual  or 
physiologic,  as  in  the  menopause,  the  insufficiency 
of  some  of  them  is  made  up  by  others  from  distant 
sources.  This  explains  the  error  of  considering  under 
one  head  all  the  disturbances  which  characterize 
the  menopause. 

The  failure  of  the  menses  indicates  the  dis- 
appearance only  of  the  genital  hormones  which  are 
probably  elaborated  in  the  corpora  lutea.  The  other 
hormones,  which  apparently  are  produced  in  the 
follicular  and  interstitial  tissues,  may  either  still 
persist,  or  disappear  first,  as  the  various  clinical 
symptoms  show.  The  menopause  does  not  begin 
with  the  irregularity  of  the  catamenia,  but  long 
before  with  the  appearance  of  the  various  general 
disturbances  These,  according  to  the  pluriglandular 
theory,  must  be  considered  legitimate  symptoms 
of  the  menopause.  The  general  symptoms  of 
the  failure  of  the  ovarian  hormones  also  persist 
long  after  the  complete  suppression  of  the  menses. 
Therefore,  the  menopause  must  be  considered 
only  a  phase  of  the  critical  age,  and  not  synonymous 
with  it.  The  critical  age  is  divided  into  three 
periods:  the  premenopause,  the  menopause,  and 
the  postmenopause. 

It  has  been  suggested  by  some  authors  that  the 
declination  of  ovarian  activity  is  preceded  by  a 
period  of  hyperactivity.  This  Maranon  does  not 
consider  true,  but  he  does  believe  that  the  period  is 
characterized  by  irregular  fluctuations  of  activity 
as  the  critical  age  is  characterized  by  instability. 

THE  THYROID  FACTOR 

The  thyroid  always  intervenes  in  the  menopause 
with  greater  or  less  intensity.  In  fact,  the  relation 
between  the  ovaries  and  the  thyroid  is  very  close  as 
is  manifested  at  puberty,  during  menstruation,  and 
in  pregnancy.  This  activity  of  the  thyroid  may 
present  itself  as  a  hypothyroidism,  a  hyperthy- 
roidism, or  the  mixture  of  the  two  called  dysthy- 
roidism.  Why  the  same  factor  (failure  of  the 
ovarian  function)  should  give  rise  to  such  different 
results  is  not  known,  but  it  may  be  due  to  the  previ- 
ous condition  of  the  endocrine  system. 

With  ovarian  insufficienc)'^  hypothyroidism  is 
much  more  frequent  in  young  women,  while 
hyperthyroidism  is  more  common  in  adults.  By  a 
series  of  experiments  the  author  showed  that 
certain  climacteric  symptoms  which  have  been 
considered  directly  dependent  on  the  lack  of  ovarian 
secretion  are  really  symptoms  of  hyperthyroidism. 


A  large  percentage  of  women  with  hyperthyroid- 
ism begin  to  show  these  symptoms  during  the 
menopause  and  those  who  wcie  so  affected  before 
suffer  an  aggravation  of  the  condition  when  the 
crisis  is  reached. 

Emotions,  infections,  and  therapeutic  abuses  all 
have  a  tendency  to  increase  the  hyperthyroidism 
of  the  menopause. 

Usually  the  hyperthyroidism  of  the  menopause  is 
transitory,  but  sometimes  it  persists.  In  other  cases 
it  decreases  to  a  thyroid  insufficiency  and  even  true 
myxa'dema. 

The  hypothyroid  reaction  in  the  critical  age  is 
rare,  but  may  occur  in  women  who  have  suffered 
from  hypothyroidism  before.  Even  in  these  patients, 
however,  brief  signs  of  hyperthyroidism  are  often 
observed  during  the  early  stage  of  the  crisis  thus 
presenting  the  picture  of  thyroid  instability. 
In  other  cases  this  instability  may  be  the  permanent 
climacteric  reaction  of  the  thyroid. 

THE    SUPRARENAL    FACTOR 

The  third  factor  in  the  menopause,  the  suprarenal, 
which  is  as  constant  an  element  of  the  crisis  of  the 
menopause  as  the  thyroid,  is  responsible  for  a  good 
part  of  the  critical  symptomatology  and  may 
acquit  e  a  pathologic  intensity  giving  rise  to  char- 
acteristic symptoms.  The  reaction  of  the  suprarenal 
gland  is  either  hypei  function  or  hypof unction,  but 
the  former  is  predominant,  in  fact  almost  con- 
stant. 

In  general,  the  secretion  is  due  to  total  suprarenal 
hyperplasia,  and  consequently  there  are  symptoms 
of  both  cortical  and  medullary  hyperf unction. 

The  suprarenal  gland  does  not  follow  the  develop- 
ment of  the  other  organs,  but  continues  to  increase 
in  size  and  activity  after  the  lortieth  year.  From  a 
study  of  the  behavior  of  the  suprarenal  gland  after 
castration  it  appears  evident  that  this  hyper- 
function  is  related  to  the  decadence  of  the  sexual 
function . 

The  symptoms  of  hypermedullary  suprarenal 
activity  in  the  adult  are  hypertension,  which  is 
sometimes  accompanied  by  other  circulatory  dis- 
turbances, hyperglycaemia,  a  tendency  toward 
glycosuria,  and  tremor.  In  the  menopause,  even 
when  there  is  no  arteriosclerosis  or  other  pathologic 
cause  for  it,  hypertension  is  almost  constantly 
present. 

Nearly  all  the  cases  of  hypertonic  diabetes  are 
seen  during  the  menopause  and  are  similar  to  those 
of  suprarenal  origin.  Sometimes  the  reaction  is  not 
sufficient  to  produce  glycosuria  but  the  hypertension 
is  accompanied  by  glyca?mia.  During  the  menopause 
tremor  is  a  manifestation  frequently  observed  with 
the  hypertension  and  hyperglycaemia,  and  often 
with  symptoms  of  hyperthyroidism. 

The  hypercortical  syndrome  is  manifest  in  women 
by  the  development  of  the  masculine  secondary  sex 
characteristics,  and  in  mf  n  by  accentuation  of  the 
virile  characteristics.  The  same  changes  are 
observed  in  many  women  during  the  menopause. 
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By  experiment  Marafton  determined  that  there  is 
more  adrenalin  in  the  circulating  blood  of  a  healthy 
woman  during  the  menopause  than  in  the  blood  of  a 
healthy  young  or  old  woman.  He  demonstrated 
also  the  suprarenal  origin  of  climacteric  diabetes  and 
cholesterina^mia. 

While  hypersuprarenalism  is  the  usual  finding 
durijig  the  menopause,  suprarenal  insulhcicncy  is 
very  rare  at  this  time.  The  condition  is  quite 
common  in  young  women,  however,  and  may  grow 
worse  when  they  reach  the  critical  age.  Occasionally 
at  the  menopause  there  is  an  isolated  symptom  of 
suprarenal  insufficiency,  i.e.,  melanoderma. 

THE   PITUITARY   FACTOR 

The  epiphysis  cerebri  and  the  thymus  having  been 
gone  since  puberty  and  the  pancreas  following  the 
general  law  and  retrograding  at  the  critical  age, 
thereby  merely  favoring  the  appearance  of  glycosu- 
ria without  having  any  characteristic  influence, 
there  remains  only  the  consideration  of  the  hy- 
pophysis. 

All  of  the  indications  lead  to  the  assumption 
that  the  extinction  of  sexual  activity  is  accom- 
panied or  preceded  by  the  parallel  extinction  of  the 
activity  of  the  hypophysis.  This  the  author  finds  so 
constant  that  he  sets  down  hypopituitarism  along- 
side hyperthyroidism  and  hypersuprarenalism  as 
completing  the  pathogenic  basis  for  the  majority  of 
cases  of  normal  menopause. 

This  hypopituitarism  is  shown  by  two  symptoms, 
obesity  and  the  weakening  of  the  genital  function. 
In  the  menopause  this  supposed  hypophyseal 
insufficiency  is  perhaps  the  primary  element  of  the 
crisis,  contributing  to  the  stopping  of  the  menstrual 
function  and,  with  the  genital  insufficiency  and 
perhaps  with  the  thyroid,  working  to  produce  the 
obesity  of  the  menopause.  When  this  insufficiency 
is  very  great  the  obesity  may  retrograde  rapidly  to 
an  extreme  emaciation.  The  hypophysis  worn  out 
by  the  forced  labor  of  repeated  pregnancies,  has 
definitely  ceased  to  function  at  all. 

The  final  symptom  of  hypopituitarism  is  diabetes 
insipidus,  or  at  least,  transitory  polyuria,  which  is 
observed  during  the  menopause. 

THE  IMPORTANCE  OF  PREDISPOSITION  (TEMPERA- 
MENT) AND  INFECTIONS 

Some  diseases  tend  to  begin  at  the  menopause  and 
others,  already  present,  may  be  aggravated,  but  the 
essential  symptoms  are  expressions  of  the  endocrine 
disturbances  which  make  up  the  crisis.  There  is 
probably  always  some  difficulty  at  this  period,  but 
the  menopause  should  not  be  considered  pathologic 
unless  the  woman  is  inconvenienced  to  the  point  of 
seeking  the  aid  of  a  physician.  Why  should  these 
disturbances  be  so  slight  sometimes,  and  sometimes 
so  severe?  Because  the  menopause  is  influenced  by 
the  factors  which  act  in  all  the  endocrine  states. 
These  are  detei mined  by  the  previous  sexual  life, 
the  woman's  temperament  and  disposition,  infection, 
intoxication,  and  emotions. 


EMOTION  IN  THE  CRITICAL  AGE 

It  is  in  the  critical  age  that  the  importance  of  the 
emotional  states  is  most  clearly  recognizable  as  an 
etiological  factor.  Patients  suffering  from  diseases 
of  the  endocrine  glands  often  date  their  illness  to  an 
emotional  disturbance,  and  if  they  do  not.  the  history 
of  such  a  state  can  usually  be  brought  out  by  a  little 
questioning.  It  is  further  to  be  noticed  that  the 
symptoms  of  these  diseases  express  themselves  in 
the  same  way  as  the  emotional  states.  From  these 
data  it  is  evident  that  the  relation  between  the 
endocrine  organs  and  the  emotions  is  exceedingly 
close.  For  instance,  a  suitable  injection  of  adrenalin 
will  bring  on  phenomena  similar  to  those  of  violent 
emotion,  i.e.,  pallor,  tremor,  palpitation,  etc. 

Every  emotion  has  an  organic  basis  and  it  is  only 
the  psychic  factor  which  distinguishes  one  from 
another.  For  purposes  of  pathology  and  etiology 
only  emotion  in  general  need  be  considered.  The 
cerebral  process  is  followed  by  a  functional  altera- 
tion of  the  endocrine  glands,  the  cerebral  stimulation 
being  transmitted  by  the  neuroglia.  Whether  an 
emotional  state  ensues  depends  upon  the  power  of 
the  stimulus  and  the  temperament  of  the  subject. 
Thus  a  cerebral  process  of  joy  or  sorrow  becomes  an 
emotion  by  hyperfunction  of  the  thyroid  or  the 
suprarenals.  The  greater  or  less  predisposition  to 
emotion  depends,  therefore,  upon  the  facility  of 
reaction  of  the  endocrine  glands.  The  etiological 
influence  of  emotion  is  also  perfectly  clear,  but  the 
symptoms  are  always  those  of  endocrine  disturbance. 

Now,  as  has  already  been  shown,  in  the  menopause 
hyperthyroidism  and  hypersuprarenalism  predom- 
inate — ■  the  same  elements  which  are  concerned 
particularly  in  the  mechanism  of  emotion  —  and 
emotional  instability,  even  to  a  complete  change  of 
the  former  character,  is  one  of  the  principal  com- 
plications of  the  crisis.  On  the  other  hand,  the  most 
complicated  cases  are  those  of  women  who  have 
suffered  sudden  or  prolonged  emotional  stresses 
in  the  years  before  the  crisis.  To  complement  the 
importance  of  the  etiological  function  of  emotion 
in  the  menopause,  we  find  the  woman  in  a  period 
of  her  life  when  causes  for  emotion  are  most  abun- 
dant, not  the  least  important  of  these  being  the 
realization  that  her  own  youth  is  gone. 

chronology;  early  and  late  menopause 
It  is  not  possible  to  give  definite  dates  for  either 
the  onset  or  the  duration  of  the  critical  age.  but  the 
most  intense  phenomena  of  the  crisis  are  usually 
developed  between  the  forty-fifth  and  fifty-fifth 
years,  though  some  women  arrive  at  the  menopause 
very  early  and  others  very  late.  It  is  a  matter  of 
common  belief  that  the  early  appearance  of  the 
menses  implies  an  early  menopause  but  this  has  been 
shown  not  to  be  true. 

There  is  often  great  similarity  between  the 
symptoms  of  puberty  and  the  symptoms  of  the 
menopause,  and  the  type  of  menstruation  markedly 
influences  the  crisis.  Women  with  abundant  and 
regular  menses  come  to  the  menopause  later  than 
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those  with  insufficient  ovarian  function.  The 
sexual  life  and  the  social  condition  of  the  woman,  as 
well  as  her  personal  characteristics,  also  influence 
the  onset  of  the  menopause.  Climate  seems  to  have 
no  particular  bearing,  but  the  former  state  of  health 
is  of  very  great  importance.  Chlorosis,  syphilis,  and 
other  general  and  local  infections,  and  especially  the 
endocrine  diseases,  having  a  marked  effect  upon  the 
coming  of  the  climacteric.  All  cases  of  precocious  or 
delayed  suppression  of  the  menses,  however,  may 
not  be  the  true  menopause.  The  menses  may  be 
absent  from  other  causes  than  the  polyglandular 
complex  which  characterizes  the  critical  age,  and 
periodic  haemorrhages  may  continue  to  occur  after 
the  menopause  is  established. 

The  duration  of  the  critical  age  is  also  extremely 
variable,  lasting  one,  two,  or  more  years,  without 
warranting  the  assumption  that  it  is  pathologic. 

GENITAL    SYMPTOMS 

The  symptoms  of  the  climacteric  may  be  divided 
into  groups  according  to  the  organic  systems  of  the 
body.  Those  most  constantly  encountered  are  the 
genital,  the  circulatory,  the  nervous,  and  the 
metabolic.  Less  important  are  the  digestive  and 
the  cutaneous.  At  times  all  the  other  organs  may  be 
involved. 

The  most  marked  genital  symptom  is  the  be- 
havior of  the  menses.  The  majority  of  women 
have  haemorrhagic  menstruation  at  intervals  of 
more  than  twenty-one  days  for  some  time  before  the 
suppression,  and  in  the  amenorrhoeic  intervals  and 
after  the  final  disappearance  of  the  menses  the 
periodic  subjective  symptoms  may  persist.  Ordinari- 
ly these  haemorrhages  do  not  disturb  the  general 
health  to  any  great  extent,  but  involution  chlorosis 
may  occur  and  also  occasionally  extreme  nervous 
depression  may  follow. 

The  gynecologist  has  emphasized  the  importance 
of  suspecting  cancer  at  these  haemorrhagic  periods  of 
the  menopause,  but  in  many  instances  there  is  no 
anatomical  lesion  to  account  for  them.  Such 
hasmorrhages  have  been  considered  an  expression  of 
hyperfunction  of  the  ovaries.  It  is,  however,  ovarian, 
or  rather,  leutein  insufficiency  which  causes  them, 
for  it  is  the  hormone  from  the  corpus  luteum  which 
causes  suppression  of  the  menses  during  pregnancy 
and  the  lack  of  this  hormone  which  permits  the 
excessive  bleeding.  The  endocrine  glands  also  take 
part  in  disturbances  of  the  coagulability  of  the 
blood,  and  therefore  during  the  menopause  there 
may  be  a  light  state  of  haemophilia.  Ovarian  ex- 
tracts have  coagulant  properties  which  are  bene- 
ficial in  such  cases.  Secondarily,  the  hypertension  of 
the  blood  vessels  which  is  often  present  operates 
to  increase  the  hasmorrhage. 

The  types  of  cases  in  which  there  is  gradual 
diminution  of  the  menstrual  flow  and  in  which  the 
menses  are  intermittant  may  be  explained  by  the 
same  theory.  There  remains  the  abrupt  meno- 
pause. This  may  follow  upon  an  acute  illness  or  an 
intense  emotional  state  and  is  easily  explained  by 


the  mechanism  of  emotion.  The  endocrine  state 
induced  by  strong  emotion  stimulates  the  endocrine 
complex  of  the  menopause,  and  if  the  emotion  is 
sufficiently  powerful,  or  a  predisposition  is  present, 
permanent  menopause  is  the  result. 

Corresponding  morphological  alterations  also 
occur.  The  uterus,  first  slightly  enlarged,  gradually 
atrophies  and  the  vagina  and  external  genitalia 
undergo  characteristic  changes. 

One  of  the  most  annoying  symptoms  of  the  meno- 
pause is  leucorrhoea.  Often  it  is  an  indication  of 
inflammatory  lesions,  but  it  may  occur  periodically 
without  other  symptoms  or  ulterior  consequences. 
Inflammations  and  neoplasms  are  not  symptoms  but 
rather  complications  of  the  crisis  which  must  be 
mentioned  because  of  their  frequent  occurrence 
at  this  time.  The  benign  tumors  tend  to  decrease 
in  size  after  the  menopause,  the  internal  secretion 
of  the  ovary  being  apparently  the  determining  factor 
of  their  growth.  With  respect  to  carcinoma,  its 
beginning  is  often  coincident  with  the  beginning  of 
the  menopause,  and  a  thorough  gynecological 
examination  should  be  made  upon  the  least  suspicion 
that  the  flow  is  not  of  endocrine  origin  in  order  that 
treatment  may  be  undertaken  early. 

Very  curious  manifestations  of  the  menopause  are 
the  vicarious  haemorrhages.  The  most  numerous  are 
the  haemorrhoidal,  and  next,  in  the  order  named, 
epistaxis,  melena,  haematemesis,  haemoptysis,  and 
mammary  haemorrhages.  Vicarious  haemorrhage  is 
always  a  pathologic  phenomenon  due  to  the  hyper- 
tension of  the  circulation  and  a  point  of  lessened 
resistance  due  to  former  lesions. 

Rectal  haemorrhages  are  usually  benign,  originat- 
ing from  haemorrhoids,  but  carcinoma  of  the  rectum 
or  sigmoid  must  not  be  overlooked.  Epistaxis  is 
practically  always  benign.  With  melena  the  prog- 
nosis must  be  guarded  lest  it  be  an  early  symptom 
of  malignancy.  This  is  true  also  of  haematemesis 
and  haemoptysis  which  may  be  manifestations  of 
cancer,  ulcer,  or  a  reactivated  tuberculous  focus. 
Vicarious  mammary  haemorrhages  are  very  rare. 

The  breasts  undergo  changes  during  the  meno- 
pause; fat  is  deposited  in  the  retromammary 
region,  but  the  glandular  tissue  is  usually  not  al- 
tered, although  true  hypertrophy  does  sometimes 
occur.  Atrophy  does  not  take  place  until  much  later 
and  is  a  symptom  of  senility.  Many  women  complain 
of  parassthesia  of  the  breast,  and  particularly  of  the 
nipple. 

The  period  of  the  menopause  is  propitious  for  the 
development  of  mammary  tumors.  Although  benign 
neoplasms  may  undergo  carcinomatous  degenera- 
tion, the  prognosis  is  usually  favorable,  and  oc- 
casionally they  finally  disappear.  The  malignant 
tumors  are  very  common  but  their  relation  to  the 
menopause  is  purely  coincidental. 

CIRCULATORY    SYMPTOMS 

The  climacteric  hypertension  is  the  fundamental 
phenomenon  of  the  complicated  circulatory  sympto- 
matology which  many  women  present  at  this  time. 
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It  is  extraordinarily  frequent,  practically  constant. 
A  normal  or  subnormal  tension  is  found  only  in 
women  who  suffer  from  anaemia,  Addison's  disease, 
tuberculosis,  etc.,  and  even  these  have  a  moderate 
and  transitory  hypertension  on  the  days  just  pre- 
ceding the  period  or  at  the  time  of  a  missed  period. 
This  hypertension  begins  sometimes  before  the 
menstrual  disturbance  and  afterward  disappears 
unless  it  continues  as  a  senile  hypertension  due  to 
arterial  lesions.  Its  intensity  is  extremely  variable 
and  may  be  high  without  the  presence  of  circulatory 
or  renal  lesions.  As  Culbertson  has  shown,  the 
elevation  of  the  diastolic  pressure  in  the  climacteric 
hypertension  is  not  so  great  as  that  of  the  systolic. 
The  fundamental  characteristic  of  the  hypertension 
of  the  crisis,  however,  is  its  instability,  as  it  is  ac- 
centuated during  th:'  days  of  menstruation  and  in- 
fluenced by  various  factors,  especially  the  emotions. 

The  cause  of  the  hypertension  must  be  sought  in 
the  endocrine  factors  which  regulate  the  arterial 
pressure.  The  suprarenal  and  pituitary  secretions 
being  hypertensors,  and  the  thyroid  and  ovarian 
being  hypotensors,  we  have  in  the  menopause  a 
diminution  of  the  hypotensor  secretion  of  the 
ovary  and  an  almost  constant  increase  of  the  hyper- 
tensor  secretion  of  the  suprarenals. 

Many  women  tolerate  this  hypertension  without 
any  subjective  symptoms  whatever,  while  others 
complain  of  headaches  and  palpitations  which  are 
especially  troublesome  at  night.  The  vasomotor 
disturbances  which  constitute  one  of  the  most  char- 
acteristic manifestations  of  climacteric  pathology 
are  also  related  to  the  hypertension.  These  are 
usually  described  as  hot  flashes  or  a  feeling  of 
suffocation.  The  sensation  of  heat  is  sometimes 
followed  by  profuse  perspiration,  especially  of  the 
head  and  limbs,  and  finally  by  a  slight  chill.  The 
relation  between  the  hypertension  and  the  vasomo- 
tor disturbances,  however,  is  not  that  of  cause  and 
effect,  as  some  authors  affirm,  because:  (i)  the 
hypertension  due  to  other  causes  does  not  produce 
hot  flashes;  (2)  the  intensity  of  the  climacteric 
hypertension  does  not  parallel  the  intensity  of  the 
vasomotor  disturbances;  (3)  in  advanced  periods  of 
the  menopause  the  sensation  of  suffocation  ceases 
but  the  hypertension  persists;  and  (4)  the  injection 
of  adrenalin  always  produces  increased  arterial 
tension  but  not  always  vasomotor  disturbances. 
The  cause  of  the  disturbances  in  question  is  a 
vasomotor  instability  produced  by  the  combined 
action  of  suprarenal  and  thyroid  horrnones.  For  this 
reason  hypertension  due  to  arteriosclerosis  or 
nephritis  is  not  accompanied  by  symptoms  of 
suffocation  unless  a  hyperthyroid  factor  is  present. 
On  the  other  hand,  it  is  one  of  the  most  frequent 
symptoms  of  Basedow's  disease,  especially  if  hy- 
pertension also  is  present.  For  the  same  reasons  the 
suffocations  are  vehement  during  the  menopause  in 
women  who  have  even  a  very  slight  tendency  toward 
hyperthyroidism.  The  same  organic  base  that  un- 
derlies emotion  and  the  menopause,  therefore, 
is  responsible  also  for  these  vasomotor  disturbances : 


i.e.,  the  thyroid  and  suprarenal  instability,  the 
principal  tendency  being  toward  hyperfunction. 

The  vasomotor  instability  sometimes  causes 
spots  on  the  skin  resembling  urticaria  which  in 
many  instances  are  localized  exclusively  in  the 
region  of  the  thyroid. 

A  very  constant  symptom  of  the  menopause  is 
tachycardia,  either  simple,  without  subjective 
sensations,  or  paroxysmal,  with  sensations  of  violent 
palpitation,  oppression,  anguish,  etc.  The  patho- 
genic mechanism  of  the  simple  tachycardia  is  hyper- 
thyroidism, and  the  paroxysmal  type  is  due  to  a 
special  reaction  of  the  heart  to  hyperthyroidism  and 
hypei  adrenalinaimia. 

Interesting  phenomena  at  this  time  of  life  are  car- 
diac insufficiencies,  either  subacute  or  sudden.  The 
former  occur  in  women  with  heart  lesions  that  have 
been  habitually  compensated.  It  can  be  readily 
understood  that  the  abrupt  and  repeated  changes  of 
tension  and  the  intense  vasomotor  reactions  of  the 
climacteric  might  undo  a  circulatory  equilibrium 
even  slightly  unstable.  Equilibrium  may  be  re- 
established in  some  of  these  cases  after  the  crisis 
but  not  in  all  of  them.  The  acute  type  of  circulatory 
insufficiency  comes  on  suddenly  as  an  abrupt  asys- 
tole, brought  on  sometimes  by  very  insignificant 
causes.  Repeated  grave  attacks,  however,  imply  a 
lesion  of  the  myocardium  which  is  not  due  to  the 
menopause,  and  this  is  especially  true  if  angina 
pectoris  is  present. 

Apoplexy  during  the  menopause  is  rare,  and  when 
it  does  occur  the  lesions  of  the  arteries  have  been 
present  before  the  crisis.  The  same  is  true  of  ar- 
teriosclerosis. True  arteriosclerosis,  however,  is  apt 
to  occui  in  women  whose  menopause  is  character- 
ized by  intense  emotional  states — hyperfunction 
of  the  suprarenals.  In  addition,  hypercbolesterin- 
aemia  is  almost  constant  in  the  menopause  because 
of  the  hyperplasia  of  the  suprarenal  cortex,  and 
this  condition  also  favors  the  production  of  arteri- 
osclerosis. The  menopause,  therefore,  is  a  predis- 
posing cause  of  arteriosclerosis  and  re-enforces 
actively  the  other  etiological  factors. 

SYMPTOMS    OF    THE    NERVOUS    SYSTEM 

The  nervous  symptoms  are  prominent  during  the 
menopause  and  many  of  them  are  painful.  Neuralgia 
affecting  distinct  nerve  regions  of  the  body  is 
common.  Migraine  and  headache  from  the  hyper- 
tension may  be  very  severe.  Many  women  com- 
plain of  pain  in  the  bones,  especially  of  the  sacral 
and  lumber  portions  of  the  spine.  This  bone  pain 
is  due  to  ovarian  disturbance  and  is  amenable  to 
ovarian  therapy. 

Very  characteristic  of  the  symptomatology  of  the 
menopause  is  a  feeling  of  weakness  or  weariness. 
This  symptom  is  often  present  in  thyroid  or  suprare- 
nal insufficiency  and  occurs  during  the  crisis  when 
there  is  primarily  or  secondarily  a  deficient  produc- 
tion of  adrenalin. 

ParjEsthesias  are  common,  especially  sensations 
of  formication  and  numbness. 
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Generalized  pruritis  at  this  age  is  often  a  mani- 
festation of  diabetes,  and  even  though  there  is  no 
glycosuria  a  hyperglyca,*mia  can  be  demonstrated  in 
a  certain  number  of  cases. 

Localized  pruritis  is  usually  vulvar.  Kraurosis 
vulva;  is  directly  dependent  on  ovarian  insufTiciency. 

There  may  be  disturbances  of  any  or  all  the 
special  senses,  and  especially  at  this  time  the 
subjective  phenomena  of  deafness  begin.  Dizziness 
of  all  degrees  may  occur  at  the  menopause  and 
depends  upon  the  circulatory  and  nervous  instability 
and  the  digestive  troubles  common  to  this  period. 
Insomnia  is  often  complained  of  and  may  be  ex- 
treme. The  pathogenic  factor  in  the  condition  is 
hyperthyroidism.  The  tendency  to  somnolence 
which  is  sometimes  present  occurs  in  women  who 
have  thyroid  insufficiency. 

PSYCHIC    SYMPTOMS 

It  is  evident  that  the  normal  psychology  of  a 
woman  is  intimately  related  to  her  endocrine  con- 
stitution and  particularly  to  the  secretion  of  the 
ovary.  In  adult  life,  therefore,  the  sexual  psy- 
chology is  dependent  upon  the  intensity  of  the  activ- 
ity of  one  or  another  hormone  group  in  earlier 
years,  and  upon  the  accidental  changes  which  may 
occur  in  these  groups  in  the  course  of  time  depend  the 
morphologic  and  psychologic  variations  which  are 
sometimes  experienced.  The  critical  age  is  one  of 
the  times  at  which  such  changes  occur  almost  as  a 
normal  phenomenon.  Marked  psychic  disturbances 
are  therefore  to  be  expected  during  the  endocrine 
crisis  of  the  menopause. 

These  can  be  divided  into  two  groups.  The 
first  includes  the  psychic  modifications  which  are 
directly  dependent  on  the  menopause  and  are 
transient.  In  the  second  group  are  the  definite 
psychopathies  and  neuroses  which  may  occasionally 
appear  during  the  crisis.  The  latter  are  merely 
complications  of  the  menopause;  the  former  are 
symptoms. 

Nearly  all  women  suffer  at  the  menopause  from 
emotional  instability,  and  this  may  be  the  only 
psychic  disturbance.  During  the  crisis  all  the  emo- 
tional stimulants — sorrow,  joy,  fear,  impatience — 
put  the  organism  into  vibration,  sometimes  vio- 
lently. Impatience,  especially,  is  characteristic  of 
the  psychic  state  of  the  climacteric.  Indubitably 
this  emotional  state  is  due  to  the  thyrosuprarenal 
instability  of  the  early  part  of  the  menopause. 
When  there  is  thyroid  and  suprarenal  hypofunction 
depressed  states  are  to  be  expected.  These  disturbed 
states,  however,  are  evanescent  and  after  the  meno- 
pause subside  to  complete  serenity. 

The  gradual  diminution  of  the  sexual  impulse  is 
normal  at  the  menopause  the  function  simply  being 
abolished  as  the  organ  disappears.  In  the  human 
subject  this  loss  may  make  sexual  relations  in- 
tolerable and  may  be  the  cause  of  true  nervous  dis- 
ease and  many  domestic  infelicities.  In  some  wom- 
en whose  ovarian  function  has  been  energetic 
there  may  be  a  state  of  melancholy  due  to  the  lack  of 


ovarian  hormones  which  is  comparable  to  the  effect 
of  sudden  deprivation  of  a  drug.  In  women  who 
have  no  interests  aside  from  their  personal  at- 
tractions there  is  often  an  intense  fear  of  growing 
old.  This  psychic  state  may  lead  to  religious  ex- 
altation, the  wearing  of  clothing  and  the  use  of 
cosmetics  inappropriate  to  the  woman's  age,  the  fic- 
tion of  amatory  episodes,  or  even  false  pregnancies. 

The  study  of  the  increase  of  libido  during  the 
menopause  is  very  suggestive.  In  this  both  organic 
and  psychic  factors  are  concerned.  •  The  organic  is 
the  internal  secretion  of  the  ovary  which  is  dis- 
charged with  great  irregularity,  due  to  the  instability 
which  characterizes  the  latter  stages  of  the  activity 
of  this  organ.  Another  organic  cause  are  vulvar 
and  vaginal  lesions  which  produce  local  hyper- 
ajsthesia.  Among  the  psychic  factois  must  be 
considered  the  late  or  secondary  romanticism  which 
is  the  rock  on  which  so  many  women  shatter  their 
happiness  in  the  dangerous  age.  Another  cir- 
cumstance to  be  considered  is  masculine  solicitude, 
many  men  preferring  women  of  full  maturity. 

It  remains  finally  to  state  that  the  conservation  of 
the  amorous  affections  after  the  period  when  they 
usually  end  is  not  abnormal  but  simply  the  physio- 
logical correspondence  to  the  secretion  from  an 
ovary  abnormally  conserved. 

In  some  cases  at  the  menopause  there  is  a  tendency 
to  sexual  inversion  with  the  appearance  of  general 
robustness,  a  deep  voice,  and  hair  on  the  face  and 
body.  The  psychic  state  also  seems  to  be  trans- 
formed. 

The  psychopathies  are  very  diverse  in  the  critical 
age  but  1  datively  very  rare.  They  occur  only  in 
women  with  a  strongly  accentuated  predisposition 
to  cerebral  disease  or  who  have  suffered  from  de- 
mentia previously.  There  is  nothing  peculiar  about 
the  psychopathies  which  develop  at  the  menopause; 
they  are  similar  to  those  which  may  occur  at  any 
age.  The  most  common  are  melancholia,  paranoia, 
and  manic-depressive  states.  All  of  these  also  are 
most  common  in  hyperthyroid  affections. 

Among  the  clinical  types  of  paranoia,  erotism  is 
usual,  and  religious  delusions  are  common  in 
Spain.  Other  types  are  d3T)somania,  kleptomania, 
etc.  Melancholia  during  the  menopause  is  usually 
preceded  by  a  long  prodromal  stage  and  may  be- 
come extreme.  Manic  depressive  states  are  pre- 
sented under  all  the  clinical  forms  from  the  lightest 
to  the  most  intense.  The  tendency  to  suicide  is 
accentuated  during  the  menopause  and  in  syphilitic 
women  the  symptoms  of  paresis  are  apt  to  manifest 
themselves  at  this  time. 

The  pathogeny  of  these  symptoms  is  as  obscure  as 
anything  in  psychiatry  but  hyperfunction  of  the 
thyroid  and  suprarenals  seems  to  have  an  important 
role  in  this  connection.  The  prognosis  in  psychic 
disturbances  due  directly  to  the  menopause  is  good, 
but  in  the  true  psychopathies  so  many  individual 
factors  must  be  considered  t  hat  it  is  impossible  to  draw- 
general  conclusions.  In  general,  the  influence  of  the 
climacteric   on   pre-existing   mental   abnormalities 
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is  prejudicial.  Hysteria  is  influenced  unfavorably 
in  the  earlier  stages  of  the  menopause,  due  to  the 
endocrine  instability  of  this  period.  Later,  when 
the  ovarian  function  is  definitely  extinguished  and 
the  other  glands  which  take  part  in  the  crisis  have 
become  stable,  hysteria  decreases  or  even  disappears. 
Neurastha^nja  stands  in  the  same  relation  to  the 
climacteric  as  hysteria.  The  age  in  which  the 
climacteric  occurs  is  not  propitious  for  explosions 
of  epilepsy,  but  pre-existing  epilepsy  is  apt  to  be 
benefited  by  the  crisis  of  the  menopause. 

METABOLIC   DISTURBANCES 

The  metabolic  disturbances  which  occur  during 
the  critical  age  are  obesity,  localized  adiposis  and 
lipomatosis,  emaciation,  diabetes,  gout,  and  various 
types  of  chronic  rheumatism.  Some  of  these  are 
symptoms  of  the  menopause  and  others  merely  com- 
plications. 

The  characteristic  obesity  of  the  climacteric  be- 
gins to  show  itself  usually  in  the  arms  and  shoulders 
and  is  very  rebellious  to  treatment.  The  obesity 
varies  in  degree  and  tends  rather  to  deformity  of 
shape  rather  than  to  great  weight.  While  lack  of 
ovarian  secretion  and  hypothyroidism  each  have 
etiological  influence  in  the  causation  of  this  obesity, 
the  principal  factor  in  its  development  is  hypopitui- 
tarism, which  is  a  usual  element  in  the  chmacteric 
crisis.  The  adiposity  of  the  anterior  abdominal  wall 
is  due  to  the  influence  of  the  pituitary  gland  while 
that  of  the  hips,  gluteal  region,  arms,  breast,  and 
neck  depends  upon  the  ovarian  insufficiency.  If 
hypothyroidism  also  intervenes  there  is  general 
adiposis  with  marked  increase  in  weight.  In  ad- 
dition to  these  factors  there  is  usually  superalimenta- 
tion and  a  sedentary  life  to  contribute  to  the  forma- 
tion of  adipose  tissue. 

The  type  of  local  adiposis  most  frequently  en- 
countered at  the  menopause  is  that  of  the  abdominal 
wall  which  may  be  so  excessive  that  it  resembles  a 
gravid  abdomen.  This  adiposity  joined  to  the 
psychic  factors,  such  as  the  desire  for  a  child,  is  no 
doubt  often  the  basis  for  a  false  pregnancy.  Adipo- 
sity of  the  legs  is  comparatively  rare  but  that  of  the 
arms  is  very  common. 

The  lipomatosis  observed  during  the  menopause  is 
in  many  instances  painful.  The  most  common  lo- 
cation is  supraclavicular. 

Angioneurotic  oedema  is  not  infrequent. 

All  the  conditions  named,  and  also  the  adiposis 
dolorosa  of  Dercum,  are  endocrine-sympathetic 
alterations,  which  fact  accounts  for  the  poor  suc- 
cess of  opotherapy. 

A  considerable  number  of  women  tend  to  lose 
flesh  at  the  menopause.  In  the  absence  of  digestive 
diseases,  diabetes,  cancer,  etc.,  this  thinness  is 
characterized  and  may  be  diagnosed  by  its  spon- 
taneous variations  and  the  presence  of  other  hyper- 
thyroid  symptoms.  Not  so  frequent  and  coming  on 
later  is  the  erhaciation  of  hypophyseal  origin. 

The  relation  of  diabetes  to  the  menopause  is  very 
interesting.  Ovarian  insuftkiency  is  a  very  important 


predisposing  factor  of  diabetes  in  that  it  brings  on 
modifications  in  the  organism  which  facilitate  the 
action  of  the  direct  causes  of  glycosuria.  This 
alteration  is  in  the  direction  of  hyperplasia  or  hy- 
perfunction  of  the  suprarenals  and  the  thyroid  and 
thus  lowers  the  limit  of  toleration  for  carbohydrates. 
Whether  or  not  this  predisposition  becomes  an  actual 
diabetes  depends  upon  alimentation  and  the  state 
of  the  pancreas.  Clinically  climacteric  diabetes 
presents  some  peculiarities.  Emotional  states  fre- 
quently figure  in  the  etiology.  Its  course  is  slow  and 
benign.  Examination  usually  shows  the  symptoms 
of  hyperthyroidism  and  hypersuprarenalism. 

Gout  is  undoubtedly  related  chronologically  to  the 
menopause,  about  twice  as  many  cases  occurring  in 
the  decade  from  40  to  50  as  in  any  other  decade. 
Clinically  it  is  similar  to  that  which  occurs  at 
any  other  age.  It  seems  to  correspond  almost 
always  to  the  syndrome  of  thyroid  instability. 

The  chronic  rheumatic  disturbances  are  also 
undoubtedly,  but  equally  obscurely,  related  to  the 
critical  age.  They  are  more  frequent  in  women  than 
in  men  and  most  often  make  their  appearance  at 
this  time.  It  may  not  be  proper  to  speak  of  an 
ovarian  type  of  rheumatism,  but  certainly  ovarian 
insufficiency  predisposes  to  chronic  rheumatism  and 
this  predisposition  is  enhanced  by  the  whole  complex 
endocrine  crisis  of  the  menopause. 

SYMPTOMS    OF    THE    DIGESTIVE    SYSTEM 

During  the  critical  age  disturbances  of  the  di- 
gestive apparatus — gastric,  intestinal,  hepatic — 
are  common,  but  the  most  frequent  of  all  are  the 
gastric  troubles.  There  is  no  constant  type  of  gastric 
symptomatology  during  the  crisis,  but  hyperchlor- 
hydria  and  dyspepsia,  with  or  without  aerophagy, 
are  observed  most  often.  They  appear  to  be  mani- 
festations of  hyperthyroidism.  If,  on  the  contrary, 
the  menopause  is  complicated  by  hypoth>Toidism, 
a  corresponding  hypochlorhydria  will  present  itself. 
Flatulent  dyspepsia  is  also  very  frequent;  many 
women  complain  of  a  sensation  of  great  fullness, 
with  meteorism,  eructations,  etc.  This  condition 
coincides  often  with  the  development  of  large 
accumulations  of  abdominal  fat.  Meteorism  in 
some  cases  may  be  so  exaggerated  and  so  persistent 
as  to  cause  a  mistaken  diagnosis  of  pregnancy  or 
abdominal  tumor. 

A  pathologic  appetite  is  not  unusual  and  alco- 
holism also  frequently  begins  at  the  menopause. 

About  two-thirds  of  all  women  have  some  form  of 
intestinal  disturbance  during  the  menopause,  and  of 
these  constipation  is  the  most  common.  There  is 
nothing  particularly  characteristic  about  this 
constipation  except  its  rebelliousness  to  treatment. 
Diarrhoea  is  much  less  frequent  but  much  more 
important  pathologically.  It  presents  itself  some- 
times continuously;  sometimes,  and  more  often,  as 
a  diarrhoeic  crisis,  possibly  psychic.  The  pathogeny 
of  these  symptoms  concerns  the  intestinal  innerva- 
tion. The  constipation  is  due  to  an  intestinal  paresis 
of  hyperadrenalinaemic  origin  and  in  the  majority 
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of  cases  occurs  in  women  with  great  hypertension. 
The  diarrhtt-a  is  vagotonic,  depending  upon  the 
climacteric  hyperthyroidism.  If  hypothyroidism  is 
the  dominant  factor  the  tendency  is  also  toward 
constipation.  On  the  other  hand,  hyperadren- 
alinacmia,  if  excessive,  will  excite  peristalsis  and 
favor  diarrha'a.  Mucomembranous  enteritis  may 
complicate  the  menopause  but  is  not  caused  by  it. 

Haemorrhages  may  occur  in  the  digestive  appara- 
tus during  the  menopause.  Usually  they  are  be- 
nign, but  grave  lesions  must  be  watched  for. 

Pharyngeal  and  oesophageal  spasms  are  neurotic 
affectations  rather  common  during  the  climacteric. 
Even  without  hyperthyroid  intervention  the  ovarian 
insufficiency  alone  may  be  responsible  for  them. 

Among  the  hepatic  affections,  a  congestion  of  the 
liver  manifested  by  a  benign  jaundice  has  been 
cited.  The  prognosis  should  not  be  made  lightly, 
however,  for  cancer  of  the  liver  or  of  the  head  of  the 
pancreas  may  begin  with  just  such  an  icterus. 

Hepatic  colic  is  very  common  in  the  climacteric 
years.  Since  there  is  always  a  hypercholesterinaemia 
during  the  menopause  the  occasion  is  favorable  to 
the  formation  of  biliary  calculi. 

Finally,  reference  must  be  made  to  an  affection 
related  to  genital  insufficiency  and  therefore  to  the 
menopause — symmetrical  infarct  of  the  salivary  and 
lachrymal  glands  or  Mickuliz'  disease.  The  condition 
is  coincident  with  various  endocrine  disturbances, 
particularly  ovarian  insufficiency. 

SYMPTOMS     OF    THE     RESPIRATORY     SYSTEM 

Aside  from  epistaxis,  dyspnoea  due  to  meteorism 
and  accumulations  of  fat,  and  the  aggravation  of 
chronic  respiratory  diseases  during  the  congestive 
stages  "of  the  climacteric,  there  remains  one  other 
respiratory  symptom,  i.  e.,  asthma.  While  this  is 
respiratory  by  localization,  it  is  really  a  disturbance 
of  the  nervous  system.  There  is  always  at  least  some 
slight  lesion  to  fix  the  disturbance  in  the  respiratory 
system,  but  the  neurosis  is  the  important  thing. 
Concretely,  the  neurosis  concerns  the  pneumo- 
gastric  nerve.  The  functions  of  the  pneumogastric 
nerve  being  intimately  related  to  the  hormonic  in- 
fluences, it  becomes  evident  that  the  internal  se- 
cretions have  an  undoubted  place  in  the  pathogenesis 
of  asthma. 

The  influence  of  the  suprarenal  glands  has  not  yet 
been  determined  precisely.  While  adrenalin  is 
effective  to  ameliorate  the  spasm,  it  seems  that  it  is 
not  a  substitute  treatment.  Hyperthyroidism  has 
been  considered  a  cause  of  asthma  because  of  the 
benefit  received  from  antithyroid  treatment.  The 
factor  most  constantly  related  to  asthma,  however, 
is  genital  insufficiency. 

SYMPTOMS     OF     THE     URINARY     SYSTEM 

The  urinary  symptoms  of  the  menopause  are  not 
numerous.  The  condition  most  frequently  present 
is  cystitis.  This  is  usually  not  severe,  often  causing 
only  some  frequency  of  micturition.  It  is  related  to 
the  thyroid  instability  and  climacteric  congestion. 


Cystalgia  may  occur  without  any  symptoms 
whatever  to  permit  the  assumption  that  there  is  a 
vesical  lesion.  Hacmaturia  must  be  looked  upon 
with  the  same  reserve  as  other  haemorrhages  at  this 
period.  Polyuria  may  be  extreme  and  is  perhaps 
related  to  hypophyseal  insufficiency.  Prolapse  of 
the  urethral  mucosa  pertains  properly  to  a  later 
age.  Vesical  and  renal  calculi  are  complications, 
not  symptoms,  of  the  climacteric. 

The  menopause  has  considerable  influence  upon 
chronic  diseases  of  the  kidney.  The  various  types  of 
chronic  nephritis  are  much  aggravated  at  this  time. 
The  excessive  suprarenal  function  and  the  conse- 
quent hyperadrenalinaemia  of  the  crisis  exercise  a 
harmful  influence  on  the  kidney. 

SYMPTOMS     OF     THE     SKIN    AND     HAIR 

The  skin  suffers  various  affections  during  the 
menopause,  the  most  common  of  which  is  eczema. 
Clinically  it  is  similar  to  the  eczema  of  other  ages 
and  is  due  to  the  menopause  only  indirectly  al- 
though some  of  the  internal  secretions  seem  to  have 
a  part  in  it. 

Acne  rosacea,  rare  in  youth,  is  very  common  in 
the  fifth  decade  and  almost  always  is  seen  in  women. 
An  endocrine  factor  may  intervene  here  also.  Ery- 
sipelas and  furunculosis  are  not  infrequent,  especially 
if  the  patient  has  had  attacks  before.  Urticaria  is 
often  observed  in  cases  in  which  the  ovarian  in- 
sufficiency is  accompanied  by  dysthyroidism. 
Herpes  zoster  is  often  seen  but  its  relation  to  the 
crisis  is  not  determined.  Hyperhidrosis  may  occur 
even  in  women  who  have  never  perspired  much 
previously. 

In  many  cases  the  menopause  is  accompanied  by 
the  appearance  of  dark  pigmentations  in  the  skin. 
These  are  not  found  in  the  same  areas  as  the  pig- 
mentation in  Addison's  disease,  and  their  origin,  as 
in  pregnancy,  is  purely  genital. 

Hypertrichosis  is  an  interesting  manifestation  of 
the  menopause  observed  in  practically  every  woman. 
It  may  be  very  light  and  yield  easily  to  cosmetics, 
but  in  some  cases  is  abundant  and  the  hairs  are  very 
coarse.  In  general,  it  is  more  marked  in  brunettes 
than  in  blondes  because  the  former,  as  a  type,  have 
an  endocrine  constitution  in  which  the  disturbances 
causing  hirsutism  take  place  easily.  The  symptom  is 
a  manifestation  of  the  tendency  toward  virilism 
induced  by  the  hyperplasia  of  the  suprarenal  cortex. 
The  hypophysis  also  takes  some  part  in  its  production. 

Whitening  of  the  hair  is  a  symptom  of  old  age, 
but  usually  begins  early  in  the  critical  age.  Prema- 
ture whitening  of  the  hair,  however,  often  coincides 
with  prolonged  conservation  of  physical  and  mental 
youth,  and  therefore  of  menstruation.  Hyperthy- 
roidism is  the  principal  factor  in  this  phenomenon. 

SOME  SPECIAL    CLINICAL    FORMS    OF   PATHOLOGIC 
MENOPAUSE 

All  the  symptoms  enumerated  present  themselves 
in  certain  characteristic  groups  as  one  or  another 
glandular  factor  predominates,   and  these    groups 
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can  be  classified  as  clinical  forms  of  the  pathologic 
menopause.  The  principal  types  are  the  hyper- 
thyroid,  the  hypothyroid,  the  suprarenal,  the 
pituitary,  the  genital,  and  climacteric  polyglandular 
sclerosis. 

The  hyperthyroid  form  is  very  common  and 
very  characteristic.  It  differs  often  from  Basedow's 
disease  in  that  there  may  be  no  demonstrable  goiter 
and  no  exophthalmos,  but  tachycardia  is  very  fre- 
quent and  tremor  is  observed  in  almost  all  cases 
although  it  may  be  absent  if  there  is  no  hyperten- 
sion. Emaciation  is  very  irriportant  and  often  is  the 
final  symptom  of  this  type  of  hyperthyroidism. 
The  digestive  disturbances  of  Basedow's  disease 
are  present,  especially  diarrha'a.  Vasomotor  dis- 
turbances are  pronounced  because  of  the  collabora- 
tion of  the  suprarenals,  and  the  local  vasomotor- 
hyperthyroid  reaction  is  quite  constant.  The 
emotions  are  usually  intense  and  the  psychic 
symptoms  accentuated.  The  chief  characteristic 
of  this  type  of  hyperthyroidism  is  that  it  is  very 
acute  and  usually  temporary.  The  prognosis,  in 
general,  is  good.  It  is  the  most  amenable  to  medical 
treatment  of  all  the  forms  of  hyperthyroidism. 
Surgical  interference  is  very  rarely  necessary. 

In  women  with  goiters  strumitis  is  apt  to  occur  at 
this  time  because  of  the  circulatory  disturbances 
present. 

The  hypothyroid  form  is  much  less  common,  but 
may  be  so  pronounced  that  it  can  be  called  properly 
a  climacteric  myxccdema.  It  appears  in  three 
forms:  an  accentuation  of  a  light  hypothyroidism 
present  since  childhood,  a  preliminary  hyperthy- 
roidism in  cases  of  former  hypothyroidism,  mixed 
with  and  finally  superseded  by  an  aggravated  myxoe- 
dema;  and  a  rapid  transformation  of  a  previous 
hyperthyroid  state  to  a  myxoedematous  condition. 
This  extreme  condition  is  rare.  More  commonly 
thyroid  insufficiency  manifests  itself  by  obesity, 
chilly  sensations,  apathy,  headaches,  constipation, 
etc. 

A  mixed  type  due  to  fluctuations  in  the  thyroid  ac- 
tivity is  also  possible. 

The  suprarenal  form  is  due  to  the  marked  pre- 
dominance of  the  suprarenal  factor.  There  is 
corpulency,  plethora,  hair  on  the  upper  lip,  cheeks, 
and  chin,  hypertension  with  all  its  subjective  symp- 
toms, tremor,  and  a  tendency  to  diabetes.  Two 
types  can  be  distinguished:  (i)  medullar  hyper- 
function,  causing  the  hypertonic  type,  with  hyper- 
tension, byperglycaemia,  tremor,  etc.,  and  (2) 
cortical  hyperfunction  with  virilism. 

The  pituitary  form  is  characterized  by  increase  of 
abdominal  fat  and  early  cessation  of  the  menses. 
The  accompanying  genital  insufficiency  causes  adi- 
posity of  the  hips,  mammary  region,  etc.  The  woman 
is  usually  apathetic  and  indolent.  Lipomatosis 
dolorosa  and  angioneurotic  oedema  are  common. 

In  the  genital  form  the  ovarian  factor  predomi- 
nates. There  may  be  persistent  and  repeated  haem- 
orrhages and  severe  psychic  disturbances,  es- 
pecially of  the  sexual  feeling. 


Polyglandular  sclerosis  occurs  in  a  certain  number 
of  women  of  asthenic  habit  and  culminates  in  pre- 
mature senility. 

AKTIFICIAL    MENOPAUSE    (SURGICAL) 

The  so-called  surgical  menopause  is  clinically  the 
expression  of  an  abrupt  total  ovarian  insufficiency. 
The  spontaneous  menopause  is  a  polyglandular 
crisis  of  which  the  gradual  ovarian  insufficiency  is  the 
nucleus  surrounded  by  various  other  endocrine 
reactions.  This  accounts  for  the  clinical  difference 
between  them  and  for  the  fact  that  the  difference  is 
greater  if  the  operation  is  done  in  youth  than  when  it 
is  done  in  maturity.  Early  castration,  therefore,  is 
more  apt  to  present  evidences  of  hypjofunctional 
reactions  (especially  hypothyroid;  less  often  hy- 
posuprarenal),  but  hyperfunction  of  the  pituitary. 
If  the  complementary  glandular  reaction  is  in 
general  much  less  marked  in  women  operated  upon 
early  in  life,  however,  the  symptomatology  depend- 
ent upon  the  ovarian  insufficiency  may  be  accentu- 
ated, depending  upon  the  extent  to  which  the  ovary 
was  previously  diseased. 

For  the  prognosis  of  the  postoperative  dis- 
turbances, therefore,  the  proximity  of  the  operation 
to  the  critical  age,  the  degree  of  integrity  of  the 
extirpated  ovaries,  the  previous  endocrine  state, 
and  the  psychic  state  must  be  taken  into  considera- 
tion. 

The  symptomatology  is,  in  general,  the  same  as 
that  of  the  spontaneous  menopause,  with  variations 
in  the  frequency,  mode  of  presentation,  etc.,  of 
certain  of  the  symptoms.  The  symptoms  may  oc- 
cur as  early  as  the  tenth  day  or  as  late  as  the 
third  week  after  operation,  depending  upon  fac- 
tors peculiar  to  the  individual  case.  In  some  cases 
there  may  be  no  symptoms  at  all. 

The  genital  symptoms  consist  of  definite  sup- 
pression of  the  menses  with  persistence  of  their 
subjective  disturbances.  If  menstruation  persists 
it  is  safe  to  assume  that  some  ovarian  tissue  was  left 
or  that  there  are  accessory  ovaries.  The  alteration 
of  the  external  genitalia  progresses  very  slowly. 
The  breasts  often  atrophy,  although  occasionally 
they  may  hj-pertrophy.  Leucorrhoea  may  be  in- 
tense and  sometimes  periodical,  but  vicarious 
haemorrhages  are  rare. 

Of  the  usual  circulatory  symptoms,  hypertension 
is  absent  but  the  vasomotor  phenomena  occupy  an 
important  position,  and  in  almost  every  case  in 
which  hot  flashes  are  experienced  other  symptoms 
indicative  of  a  frank  hyperfunction  of  the  thyroid 
are  present.  Nervous  urticaria  and  simple  tachy- 
cardia also  are  frequently  observed. 

Among  the  nervous  symptoms,  the  painful 
phenomena,  i.e.,  bone  and  muscle  pains,  headaches, 
abdominal  pain,  are  common  as  is  also  a  feeling  of 
weakness  Local  and  generalized  pruritis  are  quite 
frequent.     Vertigo  is  rare. 

The  psychic  alterations  are  comparatively  rare. 
Emotional  instability  is  less  frequent  and  less 
intense.    Diminution  of  libido  is  a  normal  phenome- 
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non  after  ovariectomy.  The  tendency  to  sexual 
inversion  is  not  observed  in  those  who  arc  operated 
upon  young. 

Of  the  psychopathies,  melancholia  associated 
with  loss  of  memory  is  the  most  common.  Loss  of 
memory,  however,  may  occur  alone. 

Increase  in  weight  is  a  common  consequence  of 
ovariectomy,  especially  when  the  operation  is  done 
early,  and  Dercum's  disease  is  by  no  means  rare. 
Diabetes  does  not  occur  in  these  cases  since  .ovarian 
insufhciency  is  only  a  predisposing  and  not  a  direct 
cause  of  the  disease.  Arthritis  deformans  is  unusual. 
Digestive,  respiratory,  urinary,  and  skin  disturb- 
ances are  similar  to  those  in  the  natural  menopause. 

THE    CRITICAL     AGE    IN    MEN 

Men  also  have  a  critical  age,  for  this  is  an  un- 
avoidable phenomenon  in  the  evolution  of  every 
human  being. 

The  climacteric  in  men  differs  biologically  from 
the  climacteric  in  women  in  that  it  is  more  diffuse 
and  less  characteristic.  The  pathogenic  differences 
are  of  two  types:  endogenous  (endocrine)  and  exog- 
enous. In  the  female  the  climacteric  is  character- 
ized by  ovarian  insufficiency  and  the  collateral  re- 
actions of  the  thyroid  (generally  hyperthyroidism), 
the  suprarenals  (generally  hypersuprarenalism) 
and  the  hypophysis  (hypopituitarism).  In  the 
male  these  leactions  are  equally  distinct.  In  man 
the  critical  age  coincides  with  testicular  insufficiency, 
but  this  comes  on  much  less  abruptly  than  ovarian 
insufficiency,  and  psychically  the  annulment  of  the 
genital  activity  is  less  marked  in  the  male  because 
the  aflfectional  life  for  him  is  secondary  to  his  work- 
day affairs. 

The  thyroid  reaction  so  important  in  the  cli- 
macteric of  the  woman  is  much  less  marked  in  the 
man.  Nevertheless  the  climacteric  hyperthyroidism 
may  appear  in  the  male  also,  and  is  characterized 
especially  by  loss  of  weight  and  psychic  disturb- 
ances. 

The  suprarenal  reaction,  on  the  other  hand,  is  as 
frequent  and  as  intense  in  men  as  in  women.  The 
hyperfunction  of  the  cortical  portion  brings  on 
corpulence  and  an  increase  of  the  beard  and  body 
hair.  The  medullary  hyperfunction  is  manifested 
by  arterial  hypertension.  Tremors,  hyperglycaemia 
— the  whole  suprarenovascular  syndrome — are  pres- 
ent with  the  same  frequency  as  in  women.  It  is 
probabh'  also  that  the  pituitary  intervenes  in  the 
climacteric  crisis  of  men,  causing  senile  atrophy  or 
peculiar  adiposities. 

The  exogenous  factors  are  also  distinct  in  the 
male.  He  is  more  frequently  exposed,  however, 
to  certain  pathologic  processes  which  act  selectively 
upon  the  circulatory  and  the  nervous  systems. 

The  genital  symptoms  in  the  male  are  very  simple 
—progressive  diminution  of  the  erectile  activity  of 
the  external  genital  apparatus  until  it  is  entirely 
gone. 

The  fundamental  manifestation  of  the  circulatory 
symptomatology  is  hypertension  due  to  hyperadren- 


alinajmia.  Because  of  the  exogenous  factors 
mentioned  this  is  very  apt  to  lead  to  vascular 
lesions.  Accordingly  angina  and  apoplexy  are  more 
common  in  men  than  in  women.  Xanthelasma 
and  arcus  senilis  are  indications  of  hypercholesterin- 
a:mia.  The  vasomotor  symptoms  are  seldom  if  ever 
observed  in  men. 

Of  the  nervous  disturbances,  neuralgias  are 
common.  Generalized  pruritis  and  sensory  disturb- 
ances are  also  often  present. 

The  metabolic  symptoms  are  quite  similar  in  the 
two  sexes,  as  are  the  digestive,  respiratory,  and 
cutaneous  symptoms.  Among  the  urinary  symptoms 
may  be  included  the  troubles  of  prostatic  origin 
which  probably  are  related  to  the  diminution  of  the 
internal  secretion  of  the  testicle. 

The  symptoms  in  the  psychic  sphere  most 
especially  characterize  the  critical  age  in  the  male. 
Emotional  instability  is  frequent  although  less  in- 
tense than  in  the  female.  Impatience,  the  tendency 
to  be  easily  irritated,  is  another  common  sign  of  the 
climacteric  in  the  male.  The  diminution  of  the  sexu- 
al impulse  rarely  reaches  pathologic  limits.  In 
place  of  the  grief  over  departed  youth  so  common  in 
women,  the  man  often  feels  maltreated,  ignored,  or 
forgotten  by  the  succeeding  generation,  this  feeling 
varying  in  degree  from  a  simple  pre  occupation  to 
actual  delusions  of  persecution. 

The  pathologic  increase  of  sexual  feeling  in  the 
male  is  quite  common  at  the  climacteric  and  the 
disharmony  between  the  increase  and  the  decreased 
sexual  aptitude  is  the  cause  of  much  trouble. 

The  final  psychological  sign  of  the  climacteric  of 
the  male  is  his  evolution  toward  the  conservative. 
As  the  sexual  declination  comes  on,  and  with  it  the 
reduction  of  the  other  vegetative  activities,  the 
masculine  morphology  acquires  an  aspect  of  repose 
and  a  characteristic  accentuation  of  the  abdominal 
curve.  His  artistic,  scientific,  or  professional  pro- 
duction loses  its  warmth  and  juvenile  arbitrariness, 
and  in  thought  and  in  political  action  the  con- 
servative attitude  is  accentuated. 

Of  the  psychopathias  properly  so-called  the  most 
characteristic  is  involutional  melancholia.  The  vari- 
ous types  of  paranoia  observed  in  women  present 
themselves  also  in  men.  Of  the  neuroses,  neuras- 
thaenia  (the  "run-down"  condition  of  the  Ameri- 
cans) is  very  common  in  men  at  this  age. 

PATHOGENIC    TREATMENT     (OPOTHERAPY);     GENERAL 
HYGIENE     AND     DIETETICS 

The  fundamental  indication  for  all  the  dis- 
turbances related  to  the  extinction  of  sexual  function 
is  ovarian  opotherapy,  but  thyroid  and  antithyroid, 
suprarenal,  and  pituitary  treatment  must  also  be 
considered  as  well  as  dietetics  and  general  hygiene. 

From  the  beginning  of  the  first  symptom  of  the 
climacteric  until  the  last  has  disappeared,  ovarian 
medication  is  indicated,  and  any  other  necessary 
medication  (tonics,  sedatives,  etc.)  is  compatible  with 
it.  Two  preparations  are  available:  the  total  ovar- 
ian extract  and  the  extract  of  the  corpus  luteum. 
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Corpus  luleum  opotherapy  is  indicated  in  cases 
whichpresentdisturbancesof  the  menstrual  function 
only.  These,  however,  are  not  usual  in  the  crit- 
ical age  and  therefore  as  a  general  rule  extracts 
of  the  whole  gland  should  be  used.  The  dessicated 
extracts  are  preferable  and  it  is  usually  best  to  give 
them  by  mouth.  'J'he  dosage  depends  upon  the 
requirements  of  the  case.  These  are  not  constant, 
but  variable  from  one  phase  of  the  critical  period  to 
another.  In  general  the  results  of  ovarian  opother- 
apy in  the  menopause  are  excellent. 

The  indications  for  the  other  organotherapeutic 
agents  depend  upon  a  minute  study  of  the  endocrine 
symptomatology  presented.  Thyroid  therapy  is 
contra-indicated  in  women  with  predominantly 
hyperthyroid  symptoms  (tachycardia,  palpitation, 
etc.),  but  here  the  antithyroid  serum  is  indicated. 
In  the  group  which  presents  evidences  of  thyroid 
instability  thyroid  extract  should  be  given  in  very 
small  doses.  When  the  symptoms  are  frankly 
hypothyroid,  the  full  thyroid  opotherapy  is  neces- 
sary. 

In  the  vast  majority  of  cases  the  phenomena  of 
hyperfunction  of  the  suprarenals  predominate  and 
suprarenal  medication  is  consequently  contra- 
indicated.  Recourse  should  be  had,  therefore,  to 
symptomatic  treatment  to  reduce  the  arterial 
tension.  The  suprarenal  treatment  is  desirable  in 
those  rare  cases  showing  hypotension,  asthenia, 
pigmentation,  etc. 

Almost  without  exception  the  pituitary  symp- 
toms of  the  menopause  are  hypofunctional.  Accord- 
ingly hypophyseal  treatment  is  urged  in  cases  of 
premature  amenorrhoea  with  rapid  increase  in  weight 
and  localization  of  fat  in  the  abdominal  region. 


Mammary,  parathyroid,  biliary,  and  pancreatic 
opotherapy  have  occasional  symptomatic  indica- 
tions during  the  critical  age. 

Even  when  there  are  no  important  complications 
during  the  menopause  the  diet  should  be  as  little 
toxic  as  possible,  predominantly  vegetarian,  and 
not  large  in  amount.  As  usually  the  patient  inclines 
to  a  sedentary  life,  systematic  exercise  should  be 
prescribed.  Travel  also  is  beneficial.  Massage,  elec- 
trotherapy, radiotherapy,  etc.  have  their  occasional 
uses.   Outside  distractions  are  highly  desirable. 

The  monograph  is  concluded  \\ith  a  discussion  of 
symptomatic  treatments  and  an  extensive  bibli- 
ography. M.  M.  Matthies. 

Lockyer,    C:     Lipoma   of    the    Broad   Ligament. 

Proc.  Roy.  Soc.  Med..  Lond..    1919.  xii.    Sect.   Ob.sl. 
&  (iynaec,  195. 

The  author  reports  a  lip>oma  of  the  broad  liga- 
ment which  he  discovered  while  operating  for  an 
ovarian  dermoid  cyst  on  the  opposite  side.  From 
his  study  of  this  case  he  concludes  that  the  fat  which 
he  found  in  the  mesosalpinx  represented  a  true 
lipoma  and  was  not  merely  an  excessive  subserous 
deposit  of  fat  such  as  may  be  seen  in  some  cases  of 
malignant  disease  or  the  result  of  a  transudation  of 
dermoid  grease  from  the  adjacent  intact  cystic 
teratoma. 

True  lipomata  of  the  broad  ligament  are  rare,  a 
fact  which  is  easily  explained  by  the  scanty  supply 
of  fat  in  this  retroperitoneal  situation.  Lockyer  has 
found  the  records  of  nine  cases.  Seven  of  these  were 
true  lipomata.  The  remaining  two  were  dermoid 
cysts  with  distension  of  the  mesosalpinx  by  some 
form  of  fatty  material.  C.  H.  Davis. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Bar,  P.,  and  Egalle,  G.:    Recent  Biological  Dis- 
coveries and  the  Diagnosis  of  Pregnancy  (De 

I'utilisation  pour  le  diagnostic  de  la  grossesse  des 
r^cents  decouverlcs  biologiqucs).  Arch.  mens, 
d'obsl.  el  de  gynic,  1919,  viii,  372. 

The  authors  have  studied  the  value  of  recent 
biological  methods  for  the  diagnosis  of  pregnancy, 
viz.,  complement  deviation,  the  method  of  Abder- 
halden,  and  the  intradermal  method.  They  have 
endeavored  also  to  determine  what  may  be  deduced 
in  the  course  of  pregnancy  from  the  antitryptic 
power  of  serum  and  the  activating  power  of  cobra 
venom. 

As  regards  the  method  of  complement  deviation, 
their  research  has  led  them  to  reiterate  the  con- 
clusion reached  and  reported  in  191 2,  i.e.,  that  the 
practical  value  of  the  method  from  the  viewpoint 
of  the  diagnosis  of  pregnancy  is  very  slight. 

Abderhalden's  method  of  dialysis  was  tested  with 
serum  obtained  from  210  normal  pregnant  women 
and  100  non-pregnant  women.  It  was  found  that 
the  serum  of  pregnant  women  contains  anti- 
placentary  proteolytic  ferments  and  always  gives  a 
positive  reaction.  In  the  case  of  non-pregnant  wom- 
en a  positive  reaction  was  observed  in  ,^3  per  cent 
of  the  cases,  these  results  being  obtained  especially 
in  women  with  some  genital  lesion,  adnexitis, 
tumors,  etc.  The  authors  agree  with  those  who, 
while  according  a  real  theoietical  value  to  the 
presence  of  proteolytic  ferments  in  the  serum  of 
pregnant  women,  recognize  the  fact  that  in  practice 
the  method  may  lead  to  an  erroneous  diagnosis. 

In  the  next  part  of  their  article  the  authors  deal 
with  pathologic  pregnancy  and  the  results  found 
with  the  dialysis  method  in  cases  of  death  of 
the  foetus,  retention  of  the  placenta,  extra-uterine 
pregnancy,  eclampsia,  etc.  The  conclusions  are 
summed  up  as  follows: 

1.  In  cases  of  retention  of  the  placenta  the  serum 
of  the  pregnant  woman  always  gives  a  positive  re- 
action. This  reaction,  the  intensity  of  which  seems 
to  be  influenced  little  by  the  duration  of  the  preg- 
nancy, appears  in  the  first  or  second  month  of  gesta- 
tion and  in  the  majority  of  cases  disappears  within 
three  weeks  following  delivery.  In  cases  of  extra- 
uterine pregnancy  the  reaction  is  always  positive 
when  the  ovum  is  living,  and  may  be  negative  when 
the  ovum  is  dead.  In  the  different  types  of  intoxica- 
tion of  pregnancy  it  is  generally  much  diminished 
and  may  disappear  entirely. 

2.  The  serum  of  non-pregnant  women  may 
split  the  placentary  albumin  or  have  no  action 
upon  it.  It  therefore  may  give  either  a  positive  or  a 
negative  reaction.    Positive  reactions  were  obtained 


in  2)2)  per  cent  of  the  cases  studied.  These  positive 
reactions,  however,  are  most  marked  in  cases  of 
genital  tumors  when  there  is  resorption  of  a  ha;mor- 
rhagic  or  purulent  collection.  The  failure  of  the 
method  may  be  attributed  to:  (i)  the  technical 
complexity  of  the  reaction,  which  is  subject  to 
numerous  causes  of  error,  and  (2)  the  possible 
piesence  in  the  sera  of  non-pregnant  women  of 
proteolytic  ferments  which  do  not  present  an 
absolute  specificity  in  the  presence  of  the  particular 
albumin  against  which  they  have  been  formed 
but  are  able  to  attack  other  albumins  such  as  the 
albumin  of  the  placenta. 

The  general  conclusion  as  regards  the  Abder- 
halden  method  is  that  while  a  negative  result 
eliminates  the  hypothesis  of  a  pregnancy  in  evolution, 
a  positive  result  in  no  way  affirms  its  existence. 

As  regards  the  intradermal  method  the  con- 
clusion drawn  is  that,  at  the  present  time,  nothing 
definite  as  to  the  diagnosis  can  be  obtained  from  it. 

In  their  study  of  the  general  protein  reactions 
during  pregnancy  the  authors  found  that  the 
antitryptic  power  of  serum  is  generally  increased. 
Such  a  determination  would  be  of  little  aid  in  the  di- 
agnosis of  a  doubtful  pregnancy,  however,  unless  a 
very  detailed  examination  were  made  in  addition. 

The  clinical  benefit  of  cobra  venom  appears  to  be 
only  mediocre  and  entirely  out  of  proportion  to  the 
work  necessary,  but  the  results  are  such  as  to 
encourage  further  research.  W.  A.  Brennax. 

Schiller,  H. :  The  Estimation  of  Fats,  Cholesterol, 
and  Sugar  in  the  Blood  of  Thirty  Pregnant 
Women.     Surg.,  Gynec.  &°  Ohst.,  1919,  xxix,  450. 

The  author  gives  a  resume  of  the  recent  literature 
and  shows  the  results  of  his  own  experience  in  tabu- 
lar form. 

"To  determine  the  cholesterol,  the  fat  and  blood- 
sugar  content  of  the  blood,  I  examined  the  blood  of 
14  pregnant  women  in  the  later  months  of  pregnancy, 
ID  at  term,  5  after  partus,  and  i  in  the  third  month 
of  pregnancy.  In  doing  this  I  was  well  aware  that 
similar  examinations  had  been  made  by  much  more 
competent  men  than  myself,  but  I  had  in  mind 
studying  these  three  substances  parallel  with  each 
other  in  the  same  blood,  a  research  which,  to  my 
knowledge,  had  not  previously  been  made." 

From  his  study  and  the  literature  he  comes  to  the 
following  conclusions : 

1 .  There  is  no  hyperglycsemia  in  the  later  months 
of  pregnancy  or  in  the  first  two  weeks  after 
pregnancy. 

2.  Glycosuria  and  alimentary  glycosuria  during 
this  period  can  be  explained  by  the  activity  of  the 
glands  of  internal  secretion  or  as  a  renal  hyper- 
function. 
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3.  Hyperlipa-mia  in  pregnancy  is  in  reality  for 
the  most  part  a  hypcrlipoidamia. 

4.  There  is  no  parallelism  between  cholesterffmia 
and  hyperglycemia  in  pregnancy. 

5.  The  etiology  of  this  condition  is  not  as  yet 
established. 

6.  It  seems  that  the  endocrine  glands  are  to  be 
looked  upon  as  an  important  factor.    C.  H.  Davis. 

Van  Cauwenberghe,  A.:  Premonitory  Signs  of 
Eclampsia  (Recherche  des  signes  pr^curseurs 
do  I'^clampsie).  Rev.fravq.  de  gynfc.  cl  d'obst.,  191Q, 
xiv,  294. 

On  the  basis  of  the  study  of  several  cases  of 
eclampsia  Van  Cauwenberghe  calls  attention  to 
two  points:  (i)  the  importance  of  digestive  dis- 
turbances in  the  pregnant  woman,  and  (2)  the  great 
benefits  resulting  from  venesection  when  eclampsia 
is  threatened. 

The  theories  advanced  recently  by  Jarsew  of 
Moscow  have  brought  these  points  into  prominence. 
Jarsew  ascribes  the  low  mortality  from  eclampsia  in 
Russia  to  the  fact  that  the  food  of  the  Russians  is 
relatively  poor  in  albuminoids.  An  accumulation  of 
albuminoids  in  the  blood  increases  its  viscosity  and 
this  in  turn  results  in  an  increase  in  the  arterial 
tension,  cerebral  congestion,  and  an  increase  in  the 
quantity  of  cerebrospinal  fluid,  i.e.,  high  intra- 
cranial pressure  and  convulsions. 

On  the  basis  of  this  theory,  therefore,  it  is  evident 
that  venesection  is  of  great  value  in  eclampsia  not 
only  because  it  increases  the  fluidity  of  the  blood 
and  reduces  the  arterial  pressure,  but  because  it 
decreases  the  excess  of  albuminoids  in  the  organism 
which  cause  an  intoxication.  Premature  labor  is 
also  favorable  owing  to  the  change  efTected  in  the 
circulation  by  the  decrease  in  the  size  of  the  uterus. 

There  is  no  certain  means  of  foreseeing  eclampsia 
as  symptoms  may  be  lacking  and  the  urinalysis 
negative.  Attention  should  therefore  be  directed 
to  whatever  else  beside  the  classical  signs  might  sug- 
gest the  condition.  Digestive  disturbances  in  gen- 
eral and  uncontrollable  vomiting  in  particular  may 
suggest  it. 

Venesection  should  be  done  in  all  suspicious  cases 
and  natural  losses  of  blood  should  not  be  hindered 
as  long  as  they  do  not  exceed  the  amount  of  an 
ordinary  blood-letting.   Pituitrin  is  contra-indicated. 

W.  A.  BRtNN.\N. 

Loomis,  F.  M . :  The  Possible  Relationship  of  Dental 
Abscesses  and  the  Toxaemias  of  Pregnancy. 

Calif ornia  State  J .  M.,  1919,  xvii,  399. 

It  has  been  repeatedly  noticed  that  the  woman 
who  has  an  early  toxa;mia,  such  as  the  more  per- 
sistent type  of  vomiting,  is  apt  to  have  evidence 
also  of  late  toxaemia,  and  since  localized  infection 
anywhere  means  the  absorption  of  toxins,  it  seems 
reasonable  to  believe  that  the  irritation  of  chronic 
sepsis  may  be  at  least  one  of  the  factors  in  decreas- 
ing the  ability  of  the  liver  and  kidneys  to  carry  the 
normal  overload  of  pregnancy. 


Chronic  dental  sepsis  is  present  in  many  preg- 
nant women.  Of  125  devitalized  teeth  in  one  series 
of  cases,  103  were  found  infected.  Possibly  50  per 
cent  of  devitalized  teeth  are  septic  sooner  or  later. 

The  author  presents  several  strikingly  suggestive 
cases  of  immediate  subsidence  of  the  symptoms  of 
preeclamptic  toxa*mia  following  the  removal  of 
dental  abscesses.  In  one  instance  the  blood  pressure 
dropped  30  points  in  twenty-four  hours,  the  oedema 
disappeared  at  once,  and  the  patient,  who  was  defin- 
itely toxic,  went  on  to  a  normal  delivery.  Another 
patient,  a  primipara  four  and  one-half  months 
pregnant,  who  had  headache,  nausea,  albuminuria, 
and  rising  blood  pressure,  was  completely  relieved 
by  the  removal  of  5  unsuspected  dental  abscesses 
and  the  pregnancy  continued  normally.  This 
patient  had  never  suffered  from  local  symptoms 
such  as  toothache. 

Several  cases  of  postpartum  psychoses  and  hyper- 
emesis  gravidarum  which  were  apparently  relieved 
or  improved  at  once  by  the  removal  of  abscesses,  are 
also  reported.  It  is  not  claimed  by  the  author  that 
dental  sepsis  is  the  cause  of  eclampsia.  He  believes, 
however,  that  every  pregnant  woman  should  have 
all  devitalized  teeth  X-rayed  and  all  definite  ab- 
scesses removed  in  whatever  stage  of  pregnancy  they 
may  be  found,  even  up  to  the  ninth  month  if  the 
patient  is  toxic.  Vigorous  curetting  of  the  abscess 
cavity  should  of  course  be  avoided. 

Ley,  G.:  Two  Cases  of  FuU-Time  Extra-Uterine 
Pregnancy,  with  a  Tabulated  Abstract  of  100 
Cases  from  the  Literature.  Proc.  Roy.  Soc.  Med., 
Lend.,  19 19,  xii.  Sect.  Obst.  &  Gynaec,  140. 

Case  I.  The  patient  was  36  years  old  and  had 
given  birth  to  a  child  fourteen  years  before.  Men- 
struation was  regular  until  December,  1911.  It  then 
stopped  until  October,  191 2,  when  there  was  a 
considerable  loss  of  blood.  This  was  followed  for 
three  months  by  no  loss  and  then  the  re-establish- 
ment of  normal  menstruation.  From  December 
until  October  the  patient  had  had  no  pain.  There 
was  some  vomiting,  however,  in  the  early  part  of 
the  period  and  the  abdomen  had  enlarged  to  a 
greater  size  than  in  her  first  pregnancy.  After  the 
excessive  bleeding  in  October  the  abdomen  de- 
creased in  size  but  the  lump  persisted.  Three 
months  before  admission  to  the  hospital,  June  15. 
1918,  she  complained  of  loss  of  weight  and  pain  in  the 
back. 

Examination  revealed  a  hard  mass  of  foetal  shape 
lying  transversely  across  the  mid  and  lower  abdo- 
men. Grating  was  felt  upon  palpation.  Vaginal 
exaniination  showed  a  normal  cervix  and  lower 
segment,  and  a  .=oft  mass  filling  the  cul-de-sac. 
The  fundus  was  not  made  out. 

The  gestation  sac  was  removed  with  the  left  tube 
and  ovary. 

On  examining  the  specimen  it  was  found  that  the 
left  tube  was  connected  with  the  mass  and  appar- 
ently terminated  within  it.  The  sac  contained  a 
compressed   but    well-preserved    foetus.     In   Ley's 
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opinion  this  was  therefore  a  clear  case  of  secondary 
abdominal  pregnancy  following  tubal  rupture. 

Case  2.  The  patient  had  been  married  over 
three  years  and  had  had  no  children  or  miscarriages. 
Nine  months  before  admission  to  the  hospital 
menstruation  had  stopped  and  six  weeks  afterward 
she  had  sufTered  severe  pain  with  temperature  from 
00  to  100  degrees.  Later  she  had  two  less  severe 
attacks.  Foetal  movements  were  felt  up  to  the 
time  of  admission.  The  patient  was  underweight 
and  slightly  jaundiced  and  had  a  temperature  of 
100.4   degrees   F. 

On  examination  an  abdominal  tumor,  tender  and 
definitely  cystic,  was  found  lying  to  the  right  and 
extending  up  to  the  level  of  the  costal  margin. 
There  were  no  fatal  heart  sounds  or  movements. 
To  the  left  and  below  was  another  mass  which  con- 
tracted. The  cervix,  which  was  large  and  soft,  was 
pushed  to  the  left  by  a  soft  mass  in  the  vault. 

Laparotomy  showed  the  uterus  pushed  to  the 
left  and  the  size  of  a  ten-week's  pregnancy.  The 
left  tube  was  tortuous  and  open  and  the  left  ovary 
normal.  To  the  right  was  a  large  mass  covered  by 
peritoneum  and  crossed  by  the  right  round  ligament. 
The  tube  was  lost  in  the  mass. 

A  supravaginal  hysterectomy  was  done  and  the 
sac  with  the  foetus  extirpated,  leaving  the  left 
tube  and  ovary  undisturbed.  The  patient  recov- 
ered, but  developed  a  right  ureterocervical  fistula. 

The  uterus  contained  decidual  cells,  and  in  the 
sac  was  a  macerated  foetus  which  weighed  414  lbs. 

In  reviewing  100  cases  reported  in  the  literature 
in  which  pregnancy  had  continued  for  more  than 
thirty-four  weeks,  Ley  found  that  77  per  cent  went 
to  term.  The  pregnancy  was  normal  in  2,3  P^r  cent 
of  the  cases.  In  50  per  cent  there  were  abdominal 
symptoms,  probably  at  the  time  of  rupture  or 
haemorrhage.  In  one  case  eclampsia  developed  dur- 
ing labor.  In  3  per  cent  of  the  cases  there  was  extra- 
and  intra-uterine  pregnancy.  Seventy-four  of  the 
patients  were  not  operated  upon  and  there  were  no 
complications.  In  33  per  cent  there  were  symptoms 
of  infection,  These  symptoms  occurred  as  early  as 
ten  days  and  as  late  as  fifteen  years  after  labor  or  the 
death  of  the  foetus. 

The  author  concludes  that  in  cases  of  extra- 
uterine gestation  at  or  near  term  operation  should 
be  performed,  if  possible,  during  the  life  of  the  child, 
and,  on  account  of  the  risk  of  infection,  even  after 
the  death  of  the  foetus.  If  possible  also  the  sac 
should  be  removed;  if  not,  marsupialization  should 
be  done  with  drainage  after  the  removal  of  the 
placenta.  M.  J.  Gelpi. 

White,  C:  A  Case  of  Full-Time  Pregnancy  in  a 
Rudimentary  Uterine  Horn.  Proc.  Roy.  Soc. 
Med.,  Lond.,  191Q,  xii.  Sect.  Obst.  &  Gynaec,  138. 

The  patient,  who  was  20  years  old,  had  bad  one 
child.  Menstruation  had  been  regular  for  two  years 
when  it  suddenly  stopped.  Eight  months  afterward 
there  was  a  bloody  discharge  but  foetal  movements 
were  felt  for  another  month.   There  was  no  marked 


pain.  Three  months  later  a  bougie  was  inserted 
and  the  cervix  dilated  under  anaesthesia.  The  uterus 
was  small  and  empty  but  at  the  right  was  a  mass 
the  size  of  the  gravid  uterus  at  term.  Cesarean  sec- 
tion revealed  a  dead  full-sized  male  foetus.  Hysterec- 
tomy and  a  right  salpingo-oophorectomy  were  done. 
There  were  no  signs  of  impending  rupture.  The 
patient  made  an  uneventful  recovery. 

The  specimen  consisted  of  the  body  of  the  uterus, 
the  gestation  sac,  and  the  right  tube  and  ovary. 
The  uterine  body  contained  decidual  cells.  The 
placenta  was  situated  on  the  uterine  side.  The 
ovary  contained  a  corpus  luteum.  The  tube 
appeared  normal.  From  the  position  of  the  gesta- 
tion sac  relative  to  the  uterus  and  the  round  ligament 
it  would  appear  that  the  specimen  represented  a 
pregnancy  in  a  rudimentary  horn.       M.  J.  Gklpi. 

MISCELLANEOUS 

Beruti,  J.  A.:  The  Possible  Uses  of  Diathermy 
(Thermopenetration)  in  Obstetrics  (Posibles 
aplicaciones  de  la  diatermia  (termopenetraci6n)  en 
obstetricia).     Semana  mcd.,  1919,  xxvi,  118. 

In  view  of  the  physiological  effects  of  diathermy 
and  its  successful  use  during  years  of  clinical  ex- 
perience in  other  specialties,  Beruti  considers  it 
desirable  that  its  usefulness  be  extended  to  include 
obstetrics  for  in  this  field  are  encountered  certain 
conditions  which  it  might  be  logically  inferred  would 
react  favorably  to  this  form  of  treatment. 

As  a  means  of  inducing  abortion  Beruti  believes 
diathermy  would  not  have  any  advantages  over  the 
ordinary  surgical  procedures  and  would  be  attended 
by  greater  risk  of  haemorrhage  and  failure  in  the 
progressive  mechanical  dilatation  of  the  uterus. 

As  regards  the  stimulation  of  uterine  contractions 
during  labor,  he  states  that  in  spite  of  certain  favor- 
able reports  of  the  use  of  direct  thermopenetration 
for  this  purpose,  he  is  of  the  opinion  that  the  method 
is  not  yet  sufficiently  perfected  and  would  endanger 
both  the  mother  and  child.  He  suggests,  however, 
that  it  would  be  justifiable  to  try  it  at  a  distance 
from  the  uterus  as  an  adjuvant. 

Another  condition  in  which  diathermy  might  be 
applicable  is  eclampsia.  Since  in  this  condition  renal 
function  is  disturbed,  since  strong  hyperaemia  may 
produce  a  very  beneficial  diuresis,  and  since  thermo- 
penetration of  the  kidneys,  though  difficult,  is 
practicable,  it  is  logical  to  assume  that  the  procedure 
would  be  a  very  valuable  addition  to  the  treatment. 
The  good  effects  of  decapsulation  of  the  kidney  are 
due  to  the  modification  of  the  renal  circulation  so 
produced.  Such  modification  might  be  produced  by 
diathermy  without  the  dangers  of  an  operation.  The 
objection  may  be  raised  that  there  would  be  danger 
of  burning  an  unconscious  patient,  but  while  this 
cannot  be  denied,  there  is  little  risk  if  the  treatment 
is  given  carefully. 

Good  results  might  be  obtained  from  diathermy 
also  in  pre-eclamptic  states  but  the  development  of 
the  uterus  would  make  the  application  difficult. 
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General  diathermy  has  given  very  good  results  in 
hypothermic  conditions.  Accordinlgy  there  is  reason 
to  suppose  it  would  be  valuable  for  athrcpsy  of  the 
new-born,  as  has  been  suggested,  and  for  the  treat- 
ment of  premature  infants  and  the  asphyxia  of  the 
new-born.  It  would  probably  be  efficacious  also  in 
cases  of  exhaustion  and  shock  following  profuse 
haemorrhages,  for  it  is  evident  that  in  these  condi- 
tions there  is  a  violent  disturbance  of  the  thermo- 
regulatory apparatus  of  the  body. 

Finally  the  author  suggests  that  diathermy  might 
be  useful  for  the  chills  of  puerperal  infection  and 
those  following  the  intravenous  injection  of  certain 
sera,  etc.  M.  M.  Matthies. 

Deluca,  F.  A.,  and  Widakowich,  V.:  What  is  the 
Origin  of  Univitelline  Twins?  (<iQual  es  el  origen 
de  los  gemelos  univitelinos?)  Semana  mid.,  1919, 
xxvi,  355. 

Among  the  various  hypotheses  which  have  been 
advanced  to  explain  the  occurrence  of  univitelline 
twin  pregnancy  is  that  of  Broman  who  claims  that  a 
normal  ovum  or  perhaps  an  ovum  with  two  nuclei 
is  penetrated  by  a  spermatozoon  with  two  pairs  of 
centrosomes.  Other  obstetricians  have  claimed 
that  such  pregnancies  are  more  common  in  luetic 
families  than  in  others.  Putting  these  two  hypo- 
theses together,  the  conclusion  arrived  at  would  be 
that  the  fathers  of  univitelline  twins  have  more 
spermatozoa  with  two  pairs  of  centrosomes  than 
men  who  are  not  syphilitic. 

According  to  Broman's  hypothesis  the  moment 
of  alteration  must  be  looked  for  in  a  very  early 
stage  of  development  when  there  are  two  or  more 
blastomeres.  The  entrance  of  a  spermatozoon  with 
two  pairs  of  centrosomes  into  a  normal  ovum  gives 
rise  to  tetrapolar  mitosis  which  causes  the  forma- 
tion of  four  blastomeres  which  in  turn  develop  into 
two  individuals,  joined  or  not  joined.  It  is  a  known 
fact  that  the  mature  ovum  grows  from  the  centro- 
some  and  that  the  centrosome  is  carried  by  the 
spermatozoon.  If  a  normal  spermatozoon  with 
two  centrosomes  penetrates  an  ovum,  a  bipolar 
mitosis  develops.  A  spermatozoon  with  two  tails, 
and  therefore  two  pairs  of  centrosomes,  would 
provoke  tetrapolar  mitosis.  This  theory  seems  to 
the  authors  the  most  reasonable  of  all  so  far  ad- 
vanced. 

On  examining  a  great  many  specimens  of  seminal 
fluid  a  certain  number  of  two-tailed  spermatozoa 
were  found  in  every  specimen  that  contained  sper- 
matozoa, but  they  were  much  more  numerous  in 
the  seminal  fluid  of  syphilitic  than  in  that  of  nor- 
mal men. 

Although  some  healthy  men  were  found  whose 
seminal  fluid  contained  only  one  or  two  two-tailed 
spermatozoa  to  the  thousand,  the  average  was  cer- 
tainly a  great  deal  higher  than  this.  Considering 
as  healthy  the  men  who  were  fathers  of  well- 
grown  robust  children,  the  authors  found  that  the 
two-tailed  spermatozoa  in  such  cases  averaged  6.12 
per  cent.    In  another  group  who  had  not  had  chil- 


dren but  were  apparently  healthy  the  average  was 
■5.03  per  cent.  The  largest  number  in  the  case  of  an 
apparently  healthy  individual  was  12  per  cent. 
The  average  in  the  seminal  fluid  of  men  with  clinical 
syphilis  was  13.13  per  cent,  and  in  that  of  men  with 
hereditary  syphilis,  32  per  cent.  The  largest  num- 
ber in  the  case  of  a  luetic  individual  was  72  per 
cent. 

The  vitality  of  these  anomalous  forms  is  not  less 
than  that  of  the  normal,  as  was  shown  in  a  micro- 
scopic field  in  which  all  the  spermatozoa  were  im- 
mobile except  one  with  two  tails  which  was  ex- 
tremely conspicuous  because  of  its  motility.  The 
probability  that  in  the  cases  of  syphilitics  a  two- 
tailed  spermatozoon  will  fecundate  any  ovum  is 
increased  also  by  the  fact  that  seminal  fluids  which 
contain  them  contain  also  many  others  showing 
various  types  of  deformity,  such  as  spermatozoa 
with  two  heads  and  one  tail,  two  heads  and  two 
tails,  three  heads,  etc.,  and  all  these  swim  poorly 
because  of  the  resistance  offered  by  their  heads. 

The  conclusions  drawn  are  as  follows: 

1.  The  theory  of  Broman.  according  to  which 
the  fecundation  of  a  normal  or  binuclear  ovum 
by  a  spermatozoon  with  two  tails  is  the  cause 
of  univitelline  pregnancy,  is  theoretically  well 
founded. 

2.  The  fact  that  univitelline  twins  occur  most 
frequently  in  syphilitic  families  and  the  greater 
frequency  of  spermatozoa  with  two  pairs  of  cen- 
trosomes in  syphilitics,  corroborate  the  hypothesis 
of  Broman.  M.  M.  Matthies. 

McQuarrie,  J.  G.:  FcEtal  Death:  A  Study  of  One 
Hundred  and  Nineteen  Deaths  in  a  Series  of 
Cases.     /.  Ant.  M.  Ass.,  1919,  Ixxiii,  1574. 

This  report  covers  a  series  of  2,717  deliveries  in 
the  University  of  California  Hospital.  Two  thou- 
sand, two  hundred  and  fifteen  of  the  patients  were 
delivered  in  the  hospital  and  502  at  their  homes. 
Estimating  the  period  of  possible  viability  (the 
thirtieth  week)  to  twelve  hours  after  delivery,  there 
were  97  foetal  deaths.  Within  these  limitations  the 
foetal  mortality  was  3.6  per  cent.  In  addition,  22 
foetal  deaths  which  occurred  between  the  fifth  and 
sixth  months  brought  the  total  number  up  to  119 
(4.4  per  cent). 

Chief  among  the  causes  of  death  were  syphilis, 
birth  trauma,  toxaemia,  foetal  abnormalities,  pre- 
maturity, and  placenta  praevia. 

Syphilis:  In  this  group  were  15  cases  (15.5  per 
cent).  All  of  these  mothers  had  treatment  for 
syphilis  during  pregnancy.  The  cases  were  diag- 
nosed from  strongly  positive  Wassermann  tests  in 
the  case  of  the  mother,  syphilitic  changes  in  the 
placenta,  or  definite  syphilitic  lesions  in  the  foetus. 
The  placenta  was  examined  microscopically  in  the 
entire  group.  In  17  cases  (17.5  per  cent)  the  evi- 
dence found  at  necropsy  was  not  sufficient  to  estab- 
lish a  definite  diagnosis.  Ten  of  the  infants  were 
macerated.  In  the  author's  opinion  80  per  cent  of 
this  group  were  really  syphilitic. 
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Birth  trauma:  The  36  cases  included  in  this 
group  (37.1  per  cent  of  the  total)  are  classified  as 
follows: 

Deaths  due  to: 

Prolapse  of  the  cord Q 

Low  and  mid  forceps 8 

High  forceps S 

Prolonged  labor 3 

Breech  presentation 5 

Version  and  extraction 3 

Asphyxia  due  to  delayed  delivery  after 

signs  of  danger  were  apparent 3 

It  is  possible  that  in  4  cases  diflferent  treatment 
would  have  saved  the  babies.  One  patient  received 
I  c.c.  of  pituitrin  during  the  first  and  second  stages 
of  labor  but  subsequently  the  use  of  high  forceps 
was  necessary.  In  the  case  of  another  patient  labor 
lasting  six  days  was  followed  by  manual  dilatation 
of  the  cervix  and  a  difficult  forceps  extraction.  In 
another  case  the  use  of  low  forceps  was  necessary 
after  pituitrin  had  been  given  three  times.  The 
remaining  patient,  who  had  a  flat  pelvis,  was  deliv- 
ered under  scopolamine-morphine  anaesthesia. 

Toxaemia:  Under  this  heading  are  grouped  q 
cases  (q.2  per  cent  of  the  total  mortality)  in  which 
some  disturbance  in  kidney  function,  toxaemia,  or 
eclampsia  either  caused  premature  labor  or  gave 
definite  indications  for  the  termination  of  preg- 
nancy. A  prenatal  clinic  is  maintained  at  the  Uni- 
versity of  California  Hospital  in  which  the  patient  is 
seen  every  two  weeks  but  in  some  instances  the 
toxaemia  developed  so  rapidly  that  a  threatening 
eclampsia  escaped  prenatal  observation. 

Foetal  abnormalities:  This  group  comprised  8 
cases  (8.2  per  cent)  in  all  except  i  of  which  the 
child  was  still-born.  The  single  exception  was  a 
hydrocephalic  child  which  made  respiratory  efforts 
during  extraction. 


Prematurity:  There  were  only  5  cases  in  this 
group  after  deducting  those  mentioned  previously. 
All  of  the  babies  survived  a  few  hours  after  birth  and 
autopsy  showed  no  other  abnormality  than  atelec- 
tasis. 

Placenta  praevia :  There  were  only  2  cases  in  which 
haemorrhage  occurred  before  manifestations  of  labor. 

Various  causes:  These  included  i  premature 
separation  of  a  normally  implanted  placenta,  2  cases 
of  premature  rupture  of  the  mcmbrances  (i  of  these 
ruptured  one  month  before  delivery  and  the  infant 
died  of  an  infection  which  ascended  through  the 
cord),  I  case  of  abdominal  pregnancy,  and  i  case 
of  cord  haemorrhage  due  to  slipping  of  the  cord  liga- 
ture in  the  case  of  a  seven-months'  infant  delivered 
by  caesarean  section  because  of  placenta  praivia.  In 
general,  this  series  showed  an  equal  division  between 
primipara;  and  multiparae. 

The  article  contains  several  tables  showing  the 
presentation,  the  relation  of  the  number  of  preg- 
nancies to  foetal  death,  and  the  age  of  the  mother. 
The  general  classification  of  the  total  number  of 
cases  is  as  follows: 

Cause  and  Period  of  One  Hundred  and 

Nineteen  Fcetal  Deaths 

Under  Over  Williams 

30      30  Per-   in  lo.cxw 

weeks  weeks    centage     cases 


Cause 

Syphilis o 

Unknown 5 

Birth  trauma o 

Toxaemia 4 

Foetal  abnormality i 

Prematurity 2 

Placenta  praevia 2 

Various 8 


15 

17 

36 

9 

8 

5 
2 


26.4 

18.0 

17.6 

6.5 

3-4 

71 

3-1 

II .  2 


Total. 


97     100. o 
H.  K.  Gibson. 
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ADRENAL,  KIDNEY,  AND  URETER 

Forni,  G.:  The  Course  of  Tuberculosis  in  a  Kidney 
after  Removal  of  the  Opposite  Kidney  (Sul 
decorso  dcUa  tubcrcolosi  in  un  rcne  dopo  I'asjjor- 
tazione  del  renc  opposto).  Arch.  ital.  di  chir.  19 19. 
i,  8s. 

Although  the  amount  of  experimental  work  on 
renal  tuberculosis  reported  in  the  literature  is 
enormous,  Forni  was  struck  by  the  paucity  of 
reports  regarding  the  influence  of  nephrectomy  on 
the  course  of  tuberculosis  in  the  retained  kidney. 
He  was  interested  in  the  question  whether  or  not 
the  hypertrophy  after  removal  of  a  kidney  affects 
the  remaining  diseased  organ  beneficially.  He 
reviews  the  experimental  work  which  relates  to 
this  question  and  cites  several  authors,  Uflfreduzzi 
in  particular,  who  produced  bilateral  renal  tuber- 
culosis by  direct  injection  of  a  pure  culture  of  tu- 
bercle bacilli  into  the  renal  parenchyma.  UfTreduzzi 
found  that  animals  upon  which  a  unilateral  nephrec- 
tomy was  performed  lived  longer  than  control 
animals  and  in  some  cases  the  progression  of  the 
disease  process  in  the  remaining  organ  was  very 
gradual.  In  several  instances  there  was  a  regression, 
partial  or  total,  which  resulted  in  a  clinical  cuie, 
healed  lesions  being  found  at  autopsy. 

Clinically  it  has  been  noted  that  vesical  tuber- 
culosis is  benefited  by  the  removal  of  a  tuberculous 
kidney.  Several  authors  are  quoted  also  who  report 
on  the  favorable  effects  of  nephrectomy  in  cases 
of  bilateral  renal  tuberculosis.  Removal  of  the 
more  diseased  kidney  is  sometimes  followed  by 
regression  of  the  process  in  the  other  organ,  life  is 
prolonged,  and  occasionally  there  is  complete 
recovery. 

Forni  has  attempted  to  reproduce  experimentally 
the  conditions  found  in  man  when  operative  inter- 
vention on  the  more  extensively  diseased  kidney 
is  indicated,  and  has  endeavored  to  follow  the 
changes  in  the  gross  and  microscopic  picture  which 
ensue  in  the  retained  tuberculous  kidney  after 
nephrectomy.  Tubercle  bacilli  of  both  human  and 
bovine  types  were  injected  into  the  kidneys  directly 
and  proper  control  animals  were  used.  Nephrec- 
tomy was  performed  after  from  thirty  to  sixty  days. 
The  kidneys  retained  were  studied  in  the  different 
animals  at  intervals  of  thirty,  sixty,  and  ninety 
days,  and  accurate  gross  and  microscopic  descrip- 
tions were  recorded.  These  are  given  in  detail  in 
this  article,  together  with  several  colored  illustra- 
tions. 

The  author's  results  and  conclusions  may  be 
summarized  briefly  as  follows: 

The  removal  of  one  kidney  means  an  increased 
blood  supply,  an  active  hyperemia,  for  the  remain- 


ing kidney.  An  organ  rich  in  blood  is  less  suscep- 
tible to  tuberculous  infection  than  an  organ  with  a 
poor  blood  supply.  Nephrectomy  is  well  boine 
by  most  animals.  In  general  it  may  be  stated  that 
the  compensatory  hypertrophy  with  hyperaemia 
has  a  favorable  influence  on  the  tuberculous  lesion 
in  the  remaining  kidney.  Comparing  the  kidneys 
with  those  of  the  control  animals,  it  was  noted  that 
the  tuberculous  lesions  were  less  diffuse  in  the  former 
and  more  circumscribed,  showing  less  tendency  to 
cavity  formation  and  a  greater  tendency  to  con- 
nective tissue  production  and  sclerosis.  There  may 
be  no  regression  of  the  lesions  but  they  tend  to 
remain  localized.  In  the  guinea  pig  and  rabbit 
nephrectomy  has  a  beneficial  influence  on  the  re- 
maining tuberculous  kidney,  and  in  the  evolution 
of  the  tuberculous  process  there  is  an  arrest  of 
extension  with  the  appearance  of  fibrous  tissue  for- 
mation and  sclerosis  demonstrating  a  tendency  to 
cicatrization  and  healing.  These  results  are  in 
accordance  with  clinical  reports,  and  therefore  it 
appears  that  removal  of  the  more  diseased  organ  is 
not  contra-indicated  in  bilateral  renal  tuberculosis. 

I.   F.   VOLINI. 

Berry,  F.  B.:  Report  of  Three  Cases  of  Combined 
Tu.nors  of  the  Kidney  in  Adults.  J .  Med.  Re- 
search, 1919,  xl,  459. 

Mixed  tumors  of  the  kidney  in  the  adult  are  rare 
and  of  an  entirely  different  character  from  those 
which  arise  congenitally. 

The  tumors  reported  here,  the  author  states, 
should  not  be  confused  with  the  more  common  em- 
bryonic mixed  tumor  of  the  kidney  in  children, 
which  is  the  usual  type  of  renal  tumor  in  children 
but  extremely  rare  in  adults. 

Of  the  three  growths  herein  described,  the  first 
contained  the  elements  of  a  fibrosarcoma  and  an 
adrenal-cell  carcinoma;  the  second  was  a  combina- 
tion of  a  fibrosarcoma  and  a  papillary  adenocar- 
cinoma; and  the  third  an  adrenal-cell  carcinoma 
and  a  leiomyosarcoma.  During  the  past  twenty 
years  but  four  such  cases  passed  through  the  patho- 
logic laboratory  of  the  Boston  City  Hospital:  the 
three  described  by  the  author  and  that  of  a  man  51 
years  of  age  in  whose  case  autopsy  showed  an  adrenal 
tumor  at  the  upper  pole  of  the  kidney,  a  true  renal- 
cell  adenoma,  and  a  carcinoma  of  the  colon. 

Aside  from  the  teratomata  and  embryomata  of 
the  testis  or  ovary  and  mixed  tumors  of  the  parotid 
gland,  combined  tumors  of  the  same  organ  have  occa- 
sionally occurred,  as  for  example  epithelial  and  sar- 
comatous tumors  occurring  side  by  side  in  the  breast 
and,  in  rare  instances,  the  same  combination  in  the 
uterus.  Of  the  last  type  mentioned  there  has  been 
one  case  of  adenocarcinoma  and  fibrosarcoma  of  the 
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fundus  and  one  of  adenocarcinoma,  epidermoid  car- 
cinoma, and  fibrosarcoma,  all  primary  in  the  fundus. 

From  the  standpoint  of  embryology  all  three  of  the 
cases  cited  by  Berry  might  be  classed  simply  as  sar- 
coma on  the  ground  that  the  cortex  of  the  adrenal 
and  the  tubules  of  the  kidney  are  both  of  mesen- 
chymal origin.  Regarding  the  proper  classification 
of  adrenal-cell  tumors  alone  there  has  been  much  dis- 
cussion and  uncertainty.  As  to  whether  the  sar- 
coma in  two  of  the  author's  cases  was  secondary  to 
the  epithelial  type  of  growth  and  merely  an  exces- 
sive reaction  on  the  part  of  the  stroma,  Berry  states 
that  in  both  of  these  cases  there  were  two  distinct 
tumors  each  of  which  was  growing  quite  independ- 
ently of  the  other. 

A  review  of  the  literature  on  the  subject  of  kidney 
neoplasms  revealed  two  divergent  opinions  as  to  the 
origin  of  the  hypernephroid  variety.  According  to 
one  group  of  investigators  they  arise  from  adrenal 
rests.  Uthers  are  inclined  to  the  view  that  they  orig- 
inate from  regeneration  of  tissue.  Combined  tumors 
were  rare. 

The  author  found  that  it  was  not  possible  to 
determine  the  origin  of  these  tumors  exactly.  Re- 
garding two  of  them,  he  considered  three  possi- 
bilities: 

1.  A  true  mixed  tumor  with  the  two  parts  inter- 
lacing throughout,  such,  for  example,  as  a  mixed 
tumor  of  the  parotid  gland.  This  he  definitely  ruled 
out,  however;  for  in  both  of  these  cases  the  different 
types  of  growth  were  quite  distinct  from  one  another 
and  each  part  had  its  own  stroma. 

2.  A  true  combination  of  two  tumors — epithelial 
and  connective  tissue. 

3.  A  sarcoma  stimulated  by  the  carcinoma  and 
hence  merely  overactive  stroma. 

By  the  same  reasoning  that  the  neoplasms  de- 
scribed did  not  fall  into  the  first  class  mentioned,  it 
seemed  more  probable  that  they  were  true  combina- 
tions of  two  tumors  rather  than  overactive  stroma. 
This  view  was  supported  still  further  by  the  neo- 
plasms in  the  third  case.  Inasmuch  as  the  sarcoma 
here  was  of  the  smooth-muscle  type,  it  was  evident 
that  it  was  merely  overactive  stroma.  In  this  in- 
stance undoubtedly  both  of  the  tumors  arose  from 
fcEtal  rests  beneath  the  capsule  of  the  kidney.  In  ad- 
dition the  arrangement  of  the  types  of  growth  was 
the  same  in  the  three  cases  and  therefore  Berry  was 
inclined  to  place  the  first  two  cases  in  the  same  class 
as  the  third  and  regard  them  all  as  true  combined 
tumors.  G.  E.  Beilby. 

Young,  E.  L.,  Jr. :  Silent  Renal  Calculi.    Boston  M. 
b^S.J.,  1919,  clxxxi,  573. 

The  frequency  of  so-called  silent  renal  calculi, 
the  damage  done  by  them,  and  the  length  of  time 
required  for  such  damage  are  questions  the  author 
seeks  to  answer  by  a  review  of  the  recent  literature 
and  3,960  autopsies  done  at  the  Massachusetts 
General  Hospital  since  1896. 

Text-books  teach  that  a  stone  is  a  potential  or 
an  actual  cause  of  injury  and  therefore  should  be 


removed,  but  a  review  of  the  literature  favors  the 
opinion  that:  (i)  operation  is  not  necessary  when 
the  stones  are  small;  (2)  stones  in  the  calyces  cause 
little  damage  unless  their  presence  results  in  obr 
struction  and  infection;  and  (3)  pelvic  stones  are 
much  more  harmful  than  cortical  stones. 

Thirty-seven  cases  of  stone  were  found  in  the 
autopsy  series,  all  those  of  patients  who  had  en- 
tered the  hospital  for  some  other  condition.  Of 
these,  24  had  had  no  symptoms.  In  4  cases  the 
urine  was  negative.  In  13  there  was  a  slight  trace 
of  albumin  with  a  few  pus  cells,  and  in  6,  much  al- 
bumin and  pus.  The  stones,  which  were  bilateral 
in  7  cases  and  multiple  in  20,  varied  in  size  from 
I  mm.  to  large  stones  which  almost  filled  the  kid- 
ney. In  15  cases  there  was  no  gross  damage.  In 
Q  of  these  slight  dilation  of  the  pelvis  or  calyces  or 
some  slight  atrophy  of  the  renal  elements  was  found. 
In  22,  the  kidney  had  been  more  or  less  damaged. 
In  5,  chronic  interstitial  nephritis  was  present, 
but  this  had  no  relation  to  the  stones.  Micro- 
scopic examination  revealed  atrophy  in  several 
cases.  Fravk  JIinm.'^n'. 

BLADDER,  URETHRA,  AND  PENIS 

Buerger,  L. :  The  Pathology  and  Operative  Treat- 
ment of  Contracture  of  the  Neck  of  the  Blad- 
der.   /.  Am.  M.  Ass.,  1919,  Ixxiii,  1677. 

The  author  restricts  the  term  "contracture  of  the 
neck  of  the  bladder  "  to  designate  pathologic  process- 
es involving  the  region  of  the  internal  vesical 
sphincter  and  the  adjacent  peri-urethral  tissues  of 
the  prostatic  urethra  which  do  not  belong  to  the 
class  of  true  neoplastic  formations  and  result  in  a 
greater  or  less  coarctation,  rigidity,  or  distortion  of 
this  portion  of  the  urethro vesical  canal.  The 
author's  conclusions  are  somewhat  at  variance  with 
the  observations  of  those  whose  investigations 
are  based  for  the  most  part  on  material  obtained 
at  necropsy. 

While  admitting  that  the  work  of  Randall  and 
the  anatomical  studies  of  Lowsley  are  very 
valuable  in  demonstrating  that  there  are  other 
vesical  obstructions  than  pure  adenomata  and  so- 
called  hypertrophies,  his  clinical  and  pathological 
observations  seem  to  accord  rather  with  the 
occasional  clinical  findings  of  other  authors  who 
report  true  stenosis  of  a  fibrotic  character  at  the 
internal  urethrovesical  outlet.  Although  other  forms 
have  been  encountered,  they  all  have  this  in  com- 
mon, i.e.,  an  essentially  fibrotic  or  inflammatory 
fibrotic  lesion  occupying  the  internal  vesical  sphinc- 
ter and  the  peri-urethral   intraprostatic   region. 

The  author  proposes  a  new  operative  procedure  in 
the  treatment  of  these  cases  based  wholly  on  the 
nature  of  his  pathologic  findings  which  have  demon- 
strated extensive  involvement  of  the  adjacent 
parts  in  the  sphincteric  lesions. 

He  divides  his  1 7  cases  pathologically  into  three 
classes:  (i)  fibrosis  (8  cases);  (2)  fibrosis  and  in- 
flammation (4  cases);  and  (3)   fibrosis  associated 
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with  adenomata  or  fibromata,  or  infiltrating  ade- 
nomata (s  cases). 

Buerger  maintains  that  lesions  such  as  those  in 
these  17  cases  of  contracture  are  too  extensive  and 
deep  to  be  materially  influenced  by  anything  but  a 
radicar  operation.  During  the  last  three  or  four 
years,  therefore,  his  procedure  has  been  as  follows: 

The  internal  sphincter  is  exposed  suprapubically 
and  the  nature  of  the  contracture  studied  visually 
and  by  the  insertion  of  the  index  finger  which  finds  in 
most  cases  the  ring  so  sclerotic  and  tightly  contracted 
that  the  finger  tip  cannot  be  made  to  enter  it  without 
tearing.  Tearing  is  then  done,  the  tear  usually 
occurring  at  the  anterior  commissure.  The  inferior 
posterior  lip  of  the  sphincteric  region  is  then  grasped 
with  forceps  and  drawn  upward  so  as  to  give  better 
exposure.  The  amount  of  tissue  seized  in  the  forceps 
depends  upon  the  nature  of  the  lesion,  a  smaller  or 
larger  bite  being  taken  according  to  the  apparent 
extent  of  the  contracture.  A  sufficient  amount  of  the 
sphincter  having  been  seized  with  the  forceps,  it  is 
removed  in  a  large  pyramidal  piece  by  means  of  a 
long  sharp  knife.  The  base  of  the  pyramid  is  formed 
by  a  portion  of  the  bladder  floor,  its  lateral  walls  by 
the  lateral  margin  of  the  sphincter,  and  its  apex  by 
the  fossula  prostatica  near  the  verumontanum. 
The  incision  is  carried  downward  for  at  least  1%. 
cm.  or  more  through  the  sphincter  into  the  prostate. 
Usually  an  intact  piece  may  be  removed.  The 
sphincter  is  then  dilated  with  the  finger,  and  the 
urethra  further  dilated  with  a  sound.  Bleeding  is 
controlled  by  a  small  pack  placed  in  the  sphincter 
region  and  posterior  urethra  and  carried  out  through 
the  suprapubic  wound.  If  stitches  are  required  to 
control  the  bleeding,  care  should  be  taken  not  to 
bring  the  cut  mucosal  edges  together. 

In  the  1 7  cases  operated  upon  in  which  the  diag- 
nosis was  confirmed  by  pathologic  examination  there 
were  13  cures  and  2  failures.  One  of  the  failures  was 
a  case  of  complete  retention  of  urine  and  the  other 
the  case  of  a  highly  neurotic  patient.  Two  other 
patients  were  merely  improved  although  one  of  them 
is  almost  free  from  symptoms.         Frank  Hinman. 

GENITAL  ORGANS 

Meaker,  S.  R.:  A  Modified  Operation  for  Scrotal 
Varicocele,  together  with  a  Local  Anaesthetic 
Technique.   Lancet,  19 19,  cxcvii,  973. 

The  author's  operation,  which  is  based  on  ana- 
tomical principles,  is  very  simple  and  can  be  very 
quickly  performed  under  a  local  anaesthetic.  It 
is  more  directly  applicable  to  moderate  sized  vari- 
coceles, however,  than  to  the  large  ones.  For  the 
latter,  the  Parona  operation  is  the  method  of  choice. 

Through  the  high  varicocele  incision  the  inter- 
columnar  and  cremasteric  fasciae  are  picked  up  and 
nicked,  exposing  the  cremaster.  Then  four  sutures 
are  introduced  from  within  the  cremaster  tube,  pick- 
ing the  muscle  up  in  three  or  four  places.  Four 
sutures  are  then  placed  anteriorly  from  without,  also 
picking  up  the  muscle.    Care  is  taken  to  place  the 


sutures  in  the  long  axis  of  the  tube  and  to  avoid  the 
genitocrural  nerve.  They  are  so  introduced  that, 
when  tied,  the  top  of  the  testicle  is  at  the  level  of 
the  root  of  the  penis.  The  edges  of  the  incision  are 
approximated  into  the  tube.  The  posterior  sutures 
are  tied  first  and  then  the  anterior  sutures.  If  neces- 
sary, an  external  suture  is  placed  in  the  cremasteric 
incision.  If  it  is  desirable  to  remove  any  large  veins 
they  are  resected  individually,  no  effort  being  made 
to  approximate  the  cut  ends.  This  part  of  the 
operation  is  done  before  the  sutures  are  introduced 
into  the  muscle. 

When  working  with  the  patient  under  a  local 
anaesthetic  the  author  gives  preliminary  hypoder- 
mics of  morphine  and  scopolamine,  graduating  the 
dose  according  to  the  patient's  age  and  temperament 
and  the  magnitude  of  the  operation. 

The  anaesthetic  is  given  in  two  stages.  First,  the 
cord  is  held  between  the  left  thumb  and  forefinger 
at  the  exit  from  the  external  ring  and  one  drop  of 
a  2  percent  solution  of  novocaine  is  injecteid  into  the 
skiji  directly  over  the  cord.  Second,  a  fipe  needle  is 
passed  through  the  anaesthetized  area,  the  needle 
being  detached  from  the  syringe  in  order  to  detect 
bleeding  if  a  vein  is  struck,  which,  however,  is  a 
rare  occurrence.  Four  cubic  centimeters  of  2  per 
cent  solution  are  then  injected  into  the  cord.  In 
five  minutes  a  conductive  anaesthesia  of  the  scrotal 
contents  results.  In  the  meantime  the  skin  is  infil- 
trated. Following  the  operation  the  patient  may  be 
allowed  to  get  up  in  about  one  week  and  is  able  to 
discard  the  suspensory  in  a  fortnight. 

The  operation  described  gives  adequate  and  per- 
manent support  to  the  testicle  with  few  adhesions 
and  no  restriction  of  mobility.  There  is  little  or  no 
thickening  in  the  operative  area  and  no  postopera- 
tive congestion.  J.  E.  Struthers. 

Moreau,  L. :  The  Surgical  Treatment  of  Gon- 
orrhoeal  Epididymitis  (Traitement  chirurgical 
des  epididymites  blennorrhagiques) .  /.  d'urol.  mid. 
etchir.,  1919,  viii,  187. 

In  persistent  gonorrhocal  epididymitis,  epididymot- 
omy  has  demonstrated  the  presence  of  purulent 
collections  in  the  inflamed  tissues  and  the  fact  that 
their  evacuation  usually  suffices  to  overcome  the 
symptoms.  It  is  well,  however,  to  complete  the  epi- 
didymotomy  by  opening,  inverting,  and  resecting 
the  tunica  vaginalis  which  will  always  be  found 
to  contain  fluid. 

The  author  gives  the  stages  of  his  operative  treat- 
ment as  follows: 

1.  Local  anaesthesia  induced  with  stovaine. 

2.  A  longitudinal  incision  in  the  globus  minor 
which  has  the  appearance  of  a  more  or  less  volum- 
inous tumor;  if  necessary  this  incision  is  prolonged 
into  the  globus  major. 

3.  Curettage  of  the  globus  minor. 

4.  Opening  of  the  tunica  vaginalis  and  destruction 
of  the  partitions  which  divide  it. 

5.  Reflection  and,  if  necessary,  resection  of  the 
tunica  vaginalis. 
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6.  Replacement  of  the  testicle  and  insertion  of  a 
drain  which  is  led  out  through  the  lower  end  of  the 
scrotal  wound. 

Drainage  is  discontinued  after  the  second  or 
third  day.  The  patient  is  able  to  get  up  early  and 
the  operative  results  are  excellent. 

W.  A.  Brennan. 

Hubbard,  T.  B.:  Epididymototny  Treatment  of 
Acute  Gonorrhoeal  Epididymitis.  South.  M. 
J.,  1919,  xii,  619. 

The  author  summarizes  his  experience  with 
epididymotomy  in  acute  epididymitis  in  a  series  of 
twenty-five  cases  operated  upon  in  an  army  base 
hospital. 

Hubbard  believes  that  the  operation  is  imperative 
in  acute  cases  with  rapid  swelling  of  the  epididymis 
and  severe  pain  and  should  be  performed  early.  It 
is  advisable  also  in  recurrent  and  relapsing  cases. 

To  prevent  postoperative  hydrocele  the  author 
resects  the  tunica  vaginalis  close  to  the  epididymis 
and  provides  drainage.  In  the  series  reported  there 
was  no  recurrence  in  the  cases  which  could  be  fol- 
lowed, and  the  operation  gave  immediate  relief. 

H.  L.  Sanford. 

Michelson,  H.  E.:  Syphilis  of  the  Epididymis.   J. 

Am.  M.  Ass.,  1919,  Ixxiii,  1431. 

Syphilitic  involvement  of  the  epididymis  or  cord 
independent  of  disease  of  the  testicle  is  rare.  Three 
forms  of  syphilitic  epididymitis  have  been  described: 
(i)  acute,  diffuse,  interstitial;  (2)  chronic,  diffuse, 
interstitial,  and  (3)  gummatous  (circumscribed). 

The  diffuse  type  is  the  more  acute  and  may  occur 
after  the  second  month  of  infection.  Very  few  cases 
have  been  reported  which  occurred  before  the  third 
year,  and  the  majority  of  cases  occur  after  the  fifth 
year.  Shadek  states  that  in  the  early,  diffuse  variety 
of  syphilitic  epididymitis  there  is  a  partial  or  total 
swelling  of  the  entire  epididymis.  This  swelling  at 
first  feels  uniform,  elastic,  and  smooth,  and  does  not 
attain  a  large  diameter.  As  the  process  continues, 
however,  distinct  indurations  develop  which  vary  in 
size  from  that  of  a  bean  to  that  of  a  hazelnut.  Pinner 
states  that  these  are  often  found  in  the  upper  pole, 
more  seldom  in  the  body,  and  rarely,  if  ever,  in  the 
lower  pole.  The  enlargement  is  rather  acute,  some- 
what painful,  and  accompanied  by  hydrocele.  After 
a  few  days  the  condition  can  be  detected  by  palpa- 
tion as  a  painless,  irregular,  elastic,  rather  hard 
thickening  of  the  entire  organ.  After  a  few  months 
the  induration  may  become  absorbed  and  the  epidi- 
dymis may  return  to  its  normal  size,  but  more  often  it 
remains  very  solid  and  somewhat  sensitive.  In  some 
cases  it  becomes  atrophic,  occluding  the  lumen.  In 
the  early  type  the  process  seldom  passes  on  to  the 
testicle,  while  in  the  gummatous  stage  the  testicle 
is  first  attacked.  The  inflammation  is  rarely  bilat- 
eral. 

The  chronic,  diffuse,  interstitial  type  is  a  connec- 
tive-tissue change  which  may  follow  the  more  acute 
variety  or  come  on  independently.  It  is  then  a  slow, 


chronic,  diffuse  process,  or  a  process  consisting  of  a 
series  of  distinct  cartilaginous  indurations.  The  con- 
dition is  painless.  Examination  reveals  the  entire 
epididymis  as  a  firm,  resistant,  solid,  uneven,  in- 
dented tumor  which  is  in  apposition  with  the  testicle 
but  does  not  overlap  it.  The  induration  ends  ab- 
ruptly and  does  not  taper  into  normal  tissue.  The 
vas  deferens  is  rarely  involved. 

The  gummatous  type  of  syphilitic  epididymitis 
begins  in  the  late  periods  of  the  disease.  Several 
small  nodules,  varying  in  size  from  that  of  a  bean  to 
that  of  a  hazelnut,  develop  in  the  body  or  head  of 
the  epididymis.  The  masses  are  smooth,  quite  hard, 
and  painless.  They  rarely  break  down  to  the  extent 
that  they  rupture  externally.  The  tumor  has  a  con- 
nective-tissue origin,  either  from  the  external  coats 
of  a  blood  vessel  or  from  connective-tissue  mem- 
brane. It  is  made  up  largely  of  fibrous  tissue  and 
goes  through  the  various  phases  which  are  character- 
istic of  all  gummata.  Gummata  of  the  epididymis 
may  be  secondary  to  gummatous  involvement  of 
the  testicle. 

The  author  gives  the  reports  of  7  cases  and  draws 
the  following  conclusions: 

1.  Syphilitic  involvement  of  the  epididymis  is 
not  an  extremely  rare  occurrence. 

2.  Bilateral  involvement  is  unusual. 

3.  The  more  common  type  is  the  chronic,  diffuse, 
interstitial  type. 

4.  Some  cases  of  hydrocele  are  due  to  syphilis. 

5.  All  patients  presenting  themselves  for  disease 
of  the  scrotal  contents  should  be  examined  for 
syphilis. 

6.  The  diseased  portion  is  not  necessarily  con- 
fined to  the  upper  pole,  the  entire  epididymis  being 
frequently  involved.  B.  S.  Barringer. 

Lydston,  G.  F.,  and  Latimer,  M.  J.:  The  Etiology 
of  Hypertrophied  Prostate.  Am.  Med.,  1919, 
n.  s.  xiv,  699. 

The  authors  have  carefully  reviewed  the  history 
of  the  different  causes  of  prostatic  hypertrophy  and 
sum  up  their  conclusions  in  these  words: 

"Whether  or  not  the  bacillus  coli  primarily  is 
responsible  for  a  single  case  of  prostatic  hyper- 
trophy, the  fact  remains  that  prostatic  disease  of 
whatever  kind  is  a  constant  invitation  to  colon- 
bacillus  infection,  and  few  cases  of  primary  prostatic 
enlargement  run  their  course  without  its  develop- 
ment. Irrespective  of  its  etiologic  importance,  it  is 
obvious  that  the  effect  of  intercurrent  colon-bacillus 
infection  must  be  an  increase  of  the  enlargement 
and  of  the  obstructive  effect  of  the  prostatic  disease. 
As  bearing  upon  the  etiology  of  prostatic  hyper- 
trophy, in  the  authors'  experience  superadded  colon- 
bacillus  infection  of  the  prostate  and  bladder  is  sug- 
gestively frequent  in  subacute  and  chronic  deep- 
seated  gonorrhoea.  A  very  large  proportion  of  cases 
of  chronic  so-called  gonorrhoeal  cystitis  and  prosta- 
titis really  are  colon-bacillus  infections  in  which 
gonorrhoea  merely  has  prepared  the  soil  and  plays 
a  distinctly  subordinate  r61e. "  W.  E.  Lower. 
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LaRose,  V.  J.:  Prostatectomy:  A  Study  of  Thirty- 
Four  Cases  from  the  Standpoint  of  Mortality 
and  Morbidity.  J. -Lancet,  1919,  xxxix,  519. 

In  discussing  the  pre-operative  treatment  LaRose 
emphasizes  the  necessity  for  careful  preparation 
and  study  of  each  case.  Many  of  his  patients  came 
to  him  with  severe  traumata  of  the  urethra  requiring 
suprapubic  drainage  for  long  periods. 

Of  the  various  operative  procedures  the  author 
prefers  the  two-stage  suprapubic  method  with 
combined  local  and  general  anaesthesia.  Only  in 
comparatively  young  and  vigorous  patients  does 
he  perform  a  one-stage  operation. 

In  the  series  of  34  cases,  3  deaths  occurred  soon 
after  operation:  i  from  cerebral  embolus,  i  from 
uraemia,  and  i  from  bronchopneumonia.  Six  of 
the  patients  died  from  intercurrent  diseases  at 
varying  periods  after  operation.  Twenty-five  are 
living  and  well  from  one  to  twelve  years  after 
operation.  H.  L.  Sanford. 

Pauchet,  V.:  Prostatectomy  under  Local  Anaes- 
thesia (Prostatectomie  sous  anesth6sie  locale). 
Paris:  Maloine,  1919. 

This  work  is  based  on  500  prostatectomies  per- 
formed by  the  author.  In  the  beginning  the  mortality 
varied  from  10  to  15  per  cent,  but  has  since  fallen  to 
2  or  3  per  cent,  and  in  the  last  50  cases  there  were 
no  deaths. 

The  author  has  performed  72  perineal  pros- 
tatectomies, 2  by  the  suprapubic  and  perineal  routes 
combined.   He  follows  chiefly  Freyer's  technique. 

When  it  is  probable  that  infection  has  occurred 
the  deferent  canals  are  sectioned  to  prevent  orchitis. 
To  avoid  the  risk  of  haemorrhage  the  prostatic 
cavity  is  tamponed.  In  cases  of  bladder  infection, 
acute  retention,  distention  of  the  bladder,  incon- 
tinence, renal  or  cardiac  insufficiency,  diabetes, 
obesity,  hernia,  and  poor  general  condition,  the 
operation  is  performed  in  two  stages.  In  such  cases 
cystostomy  with  section  of  the  deferent  canals  under 
local  anassthesia  is  not  attended  by  risk. 

The  second  stage  of  the  operation  is  performed 
several  weeks,  or  better,  several  months  after  the 
first  stage,  when  the  urine  is  clear  and  the  patient 
appears  to  be  in  good  general  condition. 

The  author  uses  sacral  anasthesia  induced  by 
three  injections  of  5  cubic  centimeters  of  Corbiere 
novocaine-adrenalin  on  each  side  of  the  sacrum. 

Emphasis  is  placed  upon  the  importance  of  post- 
operative care.  The  tampon  is  withdrawn  after 
four  days  and  a  suprapubic  sound  inserted.  After 
eight  days  a  retention  urethral  catheter  is  intro- 
duced. The  bladder  is  closed  under  local  anaesthesia 
fifteen  days  after  the  operation.  Healing  is  usually 
complete  in  from  twenty  to  twenty-five  days. 

Breathing  exercises  and  general  massage  during 
the  postoperative  course  are  recommended  to 
stimulate  the  general  vitality,  and  disinfection  of 
the  teeth  is  advised  to  prevent  digestive  disturb- 
ances and  pulmonary  complications, 

W.  A.  Brennan. 


MISCELLANEOUS 

Juaristi,  v.:  Traumata  of  the  Urinary  System  as 
Occupational  Accidents  (Los  traumatismos  del 
aparato  urinario  como  accidentes  del  trabajo). 
Prog,  de  la  din.,  Madrid,  1919,  vii,  198. 

Neither  the  laws  nor  the  physicians  (oi  .Spain?) 
take  into  consideration  other  lesions  than  those 
of  the  limbs,  head,  and  eyes  as  accidents  due  to 
occupation.  Among  visceral  lesions  only  hemiac 
receive  any  attention,  yet  injuries  of  the  urinary 
system  are  neither  rare,  insignificant,  nor  free  from 
medicolegal  problems.  The  patient's  future  depends 
on  immediate  care  and  this  is  usually  not  available. 
Moreover,  in  estimating  how  much  the  workman 
is  incapacitated  consideration  is  not  taken  of  many 
contingencies  which  may  make  his  future  worse 
than  might  be  expected  from  an  apparently  good 
present  condition. 

The  kidney,  in  spite  of  its  position  and  muscular 
protection,  suffers  contusions  the  effects  of  which 
are  aggravated  by  the  great  vascularity  of  the 
organ.  Usually  these  injuries  are  caused  by  falls, 
crushing  accidents,  or  trampling  by  horses  or 
cattle,  as  in  the  bull  fights,  though  muscular  strain 
such  as  that  of  ball  playing  may  also  produce  them. 
Such  cases  are  not  reported  oftener  because  renal 
tears  are  cicatrized  so  easily  and  promptly  and 
because  the  renal  lesion  is  usually  associated  with 
rupture  of  other  viscera  or  fracture  of  the  ribs  or  ver- 
tebrae which  are  more  obvious.  Even  in  postmortem 
examinations  the  kidneys  may  be  overlooked  unless 
a  previous  haematuria  has  called  attention  to  them. 

The  lesions  observed  by  the  author  have  varied 
somewhat  from  the  six  experimental  types  of  Tuffier: 
(i)  simple  capsular  ecchymosis;  (2)  laceration  of 
the  pedicle;  severe  or  even  fatal  haematuria;  rup- 
ture of  the  ureter;  (3)  subcortical  rupture;  tearing 
of  the  parenchyma  in  a  limited  area,  the  intrarenal 
haematoma  being  walled  in  by  the  unbroken  capsule 
walls;  (4)  longitudinal  and  transverse  cortico- 
meduUary  ruptures  of  all  degrees;  complete  or  in- 
complete fissures;  severing  of  a  portion,  usually 
one  pole;  (5)  comminution  comparable  to  an  explo- 
sion, the  numerous  small  fragments  always  being 
wedgeshaped;  and  (6)  rupture  into  the  peritoneum. 

The  symptomatic  picture  varies  according  to 
whether  the  renal  lesions  are  simple  or  associated 
with  other  injuries.  If  pain  and  haemorrhage  are 
severe,  shock  is  intense;  otherwise  it  may  be  absent 
or  come  on  late.  The  most  constant  local  symptom 
is  the  defensive  reaction  of  the  lumbo-abdominal 
muscles.  Colicky  pain  due  to  the  passage  of  coag- 
ula  or  particles  of  parenchyma  is  seldom  absent  in 
the  region  of  the  kidney.  Haemorrhage  is  almost  a 
pathognomonic  symptom.  It  presents  itself  as 
haematuria  if  the  passages  are  open  to  the  meatus, 
or  as  a  perinephric  haematoma  if  the  passages  are 
obstructed,  the  capsule  is  broken,  or  there  is  a 
lesion  of  the  vascular  pedicle. 

If  the  damage  is  not  so  great  that  the  patient 
does  not  react  and  spontaneous  haemostasis  is  not 
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established  promptly  and  if  the  ureter  remains 
permeable,  it  is  probable  that  cicatrization  will  take 
place  after  the  immediate  degeneration  of  the 
separated  fragments.  In  such  case  part  of  the  kidney 
becomes  scar  tissue  and  the  remainder  hyper- 
trophies to  compensate  for  the  loss. 

Surgical  intervention  is  therefore  not  always 
necessary,  but  the  indication  is  absolute  under  the 
following  circumstances:  intense  or  continuous 
haemorrhage  without  noticeable  diminution;  fre- 
quent or  permanent  obstruction  of  the  ureter  or 
urethra  by  coagula  or  fragments;  perirenal  infiltra- 
tion of  urine;  infection  and  tearing  of  the  perito- 
neum. 

The  acute  situation  having  been  met,  it  remains 
to  decide  upon  the  permanent  disability.  In 
Juaristi's  judgment,  this  is  apt  to  be  important, 
since  such  accidents  have  severe  sequelae  such  as 
sclerosis,  nephritis,  hydronephrosis.,  fistula,  hernia, 
etc.  Accordingly  he  believes  such  patients  should 
be  adjudged  larger  indemnities  than  are  now  con- 
sidered sufficient  upon  a  declaration  of  partial 
disability. 

Injuries  to  the  urethra  occur  from  straddle  falls 
and  crushing  accidents  to  the  pelvis.  Although  there 
are  exceptions,  the  anterior  urethra  is  usually  torn 
in  the  former  type  of  accident  and  the  posterior 
urethra  by  the  latter. 

The  anterior  urethra  is  always  torn  in  front  of  the 
bulb  and  as  a  rule  the  rupture  is  subcutaneous.  A 
history  of  an  accident  followed  by  urethrorrhagia 
interrupted  only  by  clots  establishes  the  diagnosis. 
Immediate  removal  to  an  operating  room  is  neces- 
sary so  that  intervention  may  be  had  promptly  to 
prevent  infiltration  of  the  urine  and  if  possible  to 
correct   the  urethra. 

In  any  case,  the  essential  problem  is  to  secure 
the  upper  end  of  the  urethra.  It  may  be  necessary 
to  resort  to  a  hypogastric  incision  and  practice 
retrograde  catheterization.  Often  plastic  work  must 
be  done  to  re-establish  the  urethra,  and  there  are 
cases  in  which  repair  is  impossible,  the  only  recourse 
being  a  hypogastric  meatus. 

Such  a  patient,  after  suffering  for  months,  could 
not  possibly  be  considered  as  having  a  full  working 
capacity;  there  would  be  at  least  permanent  partial 
disability,  and  more  probably  total  disability.  The 
author  makes  a  strong  protest  against  the  injustice 
which  deprives  such  persons  of  proper  compen- 
sation. M.  M.  Matthies. 

Schmidt,  L.  E. :    Bacteriuria.     Illinois  M.  J.,  1919, 
xxxvi,  188. 

If  freshly  voided  urine  free  from  pus  is  turbid,  the 
turbidity  being  due  entirely  to  the  presence  of 
micro-organisms  and  not  to  urinary  salts,  this 
conditiv)n  is  referred  to  as  "bacteriuria." 

There  is  a  class  of  cases  of  bacteriuria,  however, 
where  pus  also  is  found  in  the  urine  because  of 
the  presence  of  an  inflammatory  condition.  In  the 
vast  majority  of  cases  seen  in  routine  practice  the 
urine  contains  pus  in  varying  amounts  and  this 


pus  may  or  may  not  have  a  bearing  on  the  bacte- 
riuria. Take  for  instance  the  so-called  colon-bacillus 
infections  of  the  kidneys.  In  these,  pus  and  blood 
.are  found  in  the  urine  as  well  as  large  numbers  of 
bacteria.  In  some  other  conditions  also  the  bacteria 
may  descend  from  the  upper  urinary  tract  but  the 
pus  may  come  from  some  chronic  inflammatory 
condition  of  the  urethra  or  adnexa. 

Another  class  of  cases  are  those  in  which  the 
presence  of  pathologic,  conditions  outside  of  the 
urinary  tract  has  been  definitely  demonstrated  and 
the  bacteria,  pus,  and  blood  make  their  entrance 
into  the  urinary  stream  from  these  foci. 

Finally,  there  is  a  distinct  group  of  cases  in  which 
there  is  a  complete  absence  of  demonstrable  lesions 
and  pus,  and  the  turbidity  of  the  urine  is  due  entirely 
to  the  presence  of  bacteria. 

In  the  investigation  of  bacteriuria  and  the  bac- 
teriology of  the  urine,  even  when  it  contains  pus,  it 
is  highly  desirable  to  ascertain  where  the  bacteria 
enter  the  urinary  stream. 

In  the  acute  infectious  diseases,  such  as  typhoid 
fever,  it  is  not  at  all  uncommon  to  find  the  true 
bacteriuria  due  entirely  to  the  bacillus  typhosus, 
pus  and  blood  being  absent. 

Again  in  chronic  pulmonary  tuberculosis,  in- 
vestigations have  shown  that  in  a  fair  percentage  of 
cases  the  bacillus  tuberculosis  is  eliminated  through 
the  kidneys  constantly. 

The  same  is  true  also  in  many  other  infectious 
diseases.  At  any  time  the  bacteria  may  cause 
an  inflammatory  disease  of  the  urinary  tract 
which  may  be  the  only  involvement  or  may  be 
concomitant  with  the  bacteriuria. 

Often,  for  example,  in  the  cases  of  patients  who 
have  had  urethral  infections  with  adnexal  com- 
plications which  have  run  their  course,  bacteria 
may  be  found  in  the  urine  constantly  in  the  absence 
of  all  clinical  evidence  of  further  inflammatory  dis- 
ease focal  conditions,  pus  in  the  urine  or  adnexa, 
blood  changes,  fever,  or  general  symptoms.  Un- 
doubtedly the  point  at  which  the  bacteria  enter  the 
urine  has  often  been  found.  Occasionally  bacteriuria 
has  been  noticed  following  instrumental  treatment 
or  examination  and  therefore  it  has  been  concluded 
that  the  point  of  entrance  was  an  injury. 

In  this  connection  the  question  again  comes  up  as 
to  why  bacteria  are  pathogenic  at  certain  times  and 
non-pathogenic  at  other  times,  and  why  they  some- 
times cause  marked  inflammatory  reaction  and  at 
others  are  apparently  not  at  all  injurious  to  the  same 
tissue.  The  colon  bacillus  in  some  instances,  for 
example,  causes  most  violent  attacks  of  true  infec- 
tion of  the  kidneys,  high  temperature,  chills,  and 
most  pronounced  general  and  local  signs  and  symp- 
toms. In  these  cases  the  point  of  entrance  is  thought 
to  be  exactly  the  same  as  in  cases  of  colon-bacillus 
bacteriuria.  Many  theories  have  been  set  up  and 
it  is  true  that  many  factors  may  be  involved,  but 
in  the  author's  opinion  the  explanation  is  to  be 
sought  in  the  virulence  of  the  particular  strain  and 
the  general  and  local  resistance  of  the  body. 
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Bacteriuria  is  supposed  to  occur  under  conditions 
similar  to  inflammatory  diseases.  When  an  in- 
flammatory condition  subsides,  however,  certain 
changes  in  the  tissues  result  and  the  invading 
micro-organisms  disappear,  while  in  bacteriuria  this 
is  not  true.  In  these  cases  microscopic  examination 
does  not  reveal  any  changes  in  the  tissues  and  in 
some  instances  the  bacteria  appear  and  reappear, 
though  as  a  rule  their  presence  is  constant. 

The  symptoms  in  cases  of  bacteriuria  as  observed 
by  Schmidt  are  varied.  In  some  instances,  both 
local  and  general  symptoms  are  practically  absent 
or  only  temporarily  absent  while  in  others  there  may 
be  only  general  symptoms  such  as  headache,  back- 
ache, a  feeling  of  extreme  tiredness,  and  in  some 
cases  a  rise  in  temperature  and  chills.  In  still  other 
cases  there  are  only  local  urinary  symptoms. 
Finally  there  are  cases  with  both  general  and  local 
symptoms  of  varying  severity. 

During  the  course  of  any  one  of  these  four  distinct 
types  of  bacteriuria  there  may  be  chills  and  fever 
or  only  a  single  chill  followed  by  fever,  and  one  or 
all  of  the  general  and  local  symptoms  may  become 
very  pronounced.  To  illustrate  the  various  phases 
of  the  condition  the  author  reports  the  following 
cases: 

Group  i.  Female,  aged  47  years  unmarried.  Seen 
November,  1900.  The  patient  had  had  no  sickness 
of  any  kind  except  typhoid  fever  at  the  age  of  31 
years.  The  examination  was  negative  in  every 
respect  except  for  cloudiness  of  the  urine  which  the 
patient  claimed  had  persisted  since  the  attack  of 
typhoid  fever.  She  did  not  recall  any  local  or  general 
symptoms  except  chronic  tiredness.  Ureteral  cath- 
eterization showed  turbid  urine  from  both  sides,  and 
cultures  showed  the  presence  of  the  bacillus  typhosus. 
Lavage  of  the  renal  pelvis  and  general  treatment 
gave  no  relief. 

Group  2.  Male  aged  55  years.  Considered  him- 
self in  perfect  health  until  April,  19 16,  when  he  had 
headache,  became  drowsy  and  dizzy,  and  thirty 
days  after  the  onset  had  a  chill  and  an  increase  in 
temperature.  There  w^ere  no  urinary  or  sexual 
symptoms.  The  urine  was  turbid,  with  the  typical 
appearance  of  bacteriuria,  and  contained  a  few 
shreds  which  showed  the  presence  of  pus.  There 
were  no  other  abnormal  findings  except  bacteria  in 
the  urine.  At  the  next  visit  a  catheter  was  mtroduced 
into  the  bladder  under  sterile  precautions,  and  the 
urine  withdrawn  was  slightly  cloudy.  The  vesicles 
were  palpated  and  Felehis'  instrument  was  used  to 
strip  them.  In  all  instances  cultures  showed  the 
presence  of  the  colon  bacillus.  In  the  secretions 
from  the  vesicles  pus  and  a  few  red  blood  corpuscles 
were  demonstrated.  The  patient  was  given  systemic 
and  local  treatment,  including  vaccine  treatment. 
In  June,  1918  his  condition  was  practically  the 
same  as  at  the  onset. 

Group  2.  Female,  married,  aged  28  years.  The 
chief  complaint  was  a  feeling  of  fullness  and  a  burn- 
ing sensation  over  the  lumbar  region.  There  were 
practically  no  urinary  symptoms.    As  a  rule  the 


patient  felt  tired  and  sleepy.  The  usual  medical 
and  vaccine  treatment  has  given  no  relief.  The 
urine  has  the  typical  appearance  of  a  bacteriuria  and 
separately  collected  specimens  from  the  right  side 
have  always  given  pure  cultures  of  colon  bacilli. 

Group  3.  Female,  married,  aged  59  years.  Com- 
plaint was  made  of  discomfort  after  urination  re- 
sembling a  tenesmus  which  persisted  for  ten  or 
fifteen  minutes;  urination  necessary  every  two  and  a 
half  hours,  day  and  night.  The  examination  was 
completely  negative.  Ureteral  catheterization  at 
three  different  times,  four  weeks  apart,  yielded  per- 
fectly clear  urine,  but  colon  bacilli  were  obtained 
every  time  from  both  kidneys.  No  pus  was  present 
in  either  the  bladder  or  kidney  urine. 

Theodore  Drozdowitz. 

Young,  H.  H.,  White,  E.  C,  and  Swartz,  E.  O.:  A 
New  Germicide  for  Use  in  the  Genito-Urinary 
Tract:  "Mercurochronie-220":  Preliminary 
Report  of  Experimental  and  Clinical  Studies . 

/.  Am.  M.  Ass.,  1919,  Ixxiii,  1483. 

During  the  past  two  years  the  authors'  research 
work  has  been  given  over  largely  to  the  study  of 
antiseptics  with  a  view  to  developing  drugs  appli- 
cable to  the  genito-urinary  tract.  As  a  result  of 
both  experiments  and  clinical  use,  Davis  and  Harrell 
recommended  the  use  of  acriflavine  in  the  treatment 
of  acute  gonorrhoea. 

Impressed  with  the  possibilities  of  dyes  as  a  basis 
for  the  development  of  therapeutic  compounds,  the 
authors  have  concentrated  their  efforts  on  the  pro- 
duction of  new  drugs  possessing  the  penetrating 
qualities  of  dyes  which  at  the  same  time  are  germi- 
cidal, relatively  non-toxic,  and  non-irritating.  The 
number  of  compounds  that  have  been  and  are  being 
produced  in  the  pursuit  of  this  research  is  consider- 
able. From  among  them  the  substance  reported 
upon  in  this  paper  was  selected  for  extended  study. 

In  mercurochrome-220  we  have  a  drug  of  demon- 
strated germicidal  value.  The  speed  with  which 
some  old  infections  of  the  bladder  and  kidney  pelvis 
have  disappeared  after  its  use  is  striking,  and  the 
absence  of  irritating  and  toxic  qualities,  together 
with  the  ability  of  the  patient  to  retain  a  i  per  cent 
solution  for  hours  without  discomfort,  are  sufficient- 
ly proved  to  establish  the  possibilities  of  the  drug  in 
these  conditions.  For  the  first  time  we  have  a  drug 
of  great  germicidal  strength  that  can  be  tolerated 
in  the  human  bladder  for  several  hours,  an  ideal  con- 
dition from  the  standpoint  of  its  sterilizing  effects. 

In  synthesizing  a  drug  for  local  use  as  a  urinary 
antiseptic  it  was  sought  to  combine  the  following 
properties:  (i)  ready  penetration  of  the  infected  tis- 
sues; (2)  lack  of  irritation  of  the  drug  to  tissues;  (3) 
high  germicidal  activity;  (4)  ready  solubility  in  water 
and  stability  of  the  solution;  (5)  freedom  from  pre- 
cipitation in  urine;  and  (6)  sufficiently  low  toxicity 
to  avoid  systemic  effects  from  the  small  amount  of 
the  drug  that  may  be  absorbed.  IMercury  was 
chosen  as  the  active  germicidal  principle  to  be  sub- 
stituted in  the  dye  molecule.   The  organic  combina- 
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tions  of  mercury  generally  exhibit  lower  toxicity 
than  corresponding  amounts  of  mercury  in  salt 
form,  and  frequently,  but  not  always,  their  germi- 
cidal action  is  milder  than  that  shown  by  the  salts. 

To  the  substance  obtained  by  substituting  one 
atom  of  mercury  in  the  molecule  of  dibrom fluorescein 
the  authors  have  given  the  name  "  mercurochrome- 
220."  Chemically  it  is  dibrom-oxymercury-fluor- 
escein  or  its  sodium  salt.  The  latter  contains  about 
26  per  cent  of  mercury. 

The  free  acid  is  a  red  powder  insoluble  in  water 
but  readily  soluble  in  sodium  hydroxide  solution, 
with  the  formation  of  a  cherry- red  color  and  show- 
ing fluorescence  on  dilution.  The  dry  salt  forms  iri- 
descent green  scales  which  are  slightly  hydroscopic 
and  readily  soluble  in  water.  The  solution  is  stable 
and  not  affected  by  moderate  heat  or  exposure  to 
the  air.  Strongly  acid  urine  gives  a  slight  precipi- 
tate of  the  free  dye.  There  is  entire  freedom  from 
precipitation  when  a  i  per  cent  solution  of  the 
drug  is  mixed  with  an  equal  volume  of  a  medium  rich 
in  protein,  such  as  hydrocele  fluid.  The  solution 
stains  the  skin  a  bright  red  color,  but  the  stain  is 
readily  removed  by  rubbing  first  with  2  per  cent 
potassium  permanganate  solution  and  then  with  2 
per  cent  oxalic  acid  solution. 

Attention  must  be  paid  to  the  penetrating  power 
of  any  germicide  for  use  in  the  urinary  tract.  Fenger 
has  shown  that  "in  thirty-eight  hours  after  inocula- 
tion the  gonococci  have  penetrated  deep  into  the 
layers  of  the  mucous  membrane  which  has  become 
acutely  congested,  the  epithelium  undergoing  mu- 
cous degeneration,  and  exfoliating  in  patches." 

During  the  administration  of  mercurochrome-220 
to  determine  its  toxicity  by  injecting  solutions  of  it 
into  a  rabbit's  ear- vein  the  compound  spread  rapid- 
ly from  the  vein  into  which  it  was  being  injected 
and  in  a  few  seconds  the  entire  ear  was  colored  a 
reddish  pink.  This  color  persisted  with  varying 
intensity  for  from  twenty-four  to  forty-eight  hours. 

With  a  view  to  determining  the  penetrability  of 
this  mercury-bearing  dye  when  used  in  the  urinary 
tract  a  series  of  direct  experiments  was  carried  out. 
A  rabbit  was  catheterized  with  a  soft  rubber  cath- 
eter. Through  this  catheter  an  ounce  of  a  i  per  cent 
solution  of  the  drug  was  slowly  injected  into  the 
bladder  and  the  catheter  slowly  withdrawn,  allow- 
ing some  of  the  fluid  to  escape  through  the  urethra. 
At  the  end  of  five  minutes  the  catheter  was  again 
introduced  and  the  bladder  was  emptied.  The  rab- 
bit was  quickly  killed  and  the  bladder  and  urethra 
were  dissected  out  intact.  The  bladder  was  then 
opened  and  the  excess  of  the  solution  was  removed 
by  washing  with  water.  Frozen  sections  of  the  ure- 
thra and  bladder  were  made  immediately  and  exam- 
ined. In  other  instances  the  bladder  and  urethra 
were  opened  and  immediately  transferred  to  formal- 
dehyde solution  and  hardened.  Paraffin  blocks  were 
made  and  sections  cut. 

This  experiment  was  carried  out  several  times, 
the  catheter  being  used  in  one  case,  and  in  other 
instances  the  bladder  being  filled  through  the  ure- 


thra by  means  of  a  small  syringe.  The  latter  method 
was  used  to  avoid  any  possible  trauma  to  the  ure- 
thral mucosa.  In  other  rabbits  the  abdomen  was 
opened  under  ether  anaesthesia,  the  ureters  were 
exposed,  the  ureter  and  kidney  pelvis  were  gently 
filled  with  a  i  per  cent  dye  solution  by  means  of  a 
small  record  syringe  and  the  ureter  was  ligated. 
Care  was  taken  to  prevent  overdistention  of  the 
kidney  pelvis.  After  five  minutes  the  rabbit  was 
killed,  the  ligature  removed  from  the  ureter,  the 
kidney  and  the  ureter  were  taken  out  intact,  and 
frozen  sections  were  made  and  promptly  examined. 
In  other  instances  paraffin  sections  were  made. 

Examination  of  the  frozen  sections  as  well  as  of 
the  paraffin  sections  showed  that  the  epithelial  cells 
of  the  urethra  were  stained  a  deep  red.  This  stain- 
ing was  most  intense  in  the  superficial  layers  and 
became  less  intense  toward  the  submucosa.  In 
places  the  submucosa  was  stained,  though  not  so 
uniformly  as  the  epithelial  layers.  In  some  areas 
the  stain  penetrated  the  submucosa  into  the  muscu- 
laris.  The  mercury-bearing  dye  stained  the  epithe- 
lium of  the  anterior  and  posterior  urethra  uniformly, 
and  to  a  less  extent  penetrated  to  the  submucous 
layers.  Sections  of  the  bladder  and  the  ureter 
showed  the  same  uniform  penetration  and  staining 
of  the  cytoplasm  of  the  epithelial  cells  The  sub- 
mucosa was  less  deeply  stained.  Sections  of  the 
kidney  pelvis  showed  penetration  and  staining  of 
the  epithelium.  The  dye  had  been  taken  up  also  by 
the  cells  of  the  collecting  tubules  which  were 
stained  for  a  short  distance  up  the  tubules  from  the 
papillae.  In  the  urethra  the  epithelium  of  the  glands 
opening  into  the  urethra  was  stained  for  some  dis- 
tance from  the  mouths  of  the  ducts. 

In  determining  the  toxicity  of  the  drug  various 
solutions  were  administered  intravenously.  A  vari- 
ation in  the  amount  of  the  drug  that  rabbits  and 
dogs  could  tolerate  was  noted.  Ten  milligrams  per 
kilogram  invariably  killed  rabbits  in  twenty-four 
hours,  but  no  gross  lesions  were  found  at  necropsy. 
Rabbits  receiving  5  mg.  per  kilogram  showed  a  de- 
crease in  phenolsulphonephthalein  output  and  an 
albuminuria  that  lasted  about  a  week.  Dogs  toler- 
ated 10  mg.  per  kilogram  very  well  with  no  evidence 
of  discomfort  or  illness.  In  each  instance  an  albumin 
uria  without  casts  and  a  temporary  reduction  in 
phenolsulphonephthalein  output  but  no  rise  in 
blood  urea  resulted.  The  albuminuria  persisted 
about  five  days.  At  no  time  were  casts  found.  The 
phenolsulphonephthalein  output  returned  to  nor- 
mal with  the  disappearance  of  the  albuminuria. 
No  evidence  of  kidney  damage  was  found  at  necrop- 
sy in  animals  killed  at  the  end  of  the  experiments. 

One  per  cent  solutions  of  mercurochrome-220 
gave  no  evidence  of  irritating  qualities  when  used 
in  the  conjunctival  sac  of  rabbits.  Solutions  of  this 
drug  in  strengths  varying  from  o.i  to  5  per  cent  have 
been  used  in  the  human  genito-urinary  tract  as  a 
local  antiseptic.  In  the  kidney  pelvis  a  i  per  cent 
solution  was  used.  This  was  slowly  injected  through 
the  ureteral  catheter,  the  catheter  plugged,  and  th  e 
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solution  retained  for  five  minutes.  No  sign  of  irri- 
tation or  reaction  followed  its  use.  In  the  urethra  a 
5  per  cent  solution  caused  only  temporary  burning 
when  retained  five  minutes,  and  a  number  of  cases 
of  acute  urethritis  have  been  treated  by  the  use  of 
a  I  per  cent  solution  injected  four  times  a  day,  the 
solution  being  retained  five  minutes  at  each  injec- 
tion. There  was  no  irritation  beyond  occasional 
temporary  smarting.  No  cases  of  retention  have 
been  seen,  and  no  stricture  formation  has  resulted. 

In  only  two  instances  was  there  any  complaint 
of  burning  or  irritation.  These  were  both  cases  of 
chronic  cystitis  in  old  men  with  residual  urine. 

The  outstanding  fact  observed  on  comparing  the 
germicidal  values  of  mercurochrome-220,  acriflavine, 
protargol,  and  argyrol  is  the  rapidity  of  action  of  the 
mercury  compound  in  fairly  high  dilutions.  In  one 
minute  it  killed  bacillus  coli  and  staphylococcus 
aureus  in  a  dilution  of  about  1:1,000,  a  result  ob- 
tained with  none  of  the  other  drugs  even  in  one 
hour.  Its  effect  in  fifteen  minutes  is  nearly  as  great 
as  in  twenty-four  hours  as  in  this  short  time  in  dilu- 
tions of  1:5,000  it  killed  bacillus  coli  and  in  dilutions 
of  1:10,000  killed  staphylococcus  aureus.  A  few 
tests  were  made  to  learn  the  minimal  time  in  which 
a  1:100  solution  would  sterilize.  Staphylococcus 
aureus  was  killed  almost  instantaneously.  The  same 
test  on  bacillus  coli  showed  that  a  few  organisms 
remained  after  ten  seconds'  exposure  to  the  drug. 
Since  a  1:800  solution  kills  this  organism  in  one 
minute,  the  time  necessary  for  a  1:100  solution  to 
kill  it  is  possibly  no  more  than  thirty  seconds. 

Acriflavine  was  shown  to  be  much  less  potent  as 
a  germicide  in  even  the  most  concentrated  solutions 
if  allowed  to  act  on  the  organisms  for  one  hour  or 
less.  It  surpassed  mercurochrome-220  in  the 
twenty-four  hour  test,  however,  as  at  this  time-period 
it  appeared  to  be  about  four  times  as  effective  as  the 
mercury  compound.  When  rapid  disinfection  is  a 
desideratum,  as  it  appears  to  be,  mercurochrome-220 
is  superior  to  acriflavine. 

Comparison  of  mercurochrome-220  with  the  sil- 
ver protein  compounds  is  open  to  two  interpreta- 
tions. If  we  consider  the  action  in  the  test  tube  of 
those  solutions  used  clinically — 10  per  cent  argyrol 
and  I  per  cent  protargol — the  silver  compounds 
compare  favorably  with  the  mercury  dye  except  in 
the  action  of  protargol  on  staphylococcus  aureus. 
If,  on  the  other  hand,  we  consider  the  action  of  solu- 
tions of  the  same  concentration  of  the  three  sub- 
stances, we  find  that  the  silver  compounds  are  in  no 
wise  comparable  with  mercurochrome-220.  Thus, 
whereas  both  argyrol  and  protargol  in  solutions  of 
1:1,000  fail  to  kill  either  bacillus  coli  or  staphylococ 
cus  aureus  in  one  hour,  the  same  concentration  of  the 
mercury  dye  kills  both  organisms  in  about  one 
minute. 

In  the  treatment  of  infections  of  the  kidney 
pelvis,  the  following  procedure  was  employed : 

Ureteral  catheterization  was  done  and  a  collection 
obtained  from  each  kidney.  This  was  centrifugal- 
ized  and  a  stained  smear  made  and  examined  micro- 


scopically. After  the  collection  was  completed,  the 
kidney  pelvis  was  gently  filled,  the  gravity  method 
being  used  in  some  instances  and  the  syringe  in 
others,  with  a  i  per  cent  solution  of  mercuro- 
chrome-220, the  catheter  plugged,  and  the  fluid  re- 
tained in  the  pelvis  for  five  minutes.  There  was  no 
complaint  of  pain  and  no  severe  reaction.  When 
the  urine  from  each  kidney  was  free  from  pus  and 
organisms  for  a  week  the  patient  was  discharged  to 
return  for  further  observation  in  a  month. 

In  the  treatment  of  bladder  conditions,  the  ure- 
thra was  first  irrigated  with  sterile  water,  a  coude 
catheter  was  passed,  and  the  bladder  washed  clean. 
One  ounce  of  i  per  cent  mercurochrome-220  was 
then  injected  through  the  catheter  by  pressure  from 
a  bulb  syringe  or  a  Keyes  syringe.  The  patient  was 
instructed  to  retain  this  solution  for  at  least  one 
hour,  and  longer  if  possible.  This  procedure  was 
carried  out  twice  a  day,  and  in  some  instances  three 
times  a  day.  Occasionally  there  was  some  slight 
burning  and  smarting,  but  this  lasted  only  a  short 
time.  After  three  or  four  treatments,  the  urine 
usually  began  to  clear  up,  and  as  soon  as  it  was  free 
from  organisms  the  number  of  treatments  per  day 
was  gradually  reduced.  It  was  noticed  that  as  long 
as  mercurochrome-220  was  used  in  the  bladder  the 
urine  remained  hazy  owing  to  the  presence  of  exfoli- 
ated epithelial  cells. 

An  abstract  of  ten  cases  treated  is  reported. 

Fifty-one  cases  of  acute  specific  urethritis  were 
treated  by  intra-urethral  injections  of  i  per  cent  solu- 
tions of  the  drug  described.  These  were  all  public 
dispensary  cases.  In  none  was  there  any  irritation 
beyond  a  temporary  burning  or  smarting,  whether 
the  drug  was  used  in  the  anterior  or  the  posterior 
urethra.  The  method  used  in  these  cases  was  as 
follows : 

A  microscopic  examination  was  made  to  deter- 
mine the  presence  or  absence  of  gonococci,  the  three- 
glass  test  was  used  to  determine  the  part  of  the  ure- 
thra involved  and  the  extent  of  the  involvement, 
and  the  prostate  and  vesicles  were  examined  at  the 
first  visit.  An  anterior  urethral  irrigation  of  warm 
sterile  water  or  dilute  (1:10,000)  potassium  perman- 
ganate solution  was  then  given.  This  was  followed 
by  the  careful  injection  into  the  anterior  urethra 
of  sufficient  i  per  cent  mercurochrome-220  solution 
to  fill  the  anterior  urethra  completely,  the  patient 
compressing  the  lips  of  the  meatus  and  retaining  the 
solution  for  five  minutes.  If  the  posterior  urethra 
was  involved  the  solution  was  gently  forced  into  the 
posterior  urethra  by  means  of  a  bulb  syringe  and 
retained  in  the  bladder  for  an  hour  or  more.  A  small 
quantity  of  the  drug  solution  and  a  blunt-nosed  ure- 
thral syringe  were  then  given  to  the  patient  and  he 
was  instructed  to  inject  the  solution  four  times  a 
day  immediately  after  urinating  and  retain  it  for 
five  minutes.  When  he  returned  to  the  clinic,  smears 
were  examined  microscopically,  and  as  the  organ- 
isms lessened  in  number,  the  number  of  injections 
was  reduced  to  three  and  then  to  two  and  later  to 
one  per  day.   The  reduction  should  be  gradual.    As 
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long  as  the  drug  is  used  the  urine  will  remain  cloudy 
owing  to  exfoliated  epithelial  cells.  These  will  be 
found  stained  pink,  while  the  polymorphonuclear 
cells  are  not  stained  by  the  drug. 

Thirty  patients  were  followed  until  an  apparent 
cure  was  effected.  Twenty-one  others  were  improved 
and  discontinued  treatment.  The  average  length  of 
time  required  to  render  the  discharge  free  from  gon- 
ococci  was  ten  days.  The  shortest  time  was  three 
days.  These  were  acute  cases,  two  of  which  remained 
free  from  further  infection.  In  one  case  there  was  a 
recurrence  of  the  organisms  after  nineteen  days  due 
to  a  re-infection  from  the  prostate.  The  longest 
time  required  to  render  any  case  gonococcus-free 
was  seventeen  days.  This  was  a  case  of  an  acute 
exacerbation  of  a  chronic  infection  with  involvement 
of  the  posterior  urethra  and  the  prostate. 

Recurrence  of  organisms  took  place  in  six  cases 
(20  per  cent  of  the  total).  Two  of  these  six  were 
cases  in  which  the  anterior  urethra  alone  was  in- 
volved, and  the  recurrence  was  probably  due  to 
stopping  the  injections  before  the  entire  canal  had 
been  sterilized.  Four  of  the  recurrences  occurred  in 
cases  with  both  anterior  and  posterior  involvement. 
Epididymitis  developed  in  two  of  these  cases,  and 
in  one  case  strictures  were  found  subsequently  in 
the  bulbous  urethra. 

The  anterior  urethra  alone  was  involved  in  eighteen 
cases  (60  per  cent  of  the  series).  There  was  ant- 
erior and  posterior  involvement  in  twelve  cases 
(40  per  cent)  at  the  time  the  patients  first  pre- 
sented themselves  for  treatment.  Chronic  prostati- 
tis was  found  to  be  present  in  fifteen  cases  (50  per 
cent)  on  first  examination.  Three  cases  (10  per 
cent)  developed  complications  after  treatment  was 
begun.  In  two  cases  in  which  the  involvement  was 
anterior  when  first  seen,  posterior  urethritis  and 


epididymitis  developed,  and  in  one,  acute  prostatitis 
and  seminal  vesiculitis  were  later  complications. 

Following  the  first  injections  there  is  a  slight  in- 
crease in  the  amount  of  the  discharge,  which  rapidly 
becomes  mucopurulent  and  then  serous  as  it  dimin- 
ishes in  amount.  With  this  change  in  the  discharge 
the  microscopic  character  of  the  discharge  also 
changes.  At  first  the  polymorphonuclears  predom- 
inate, but  later  the  epithelial  cells  increase  in  num- 
ber as  the  polymorphonuclears  diminish.  As  the 
epithelial  cells  increase  in  number  and  the  organ- 
isms disappear,  the  number  of  daily  injections 
should  be  reduced  gradually,  the  discontinuance 
of  the  drug  taking  about  a  week.  Any  remain- 
ing catarrhal  process  in  the  urethra  should  be 
treated  by  the  use  of  dilute  potassium  perman- 
ganate solution  (1:10,000)  as  a  daily  irrigation 
or  a  1:10,000  solution  of  silver  nitrate.  When  the 
posterior  urethra  is  involved,  it  frequently  clears  up 
before  the  anterior  urethra,  in  some  instances  only 
three  or  four  injections  being  necessary  to  render 
the  urine  in  the  third  glass  clear. 

In  the  cases  treated  by  the  authors  chancroids 
were  thoroughly  cleaned  with  soap  and  water  and 
all  the  necrotic  tissue  was  removed.  A  moist  dressing 
of  I  per  cent  mercurochrome-220  was  then  applied 
and  some  of  the  solution  given  the  patient  with 
instructions  to  moisten  the  dressings  twice  a  day 
with  it.  Later  it  was  found  more  convenient  to  use 
a  starch  paste  containing  5  per  cent  mercurochrome- 
220  by  weight,  instead  of  the  solution,  dressing  the 
sore  only  once  a  day.  No  complaint  of  irritation  or 
burning  was  made  by  any  of  the  patients.  In  all  of 
the  cases  the  sores  became  clean  in  from  one  to  four 
days  and  presented  a  healthy  healing  surface.  The 
prompt  change  in  the  appearance  of  the  lesions  was 
very  striking.  B.  S.  Bakringer. 
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Charles,  J.  W. :  Positive  Focal  Tuberculin  Reaction 
in  a  Spindle-Cell  Sarcoma  which  had  Perfor- 
ated the  Sclera.   Arch.  Ophth.,  1919,  xlviii,  568. 

Charles  records  the  physical  findings,  clinical  his- 
tory, and  pathological  report  of  a  case  of  spindle-cell 
sarcoma  of  the  eye  which  was  of  such  slow  growth 
that  he  at  first  believed  it  to  be  a  tuberculoma.  The 
positive  tuberculin  reaction  he  attributes  to  the  ori- 
gin of  the  tumor  in  the  uveal  tract,  stating  that  evi- 
dently this  patient  had  a  uveal  tuberculosis  which 
merely  extended  to  the  tumor.  T.  D.  Allen. 

Nance,  W.  O. :  Serpiginous  Ulcer  of  the  Cornea  and 
Its  Treatment.    Illinois  M.  J.,  1919,  xxxvi,  182. 

Serpiginous  ulcers  of  the  cornea  are  very  apt  to 
be  overlooked.  One  of  the  principal  methods  of 
treating  them  is  thermotherapy  or  "chaufifrage," 
which  was  advocated  several  years  ago  primarily  by 
Weekers  of  Liege  and  later  by  Prince  under  the 
term  "pasteurization."  According  to  this  method 
the  cautery  is  brought  close  to  the  cornea  but  does 
not  touch  it.  Shahan  of  St.  Louis  found  in  animal 
experiments  that  a  temperature  of  152  degrees  F. 
for  one  minute  was  sufficient  to  stop  the  ulcerative 
process  both  bacteriologically  and  clinically. 

T.  D.  Allen. 

Wilder,  W.  H. :  The  Treatment  of  Symblepharon 
and  the  Restoration  of  the  Orbital  Socket. 

Ant.  J.  Ophth.,  1919,  ii,  807. 

The  operation  for  symblepharon  requires  varying 
degrees  of  technical  skill  in  proportion  to  the  degree 
of  the  attachment.  The  author  deals  only  with 
cases  in  which  the  eyelid  is  adherent  to  the  eyeball. 

The  degrees  of  adhesion  are  spoken  of  as  "  anterior 
symblepharon,"  "posterior  symblepharon,"  and 
"total  symblepharon."  A  severe  form  is  that  in 
which  the  edges  of  the  eyelids  have  been  destroyed  so 
that  the  eyelids  have  grown  together,  resulting  in 
what  is  known  as  "ankylosymblepharon." 

The  causes  leading  to  these  conditions  are  for  the " 
most  part  burns  and  eschars  from  acids,  alkalies, 
molten  metal,  lime,  and  gas  flames,  and  ulceration 
from  certain  diseases  such  as  pemphigus,  diph- 
theria, and  a  long-standing  trachoma  wherein  the 
cul-de-sacs  have  been  obliterated  by  the  destruction 
of  the  tissues  so  that  a  condition  as  bad  as  that  due 
to  a  bum  results. 

Mention  is  made  of  the  work  of  the  older  surgeons 
among  whom  were  Arlt  and  Knapp.  Fuchs  is 
quoted  as  follows:  "Cases  of  extensive  symble- 
pharon posterius,  and  obviously  all  cases  of  symble- 
pharon totale,  are  incurable.  The  same  is  true  of 
symblepharon  induced  by  the  gradual  shrinking  of 
the  conjunctiva." 


According  to  Wilder,  the  problem,  is  practically 
the  same  in  all  the  degrees  of  the  condition,  but 
varies  somewhat  according  to  the  type  in  hand. 
When  the  eyeball  is  present  the  problem  is  to  allow 
mobility  and  prevent  the  irritation  of  the  eye  by  the 
dragging  of  the  adhesions.  If  the  eyeball  is  absent, 
the  cul-de-sacs  must  be  restored  for  the  comfortable 
wearing  of  a  prosthesis. 

In  any  given  case  of  bum  in  which  the  conjunctiva 
has  been  destroyed  in  whole  or  in  part,  the  eschar 
must  be  cast  off  before  healing  can  begin.  Granula- 
tion tissue  develops  to  replace  the  lost  epithelium, 
and  from  this  fibrous  filling-in  of  tissue  we  get  the 
contractions  that  appear  later.  It  is  at  this  point 
that  the  ophthalmic  surgeon  should  come  to  the  aid 
of  nature.  The  difficulty  in  this  work  is  to  keep  the 
grafts  of  tissue  in  place,  whether  they  are  epidermis 
or  mucous  membrane.  There  is  also  the  danger  of 
injury  to  the  integrity  of  the  cornea  which  must  be 
taken  into  consideration. 

Wilder  has  surmounted  these  difficulties  by  the 
use  of  specially  prepared  plates  of  block  tin.  Upon 
these  tin  shapes,  fashioned  to  suit  the  individual 
case,  he  spreads  his  grafts  and  anchors  them  in  the 
newly  formed  cul-de-sac.  !Morton  and  May  have 
used  successfully  glass  plate  and  porcelain  shell  with 
a  curvature  similar  to '  that  of  the  eyeball.  Hotz 
early  employed  a  thin  lead  plate,  and  Woodruff  used 
a  sheet  of  block  tin  cut  to  the  required  size  and  mold- 
ed to  the  proper  curvature.  Whatever  the  support, 
however,  it  is  very  necessary  that  the  plate  should 
have  a  circular  opening  the  size  of  the  comea  and 
should  be  coated  with  paraffin  with  a  melting  point 
of  1.30  degrees  or  higher. 

The  thickness  of  the  block  tin  used  by  the  author 
is  I  mm.  Thes  is  easily  sterilized  and  fashioned  with 
a  knife  or  the  scissors  to  the  required  shape  so  that  it 
fits  the  cul-de-sacs  well  above  and  below.  The 
paraffin  coating  must  be  smooth.  To  make  this 
coating  it  is  advised  to  hold  the  plate  at  the  edge 
with  a  small  forceps  and  dip  it  rep>eatedly  into 
melted  paraffin  that  is  kept  to  the  desired  point  of 
heat  by  placing  the  vessel  containing  it  into  a  basin 
of  hot  water.  The  paraffin  is  cooled  by  dipping 
the  plate  into  cool  water.  Paraffin  is  added  by  re- 
peated immersions  until  the  desired  thickness  is 
obtained. 

Such  a  plate  may  be  employed  following  a  bum 
of  the  conjunctiva.  This,  however,  is  not  sufficient, 
for  as  soon  as  the  eschar  is  cast  off  the  granulations 
appear  and  the  surfaces  will  adhere  with  subsequent 
contraction.  At  this  point,  therefore.  Wilder  advises 
the  use  of  grafts  maintained  in  position  with  the 
paraffined  tin  plate.  Mucous  grafts  are  preferable, 
and  if  the  area  to  be  covered  is  not  too  great  they 
can  be  obtained  from  the  inside  of  the  lips  or,  in 
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women,  from  the  inner  surface  of  the  labia  or  vagina. 
Thiersch  grafts  may  also  be  used.  They  should  be 
cut  thinly  from  the  inner  surface  of  the  arm  with 
a  flat-back  razor  such  as  is  employed  for  section 
cutting.  The  graft  should  be  cut  larger  than  neces- 
sary and  transferred  immediately  from  the  razor  to 
the  parafTm  plate  with  the  raw  surface  outward. 
It  will  adhere  well  and  can  be  smoothed  out  without 
wrinkles.  During  all  this  manipulation  the  graft 
must  be  kept  warm  with  salt  solution  that  is  dropped 
upon  it  by  an  assistant. 

The  author  advises  early  operation  to  cover  the 
raw  surfaces  and  thus  avoid  serious  symblepharon 
that  later  would  require  extensive  operation. 

In  the  preparation  of  the  cul-de-sac  the  surgeon 
should  keep  close  to  the  tarsus  so  as  to  have  a  lid 
that  will  not  be  too  thick  when  healing  has  taken 
place.  It  is  well  to  make  the  sac  too  deep  rather 
than  too  shallow.  The  graft  should  be  made  larger 
than  the  area  to  be  covered  as  it  will  take  care  of 
itself  or  can  be  trimmed  off  later  at  the  subsequent 
dressings. 

Reference  is  made  to  the  work  of  Uhthoff  who, 
during  the  late  war,  had  experience  in  600  eye  cases, 
II  per  cent  of  which  were  wounds  of  the  orbit.  In 
these  the  problem  was  to  restore  the  orbital  socket 
for  the  receipt  of  a  prosthesis.  In  numerous  cases 
Uhthoflf  was  able  to  make  the  wearing  of  a  prosthe- 
sis possible  by  plastic  operations  on  the  lids  and  con- 
junctiva. 

In  approaching  the  problem  of  preventing  subse- 
quent contraction  in  the  tissues,  the  author  empha- 
sizes the  importance  first  of  making  the  dissection 
deep  enough.  To  that  end  it  is  carried  down  to  the 
margin  of  the  orbit  so  that  the  periosteum  may  be 
seen.  Secondly,  all  scar  tissue  must  be  dissected 
away.  The  external  canthus  may  be  divided  so  as 
to  give  more  room  for  the  insertion  of  the  plate 
and  its  accompanying  graft.  Occasionally  it  is  well 
to  use  more  of  the  corium  of  the  skin,  thus  making 
a  heavier  graft,  and  in  such  cases  it  is  wise  to  insert 
sutures  with  two  needles  passed  through  the  graft 
at  the  bottom  of  the  cul-de-sac.  These  sutures 
should  be  passed  through  the  periosteum  and  then 
out  through  the  cheek,  where  they  should  be  tied 
upon  a  small  roll  of  gauze.  The  latter  point  gives 
value  to  the  operation  of  Weeks  who  restores  the 
cul-de-sac  with  Wolff  grafts  which  are  anchored  to 
the  periosteum  in  this  manner. 

The  paraffin  plate  is  usually  sufficient  to  hold  the 
graft  without  sutures.  The  canthus  when  cut  must 
be  restored  at  the  close  of  the  operation  with  sutures. 
The  plate  is  removed  after  several  days,  at  which 
time  the  grafts  will  be  adherent.  Irrigation  may  be 
practiced  during  the  time  the  plate  is  in  the  socket 
and  the  hole  in  the  plate  permits  more  ready  wash- 
ing. The  plate  should  be  worn  for  several  weeks. 
It  may  be  necessary  to  trim  it  down  from  time  to 
time,  and  in  some  instances  it  may  be  cut  in  half  to 
permit  its  more  free  insertion.  When  this  is  done  a 
sort  of  hinge  may  be  made  by  stitching  it  together 
in  the  center.     A  special  artificial  eye  should  be 


made  for  such  cases  to  conform  to  the  new  cul-de-sac 
and  thus  prevent  irritation  and  the  possible  develop- 
ment of  scar  tissue.  J.  S.  Clark. 

Lane,  F. :  Persistent  Posterior  Fibrovascular  Sheath 
of  the  Lens.  A  Report  of  Two  (Jlinical  Cases 
and  Three  Eyeballs  Examined  Microscopically. 

Arch.  Ophth.,  igig,  xlviii,  572. 

In  this  paper,  which  is  illustrated  with  colored 
drawings,  Lane  points  out  the  clinical  characteris- 
tics of  the  posterior  fibrovascular  lens  sheath,  the 
pathology  of  three  eyes  removed  for  suspected  gli- 
oma, and  the  points  in  the  differential  diagnosis. 
He  draws  the  following  conclusions: 

1.  As  the  condition  in  the  two  clinical  cases  was 
congenital,  it  is  certain  that  if  an  examination  had 
been  made  during  infancy  or  early  childhood,  the 
possibility  of  glioma  would  have  been  considered. 

2.  In  eyes  presenting  evident  congenital  anom- 
alies, an  opaque,  vascular  tissue  behind  the  lens 
completely  or  incompletely  surrounding  the  posterior 
capsule  should  strongly  suggest  the  possibility  of  a 
persistent  posterior  fibrovascular  sheath  of  the  lens. 

3.  Pigment,  particularly  in  the  posterior  portion 
of  the  lens  and  a  postlental  vascular  membrane 
suggest  a  congenital  defect  of  the  posterior  capsule 
and  haemorrhage  in  the  lens.  T.  D.  Allen. 

Middleton,  A.  B.:    Macular  Hole  in  the  Retina. 

Am.  J.  Ophth.,  1919,  ii,  779. 

In  his  position  as  oculist  on  a  special  examining 
board  it  was  Middleton's  fortune  to  examine  23 
cases  of  macular  hole  in  the  retina.  In  the  series 
referred  to  there  were  19  cases  of  round  and  4  cases 
of  elliptical  retinal  holes.  The  elliptical  holes  are 
large,  the  long  axis  being  as  a  rule  horizontal.  The 
small  holes  observed  were  round.  The  color  of  the 
choroid  as  seen  at  the  bottom  of  the  holes  with  the 
ophthalmoscope  varies  between  a  light  and  a  dark 
mottled  cherry  red. 

It  is  assumed  that  the  cause  of  most  of  these  condi- 
tions is  accidental  injury.  Small,  white,  exudative 
specks  observed  in  most  of  the  cases  were  thought  to 
be  remnants  of  a  haemorrhage  which  occurred  at 
the  time  of  injury. 

A  central  scotoma  was  present  in  each  uncompli- 
cated case,  its  amount  bearing  some  relation  to  the 
size  of  the  hole  as  the  largest  retinal  hole  showed  the 
largest  scotoma.  Four  of  the  cases  were  compli- 
cated by  a  rupture  of  the  choroid  which  occurred  on 
the  temporal  side  of  the  macular  hole.  The  nasal 
half  of  the  field  of  vision  in  each  case  was  dark.  In 
14  of  the  cases  the  right  eye  had  been  injured,  and 
in  9,  the  left  eye. 

In  the  cases  reported,  13  of  the  macular  retinal 
holes  were  found  in  colored  soldiers  and  10  in  white 
soldiers.  This  variance  is  believed  to  be  due  to  the 
almost  universal  carelessness  of  colored  people,  their 
indulgence  in  fist  fighting,  and  general  roughness. 

It  is  a  remarkable  fact  that  an  injury  sufficiently 
severe  to  cause  retinal  hole  in  the  macular  region 
very  seldom  if  ever  results  in  fluidity  of  the  vitreous, 
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dislocation  of  the  lens,  traumatic  cataract,  detach- 
ment of  the  retina,  or  optic  atrophy. 

A  detailed  summary  of  the  findings  in  the  2.^ 
cases  is  given  and  the  article  is  illustrated  with  0 
drawings  by  the  author  (3  of  them  in  color)  to  .show 
the  various  conditions  mentioned.         J.  S.  Clark. 

EAR 

Good,  R.  H.:  Extradural  Irritation  and  Abscess. 

Illinois  M.J.,  1919,  xxxvi,  226. 

In  discussing  extradural  irritation  and  abscess 
Good  makes  a  plea  for  early  exposure  in  order  to 
prevent  such  serious  and  often  fatal  complications  as 
brain  abscess,  meningitis,  and  sinus  thrombosis. 

The  symptoms  depend  upon:  (i)  the  amount  of 
pain  the  patient  is  able  to  endure  from  the  mechani- 
cal irritation  of  the  sensitive  dura;  (2)  the  severity  of 
the  infection  and  the  extent  of  the  oedema  of  the 
dura;  and  (3)  the  degree  of  intracranial  pressure. 
The  symptoms  of  mechanical  non-infective  irrita- 
tions of  the  acute  and  chronic  infective  types  are 
described  in  detail.  O.  M.  Rott. 

Lille,  H.  I.,  and  Barlow,  R.  A. :  Operation  for  Acute 
and  Subacute  Mastoiditis :  Results  in  a  Series 
of  Sixty-Five  Cases.  J. -Lancet,  1919,  xxxix,  573. 

In  a  series  of  65  patients  treated  by  what  the 
authors  call  a  complete  mastoidectomy,  in  which  all 
the  mastoid  cells  were  exenterated,  the  average  post- 
operative convalescence  lasted  thirty-one  days. 
The  shortest,  fifteen  days,  occurred  in  4  cases,  and 
the  longest,  one  hundred  and  twenty-eight  days  in 
the  case  of  an  old  person. 

The  series  included  6  patients  with  sinus  throm- 
bosis and  2  with  jugular  ligation.  Two  patients  had 
meningitis  at  the  time  of  operation,  i  a  perisinus  ab- 
scess, and  I  a  pre-operative  facial  paralysis. 

There  were  4  deaths,  2  from  meningitis  and  2  from 
erysipelas  in  old  men,  which  developed  three  and 
six  weeks  after  operation. 

In  all  but  3  cases  the  hearing  after  operation  was 
normal  as  compared  with  that  of  the  other  ear.  The 
hearing  is  not  affected  unless  the  involvement  of  the 
middle  ear  has  been  unusually  extensive. 


The  conclusions  drawn  are  as  follows: 

1 .  In  cases  of  definite  mastoiditis  operation  is  in- 
dicated reasonably  early.  The  mortality  is  prac- 
tically nil. 

2.  Preservation  of  hearing  is  fairly  certain. 

3.  A  second  operation  should  not  be  necessary  ex- 
cept for  complications  such  as  sinus  thrombosis 
or  brain  abscess. 

Neuhof,  H.,  and  Cocks,  G.  H.:  Remarks  upon  the 
Treatment  of  Gunshot  Wounds  of  the  Mas- 
toid.  Laryngoscope.  1919,  xxix,  615. 

The  method  of  treating  gunshot  wounds  of  the 
mastoid  depends  upon  whether  the  patient  is  oper- 
ated upon  early,  before  the  onset  of  wound  contam- 
ination or  definite  infection,  or  whether  he  is  seen 
first  after  the  wound  is  suppurating. 

Operation  before  wound  infection  embraces:  (i) 
excision  of  the  wound;  (2)  removal  of  in  driven  bone 
fragments  and  foreign  bodies  and  damaged  portions 
of  the  mastoid;  (3)  closure  of  the  dural  tear  by  suture 
or  by  fascial  transplant;  and  (4)  primary  closure  of 
the  wound. 

The  complication  of  laceration  of  the  lateral  sinus 
is  treated  by  postage-stamp  graft  or  ligation  of  the 
sinus,  depending  upon  its  extent.  Larger  lacerations 
of  the  sinus  are  treated  by  double  ligation. 

Treatment  after  wound  infection  includes:  (i) 
X-ray  examination  to  discover  the  presence  of  addi- 
tional foreign  bodies;  (2)  excision  and  drainage  of 
the  bone  wound,  with  complete  exenteration  of  the 
mastoid  cells;  and  (3)  the  use  of  the  Carrel-Dakin 
technique.  O.  M.  Ron. 

Clark,  J.  S.:  Immediate  Closure  in  Selected  Cases 
of  Acute  Mastoiditis.  Illinois  M.  J.,  1919,  xxxvi, 
249. 

Clark  advises  immediate  closure  of  the  mastoid 
wound  in  mild  cases  of  acute  mastoiditis.  This  ad- 
vice is  based  on  one  successful  case  in  which  drain- 
age was  procured  through  the  external  auditory  ca- 
nal by  lowering  the  facial  ridge  and  making  a  plastic 
flap  as  is  done  in  the  radical  operation.  The  patient 
left  the  hospital  on  the  sixth  day  and  was  back  at 
work  in  two  and  one-half  weeks.  O.  M.  Rott. 


SURGERY  OF  THE  NOSE,  THROAT,  AND   MOUTH 


NOSE 

Lubtnan,  M.:  The  Submucous  Resection  Opera- 
tion; with  Report  of  a  Case.  A^.  I'ork  M.J. ,  igiQ, 
ex,  847. 

Lubman  presents  a  very  interesting  and  timely 
paper  on  the  causes  of  failure  following  the  submu- 
cous resection  of  the  nasal  septum.  The  following 
conclusions  are  ofifered: 

1.  Not  all  deflected  septi  require  operation. 

2.  A  thorough  study  of  the  intranasal  structures 
is  absolutely  necessary  before  the  patient  is  subjected 
to  operation. 

3.  When  a  deflected  septum  is  associated  with 
ethmoiditis  an  operation  upon  the  septum  alone 
will  not  effect  a  cure.  A  much  better  result  will  be 
obtained  by  operating  upon  the  ethmoid  and  leaving 
the  septum  untouched. 

4.  In  atrophic  conditions  of  the  nose,  operations 
should  be  avoided  as  far  as  possible. 

5.  The  patient  who  comes  to  be  relieved  of  his 
sufferings  and  is  willing  to  undergo  an  operation 
is  justly  entitled  to  an  honest  and  thorough  examin- 
ation'and  an  operation  based  upon  scientific  data. 

O.    M.    ROTT. 

THROAT 

Tongs,  M.S.:  Haemolytic  Streptococci  in  the  Nose 
and  Throat,  with  Special  Reference  to  Their 
Occurrence  after  Tonsillectomy.  /.  Am.  M. 
Ass.,  1919,  Ixxiii,  1050. 

Tongs  has  reviewed  the  most  recent  literature 
regarding  the  morphology  and  cultural  charac- 
teristics of  haemolytic  streptococci  in  the  throat  of 
the  healthy  and  the  sick,  and  presents  the  results 
he  obtained  from  cultures  of  the  nose  and  throat 
following  tonsillectomy.  His  conclusions  are  that 
the  tonsils,  especially  when  hyperplastic,  are  a  breed- 
ing place  for  haemolytic  streptococci,  and  that  com- 
plete tonsillectomy  is  in  most  cases  followed  by  the 
absence  of  haemolytic  streptococci  from  the  throat. 

O.  M.  ROTT. 

Symonds,  C.  J. :  Removal  of  Tonsils  and  Adenoids. 

British  M.  J.,  1919,  ii,  558. 

Symonds  states  that,  as  he  has  demoustraled  for 
many  years,  the  MacKenzie  guillotine  is  efficient  in 
cleanly  removing  the  tonsils  and  adenoids.  He 
emphasizes  the  point  that  the  guillotine  ring  must 
be  placed  behind  and  below  the  tonsil.  Standing 
on  the  right  side  of  the  patient  whose  head  is 
inclined  slightly  backward,  he  removes  the  left 
tonsil  first.  The  handle  of  the  guillotine  is  brought 
across  to  the  right  side,  the  fingers  of  the  left  hand 
pressing  the  tonsil  inward  while  the  thumb  presses 


t  he  blade  outward.  The  blood  having  been  swabbed 
away,  the  right  tonsil  is  removed.  liowen  uses  the 
guillotine  with  the  blade  reversed. 

The  question  of  the  advisability  of  complete  extir- 
pation is  brought  up,  as  is  also  the  amount  of  relief 
which  can  be  expected  from  partial  removal  and  the 
proportion  of  recurrences  of  tonsillitis. 

For  the  past  ten  years  the  author  has  been  obtain- 
ing uniformly  good  results  and  in  this  period  he  was 
obliged  to  re-operate  upon  only  one  patient.  As  he 
does  not  believe  that  the  recurrences  in  children 
amount  to  i  per  cent  he  is  of  the  opinion  that  the 
general  adoption  of  complete  dissection  of  the  ton- 
sils is  not  justified. 

In  most  cases  in  which  the  guillotine  is  used 
the  deep  portions  of  the  tonsils  remain  but  this 
does  no  harm  and  the  remnant  may  be  removed 
with  a  curette. 

Symonds  differs  from  Bowen  in  that  as  an  anaes- 
thetic he  advocates  ether  given  with  Clooer'  s  appara- 
tus rather  than  ether  chloride  which,  in  his  opinion, 
is  not  as  safe.  H.  R.  Lyons. 

Lynah,  H.  L.:  Laryngeal  Bouginage.    N.  York  M. 
/.,  1919,  ex,  838. 

The  author  treats  cases  of  laryngeal  stenosis  fol- 
lowing the  long-continued  wearing  of  a  tracheal 
cannula  by  means  of  laryngeal  bouginage  instead  of 
laryngotomy.  The  use  of  the  bougie  and  rubber 
laryngeal  tubes  is  explained  and  case  reports  are 
added. 

Bouginage  in  these  cases  requires  great  caie  lest 
undue  force  be  employed  in  dilating  the  stenosed 
larynx  and  trachea.  A  small  olive-tipped  bougie 
should  be  passed  from  above  through  the  endoscope, 
care  being  taken  to  avoid  a  false  passage  into  the 
tissues  of  the  neck,  or  an  injury  of  the  oesophagus. 
The  first  size  or  smallest  bougie  should  be  placed 
against  the  stricture  with  the  olive  directed  ven- 
trally.  If  the  small  bougie  does  not  pass  readily, 
forcible  dilatation  should  not  be  attempted.  After 
five  minutes  the  trial  should  be  discontinued,  a 
second  attempt  being  made  a  day  or  so  later.  Usu- 
ally after  the  third  or  fourth  trial  the  small  olive 
will  pass  through  the  tightest  stricture.  Forcible 
attempts  should  never  be  made  with  a  large 
bougie  until  the  smaller  size  has  been  passed  with 
ease  several  times.  When  this  has  been  done  con- 
tinuously larger  bougies  may  be  used,  but  never 
more  than  three  sizes  at  any  single  sitting. 

After  endoscopic  bouginage  is  successful,  dilata- 
tion from  below  upward  may  be  attempted.  Before 
the  author's  split  cannula  carrier  and  the  rubber 
laryngeal  tube  are  finally  inserted,  bouginage  should 
be  performed  three  or  four  times  so  that  the  larynx 
is  thoroughly  opened.  O.  M.  Rott. 
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Moore,  I. :  The  Epidiascopic  Demonstration  of  the 
Normal  Histology  of  the  Vocal  Cord  and  Ven- 
tricle of  the  Larynx  Considered  in  Connection 
with  the  Development  of  Adenomata.  Proc. 
Roy.  Soc.  M^d.,  Lond.,  191Q,  xii,  Sect.  Laryngol., 
199. ' 

Photomicrographic  demonstrations  of  sections  of 
the  larynx  are  presented  in  order  to  determine  the 
limits  of  the  vocal  cord  and  to  settle  the  question  as 
to  whether  or  not  it  is  possible  for  an  adenoma  to 
develop  from  this  structure.  The  conclusion  offered 
is  that  the  cord  contains  gland  tissue  in  the  periph- 
eral portion  of  the  upper  half  of  the  cord  and  that 
therefore  an  adenoma  may  arise  from  this  structure, 

O.  M.  ROTT. 

MOUTH 

Leary,  A.  J.:  The  Relation  of  Oral  Infection  to 
Systemic  Disease.  Boston  M.  b'S.  J.,  1919,  clxxxi, 
611, 

Leary  reports  that  it  is  now  conceded  that  oral 
infection  may  be  the  cause  of  rheumatic  attacks 
which,  in  the  past,  were  attributed  to  uric-acid 
diathesis,  auto-intoxication,  internal  secretions,  or 
anaphylaxis.  Focal  infections  from  the  roots  of 
devitalized  teeth  are  among  the  most  certain,  fre- 
quent and  insidious  underminers  of  health  for  the 
following  reasons: 

1.  They  occur  without  giving  rise  to  any  local 
pain  or  discomfort. 

2.  They  may  be  present  about  the  roots  of  teeth 
which  supposedly  have  been  well  filled. 


3.  Their  presence  is  usually  revealed  only  acci- 
dentally or  intentionally  with  the  X-ray. 

4.  Often  their  presence  about  the  roots  of  septic 
teeth  may  not  be  revealed  by  the  X-ray. 

5.  The  effects  of  these  local  infections  are  remote 
from  their  origin  both  in  time  and  place,  and  there 
is  no  apparent  connection  between  the  two. 

6.  Hardly  a  person  over  25  years  of  age  who  has 
had  dental  treatment  in  which  the  pulp  has  been 
involved  is  without  one  or  more  of  these  apical  in- 
fections. 

7.  These  infections  are  most  puzzling  to  the  oral 
surgeon  and  require  his  most  skillful  efforts  to  eradi- 
cate them.  M.  N.  Fedeespiel. 

Zen  tier:  The  Combined  Operation  for  Peri- Apical 
and  Peridental  Infection;  the  Reason  for 
Author's  Technique.  Internal.  J.  Orthodont.  b" 
Oral  Surg.,  1919,  v,  586. 

Zentler  reports  a  combined  operation  for 
peri-apical  and  peridental  infections.  He  recom- 
mends the  complete  removal  of  the  diseased  area. 
This  is  usually  done  with  the  surgical  burr  so  as  to 
smooth  the  amputated  root-end  as  well  as  any 
sharp  edges  of  the  surrounding  bone.  A  normal 
saline  solution  is  used  to  wash  away  shavings. 

In  peridental  infection  the  diseased  part  is  well 
exposed.  All  the  inflamed,  infected,  granulom- 
atous tissue  found  between  and  surrounding  the 
roots  of  the  teeth  is  removed.  The  area  operated 
upon  is  swabbed  with  a  50  per  cent  solution  of  the 
official  tincture  of  iodine  and  the  flap  then  sutured 
in  place.  M.  N.  Federsptel. 
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Histopathology  of  the  jaws  and  apical  dental  tissues.  IV. 
Degenerate  root  structures.  E.  S.  Talbot.  DentalCos- 
mos,  1919,  Ixi,  1067. 


INTERNATIONAL     ABSTRACT 

OF    SURGERY 

APRIL,    1920 


ABSTRACTS  OF  CURRENT  LITERATURE 

GENERAL  SURGERY— SURGICAL  TECHNIQUE 


OPERATIVE  SURGERY  AND  TECHNIQUE 

Detacher  The  Treatment  of  Ulcerous  Cicatrices 
by  Cir6umferential  Incisions  (Note  sur  le  traite- 
ment  des  cicatrices  ulcereuses  par  les  incisions  circon- 
f erencielles) .    Arch.  med.  beiges,  1919,  Ixxii,  60. 

The  author  believes  that  in  extensive  ulcerations 
arising  from  the  scars  of  wounds  the  best  treatment 
is  that  recommended  by  Dolbeau  for  varicose  ulcers, 
i.e.,  circumferential  incisions. 

These  incisions,  which  should  include  the  skin  and 
the  entire  thickness  of  the  subcutaneous  layers,  are 
made  parallel  to  the  scar  at  a  distance  of  from  2  to 
3  cm.  from  the  edge  of  the  diseased  tissue.  A  double 
line  may  be  made  on  each  side. 

The  incisions  diminish  the  tension  on  the  scar  and 
facilitate  the  circulation  and  nutrition  of  the 
cicatricial  tissue. 

The  cure  obtained  by  this  treatment  is  often 
rapid.  The  ulceration  in  the  center  of  the  scar 
quickly  changes  its  aspect  and  becomes  covered  by 
a   crust. 

The  method  is  very  efficacious  in  rebellious  scar 
complications  against  which  the  surgeon  is  often 
powerless.  The  author  has  used  it  extensively  and 
almost  always  successfully.  In  one  case  the  incisions 
were  made  eight  months  after  the  injury.  Less  than 
fifteen  days  later  the  ulcer  was  entirely  cicatrized 
although  the  operative  wounds  were  not. 

W.  A.  Brennan. 

Eisendrath,  D.  N. :  Drainage  of  the  Abdominal 
Wall  in  Acute  Appendicitis.  /.  Am.  M.  Ass., 
1919,  Ixxiii,  1871. 

The  author  uses  the  McBurney  muscle-splitting 
incision  for  appendectomy  and  finds  that  it  is  large 
enough  for  the  removal  of  the  majority  of  appen- 
dices. To  prevent  abdominal- wall  infections  he 
employs  a  special  arrangement  of  drains.  The  first 
drain,  which  is  of  rubber  tubing,  is  passed  through 
the  center  of  the  incision  to  the  peritoneum  which 
has  been  closed.    The  second  drain,  of  the  same 


material,  lies  upon  the  internal  oblique  muscle 
parallel  to  the  line  of  incision  and  emerges  at  the 
angles.  The  third  drain,  made  of  twisted  strands 
of  silkworm  gut,  lies  upon  the  external  oblique 
muscle  parallel  to  the  second  drain  and  also  emerges 
at  the  angles.  These  drains  are  ordinarily  removed 
with  the  sutures. 

"In  cases  in  which  an  abscess  has  been  formed, 
the  peritoneum  is  not  closed,  but  a  cigarette  drain 
is  inserted  to  the  bottom  of  the  abscess  cavity." 
Pelvic  abscesses  and  spreading  peritoneal  infection 
complicating  appendicitis  are  drained  by  a  supra- 
pubic stab  wound,  and  the  McBurney  incision  is 
closed  as  described.  K.  L.  Vehe. 

Ducuing,  J.:  Late  Suturing  of  Wounds  (Sur  le 
rapprochement  tardif  des  plaies).  Lyon  chirurg., 
1919,  xvi,  270. 

Ducuing  sutured  75  wounds  in  the  late  period, 
i.  e.,  about  thirty-five  days  after  the  injury  when 
the  wound  was  in  the  course  of  cicatrization.  In 
40  per  cent  the  results  were  perfect;  in  20  per  cent 
they  were  good,  about  one-third  of  the  wound  re- 
maining open;  and  in  10  per  cent  they  were  fair, 
about  two-thirds  of  the  wound  remaining  open.  In 
5  per  cent  the  result  was  a  failure. 

Ducuing  states  that  owing  to  its  bacteriological 
and  anatomopathologic  character  the  approxima- 
tion of  an  old  wound  is  more  difficult  than  a  primary 
or  late  primary  union  lof  a  wound  freshly  disinfected. 
The  operation  often  frees  hidden  bacteria.  The 
special  precautions  which  must  be  taken  in  late- 
sutured,  wounds  are  as  follows: 

1.  The  wound  must  be  closed  before  it  reaches 
too  late  a  state  in  its  evolution.  Statistics  show  that 
the  proportion  of  failures  is  very  much  higher  in 
late  than  in  primary  or  secondary  approximations. 

2.  Contrary  to  the  opinion  of  many  surgeons, 
however,  a  late  approximation  may  be  made  safely 
and  on  the  basis  of  the  clinical  aspect  alone  if  the 
wound  appears  to  be  in  good  condition  for  healing. 
Under   such    conditions    the    clinical    examination 
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gives  as  much   information  as  the  bacteriological 
examination  as  the  bacteria  are  usually  latent. 

3.  Before  a  late  suture  is  made  it  is  desirable  to 
determine  by  what  methods  deep  sterilization  of 
the  wound  may  be  effected.  Possibly  this  may  be 
obtained  by  ionization  or  roentgenization. 

4.  In  closing  the  wound  the  necessary  excision 
may  be  limited  to  a  trimming,  but  extensive  exci- 
sion extending  into  the  healthy  parts  may  be  neces- 
sary to  obtain  a  supple  wound.  Mere  curettage  of 
the  wound  edges  leaving  a  good  deal  of  the  indurated 
parts  is  not  recommended. 

5.  In  trimming  the  skin  and  approximating  the 
muscle  layers  the  formation  of  dead  spaces  must  be 
avoided.  These  harbor  bacteria  and  favor  bad  con- 
tacts between  the  phagocytes  and  the  micro-organ- 
isms. 

6.  When  ha;mostasis  is  not  perfect  subcutaneous 
or  submuscular  filiform  drainage  is  indicated. 

7.  Very  violent  traction  on  the  skin  to  close  a 
wound  should  be  avoided.  These  manoeuvres  inter- 
fere with  the  circulation  of  the  cutaneous  strips  and 
underlying  layers  and  favor  non-union.  It  is  better 
to  make  only  an  approximate  closure. 

8.  Fever  following  the  operation  does  not  neces- 
sitate a  total  opening  of  the  wound.  As  a  rule  such 
opening  is  not  called  for  even  when  there  is  per- 
sisting fever  and  pain.  The  removal  of  a  few  stitches 
at  the  point  which  is  most  tense  and  red,  followed 
by  the  application  of  a  wet  dressing,  is  usually 
sufficient. 

9.  Total  failure  of  late  suture  is  not  a  complete 
therapeutic  failure  as  it  always  leaves  a  more  supple 
wound  which  generally  heals  better  and  after  rapid 
disinfection  can  be  resutured.  .        W.  A.  Brennan. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

Fantus,  B.,  and  Smith,  M.  I.:  An  Experimental 
Study  of  the  Action  of  Chloramines.  J.  Phar- 
macol. b'Exper.  Therap.,  1919,  xiv,  259. 

The  authors  studied  the  effects  of  sodium  P- 
toluene  sulphonchloramine  (chloramine-T) ,  P-tol- 
uene  sulphonamine  and  its  sodium  salt,  and  P-toluene 
sulphondichloramine  (dichloramine-T)  on  protozoa, 
frogs,  guinea  pigs,  rabbits,  and  dogs. 

Unicellular  animals  were  promptly  killed  by  very 
dilute  solutions  of  the  soluble  chloramines.  The 
chloramines  are  powerful  irritants,  causing  inflam- 
matory oedema  of  the  subcutaneous  tissue  and  even 
necrosis  of  the  overlying  skin  on  hypodermic  injec- 
tion, inflammation  of  the  mucous  membranes  on 
local  application,  and  vomiting  on  oral  administra- 
tion. The  effect  on  the  mucous  membranes  was 
studied  in  the  conjunctiva  of  rabbits.  A  1:1,000 
solution  of  chloramine-T  was  distinctly  irritating 
while  a  1:2,000  solution  was  not.  Chloramine-T  is 
therefore  about  three  times  as  irritating  as  phenol. 

Chloramine-T  depresses  the  central  nervous 
system  in  the  order  of  brain,  medulla,  and  spinal 
cord.  This  was  easily  demonstrated  in  the  frog  but 
is  probably  true  also  as  regards  the  higher  animals. 


The  depression  is  due  chiefly  to  the  P-toluene  sul- 
phonamine. On  intravenous  injection,  chloramine- 
T  produces  pulmonary  oedema  which  is  probably  the 
same  as  that  produced  by  the  inhalation  of  chlorine 
gas. 

The  fear  has  been  expressed  that  wound  irrigation 
with  the  chloramines  might  be  dangerous  because  of 
their  tendency  to  produce  methajmoglobin.  The 
hemolytic  power  of  chloramine-T  is  due  chiefly  to  its 
alkalinity.  This  is  evident  from  the  fact  that  the 
same  power  is  displayed  also  by  chlorine-free  sodium 
P-toIuene  sulphonamine.  P-toluene  sulphonamine 
containing  no  dissociable  alkali  is  not  hemolytic. 
Methajmoglobin  formation  due  to  the  chlorine  in 
chloramine-T  occurs  only  to  a  slight  degree  and  is 
shown  only  in  the  test  tube.  Dic^oramine-T  is  also 
slowly  hajmolytic  and  slowly  changes  haemoglobin 
to  methaemoglobin.  I.  W.  Bach. 

AN^STHESU 

Mortimer,  J.  D.:    Post^aduate  Lecture  on  the 
After-Effects   (and    So-Called   After-E£fects) 
of  Anaesthesia.     Med.  Press.,  1919,  n.s.,  cviii, 
SOS- 
Mortimer  concludes  that  it  is  a  mistake  to  attri- 
bute so  many  post  operative  conditions  entirely  to 
the  anaesthetic.     While  in  some  cases  the  anaes- 
thetic or  its  maladministration  may  be  the  sole 
cause,  in  others  it  may  have  merely  contributed  to 
the  condition  and  in  others  it  would  be  hard  to 
trace  to  it  even  a  remote  share  in  the  responsibility. 
Depression  and  collapse  should  not  be  attributed 
directly  to  the  anaesthetic  save  in  quite  exceptional 
cases.  As  a  general  rule  the  patient's  previous  state, 
haemorrhage,  stridor,  or  other  reflex  disturbances 
leading   to   surgical   shock,    are   quite   enough   to 
account  for  the  condition.    Moreover,  if  the  anaes- 
thetic has  been  improperly  selected  or  badly  given, 
its  administrator  must  be  considered  responsible. 

Excitement  and  struggling  are  less  usual  during 
recovery  from  the  anaesthetic  than  during  the 
induction  of  anaesthesia,  but  may  occur  in  neurotic 
or  alcoholic  pa'tients,  especially  if  they  are  dis- 
turbed. An  attack  of  delirium  tremens  may  be 
precipitated  by  anaesthesia  but  the  anaesthetic  counts 
for  little  in  its  causation. 

Insanity  rarely  follows  operation  immediately, 
but  may  come  on  during  the  first  two  or  three 
weeks  afterward  in  predisposed  subjects.  Here, 
again  the  anaesthetic  may  be  considered  only  one 
of  many  contributing  factors. 

Vomiting  is  more  apt  to  occur  in  sensitive  persons, 
in  dyspeptics,  in  the  over-fed,  and  in  those  in  whom 
excretion  is  inadequate.  Faulty  preparation,  oral 
sepsis,  swallowing  of  mucus  or  blood,  faulty  after- 
treatment,  such  as  jolting,  feeding  too  soon,  etc., 
however,  are  often  contributory  factors.  There  is 
also  the  possibility  that  the  disorder  for  which  the 
operation  was  needed,  such  as  intestinal  obstruction, 
has  not  been  fully  relieved.  Again,  the  surgeon's 
procedure  may  unavoidably  cause  after-vomiting 
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by  direct  or  reflex  action,  or  the  operations  and 
bandages  may  interfere  with  oxidation  and  the 
elimination  of  the  anaesthetic  and  waste  products. 
Vomiting  is  more  apt  to  occur  when  sensitive  organs 
are  stitched  than  after  their  removal,  and  is  some- 
times associated  with  spasmodic  pain.  One  must 
beware  of  the  after-complications  of  which  vomiting 
is  a  symptom,  i.  e.,  peritonitis,  etc. 

Any  operation  in  the  region  of  the  diaphragm 
inhibits  its  action,  thus  allowing  atonic  distention 
and  nausea. 

Prolonging  the  anaesthesia  does  not  in  itself 
greatly  increase  the  tendency  to  vomiting.  It 
should  be  remembered  that  in  cases  requiring  a  long 
operation  other  causes  of  after-vomiting  are 
present  more  often  than  in  cases  requiring  a  short 
operation.  As  a  rule  nitrous  oxide  and  ethyl  chloride 
do  not  cause  vomiting  unless  blood  is  swallowed. 
After  ether,  vomiting  is  more  usual,  but  occurs  only 
once  and  then  usually  before  the  return  of  conscious- 
ness. There  is  no  special  tendency  to  vomiting 
from  a  mixture  of  chloroform  and  ether.  Chloro- 
form is  followed  by  vomiting  less  often  than  ether, 
but  when  it  is  so  followed  the  vomiting  is  apt  to  be 
prolonged  and  serious.  Vomiting  is  a  marked 
symptom  in  a  condition  known  as  "delayed  chloro- 
form poisoning." 

To  overcome  retching  and  vomiting  a  small 
tumblerful  of  hot  water  in  which  a  teaspoonful  of 
bicarbonate  of  soda  has  been  dissolved  should  be 
slowly  sipped.  This  will  clear  the  stomach  one 
way  or  the  other.  If  the  patient  complains  of  the 
taste  or  smell  of  the  anaesthetic,  his  mouth  should 
be  rinsed,  and  he  should  suck  a  thin  slice  of  lemon 
or  inhale  aromatic  vinegar. 

The  urine  should  be  tested,  especially  if  there  is  a 
possibility  of  acetonuria  or  uraemia.  Examination 
of  the  fundus  oculi  may  give  early  indication  of  an 
intracranial  disorder.  Presuming  that  there  is  no 
evidence  of  any  condition  requiring  further  opera- 
tion, sedatives,  such  as  bromides,  may  be  given  to 
neurotic  patients,  or  morphine  if  there  is  persistent 
pain  or  irritation.  The  latter  drug  must  be  used 
with  caution,  for  if  the  sickness  depends  on  im- 
perfect elimination,  morphine  makes  matters  worse 
as  it  may  cause  intestinal  atony  and  mask  compli- 
cations. 

Lavage  of  the  stomach  is  especially  valuable 
when  the  stomach  is  apt  to  contain  decomposing 
material.  The  author  urges  that  it  be  done  as  a 
matter  of  routine  after  any  operation  for  intestinal 
obstruction.  The  bowels  should  be  well  cleared. 
If  there  is  atonic  distention,  strychnine,  ergotinine, 
eserine,  or  pituitrin  is  recommended  unless  the 
patient  has  high  blood  pressure  or  a  weak  heart. 
Abdominal  massage  should  be  given  when  possible. 
If  necessary,  a  rectal  tube  may  be  left  in  place  for 
an  hour  or  so  at  a  time.  The  Fowler  or  sitting-up 
position  is  advisable. 

As  regards  postoperative  pulmonary  complica- 
tions, it  was  shown  by  Pasteur  in  191 1  that  these 
are  due  mainly,  not  to  the  anaesthetic,  particularly 


the  irritating  vapor  of  ether,  as  was  formerly  sup- 
posed, but  to  inhibition  of  the  action  of  the  dia- 
phragm caused  by  bronchopneumonia  and  opera- 
tions to  collapse  the  lungs.  Among  many  other 
predisposing  and  exciting  causes  may  be  mentioned 
catarrhal  and  septic  conditions  of  the  air-way,  lack 
of  general  resistance,  chilling,  over-dosing  with 
ether,  inhalation  of  fluid,  the  use  of  dirty  apparatus, 
the  dorsal  position,  and  hypnotic  drugs.  (Edema 
of  the  lungs  may  follow  excessive  intravenous  infu- 
sion, while  pulmonary  embolism,  septic  or  non- 
septic,  may  occur  especially  after  operations  involv- 
ing large  veins.  Careful  selection  and  administra- 
tion of  the  anaesthetic,  measures  to  secure  a  free 
air-way  and  prevent  inhalation  of  fluids,  and  the 
use  of  oxygen  and  atropine  in  certain  cases  are 
obvious  safeguards.  Isabella  Herb. 

Farr,    R,    E.:     Some   Adjuncts   Which   Promote 
Efficiency  in  the  Use  of   Local  Anaesthesia. 

Am.  J.  Obst.,  1919,  Ixxx,  653. 

A  brief  review  of  the  problem  of  anaesthesia  dis- 
closes the  fact  that  modem  anaesthetics  are  far  from 
perfect.  From  the  standpoint  of  safety,  both  imme- 
diate and  remote,  procaine  is  the  most  satisfactory. 

The  author  claims  that  it  is  possible  to  perform  a 
large  amount  of  surgical  work  under  local  anaes- 
thesia, but  that  before  the  method  is  generally 
adopted  the  armamentarium  and  the  technique  of 
producing  anaesthesia  must  be  improved  and 
simplified  and  present-day  methods  of  operating 
must  be  changed. 

The  article  contains  a  description  of  a  method  of 
introducing  the  anaesthetic  which  is  painless  except 
for  the  formation  of  the  initial  wheal.  The  method  of 
choice  is  infiltration  when  it  does  not  interfere  with 
the  anatomical  relation  of  the  tissues,  but  in  some 
cases,  hernia  for  example,  nerve  blocking  is  recom- 
mended. Abolition  of  the  reflexes  of  the  abdominal 
wall  is  the  ideal  as  this  invariably  gives  a  negative 
intra-abdominal  pressure  and  the  viscera  recede 
rather  than  extrude  from  the  operative  wound. 

In  the  technique,  vertical  retraction  and  great 
care  in  the  handling  of  the  tissues  are  the  main 
strategic  points.  Abdominal  packs  are  unnecessary 
except  to  prevent  soiling. 

Particular  attention  is  called  to  the  great  efficacy 
of  local  anaesthesia  for  operations  upon  children. 
For  some  years  the  author  has  been  using  this 
method  with  considerable  success,  even  for  children 
as  young  as  two  days.  Among  the  operations  per- 
formed were  appendectomies,  herniotomies,  trans- 
positions of  the  testicle,  the  Rammstedt  operation, 
closure  of  spina  bifida,  circumcisions,  operations  for 
cleft  palate,  dissections  in  the  neck,  trephinings,  and 
work  on  the  extremities.  The  facts  mentioned 
regarding  the  technique  are  even  more  important 
in  the  cases  of  children  than  in  operations  upon 
adults. 

Some  of  the  advantages  of  local  anaesthesia  are  its 
safety  and  comfort  and  the  greater  efficiency  it 
affords  in  operating. 
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Rivarola,  R.  A. :  Tumors  of  the  Brain  in  Children 

(Lostumoresdelencefalo  enlos  ninos).  Sctnana  mid., 
1919,  xxvi,  636. 

In  a  study  of  the  case  reports  in  the  literature 
Rivarola  is  impressed  by  the  length  of  time  that 
usually  elapses  between  the  first  examination  of  the 
patient  and  the  operation.  It  has  been  said  that 
this  delay  is  due  to  the  difficulty  of  making  a  diagno- 
sis but  there  have  been  cases  in  which,  though  the 
diagnosis  was  made  definitely,  operation  was  post- 
poned for  months  and  in  one  instance  for  a  year  and 
a  half  during  which  time  futile  treatments  with 
mercury  were  given.  Such  a  state  of  affairs  deserves 
severe  criticism. 

The  author's  experience  was  wholly  with  patients 
under  15  years  of  age  and  he  therefore  does  not 
assume  to  generalize  concerning  adult  patients.  It 
appears  to  him,  however,  that  there  is  a  manifest 
difference  between  the  condition  in  children  and  in 
adults.  In  children  tuberculoma  is  much  more 
frequent  than  in  adults,  while  in  adults  syphiloma 
is  very  much  more  frequent  than  in  children.  The 
difference  between  brain  tumors  in  children  and  in 
adults  which  Rivarola  wishes  to  emphasize  particu- 
larly, however,  is  that  of  the  symptoms  presented. 
It  is  useless,  he  believes,  to  seek  the  same  symptoms 
in  children  which  adults  present  under  similar 
circumstances. 

Tuberculous  tumors  are  the  most  common  of  the 
brain  tumors  in  children.  Hydatid  cysts  are  next 
in  frequency,  and  then  follow  gliomata,  glio- 
sarcomata,  psammomata,  etc.  Early  diagnosis  is 
essential  in  order  that  rational  treatment  may  not 
be  delayed. 

In  the  majority  of  cases  the  early  diagnosis  of 
tumor  of  the  brain  in  children  is  not  a  matter  of 
great  difficulty,  and  inability  to  make  a  diagnosis  is 
usually  due  to  faulty  examination  or  insufficient 
knowledge  of  the  normal  functions  of  the  different 
regions  of  the  brain  and  nervous  system. 

To  make  a  prompt  diagnosis  it  is  necessary  to 
know  the  various  symptoms  that  make  up  the  com- 
pression syndrome.  In  children  this  syndrome  is 
represented  by  four  cardinal  symptoms  which  are 
almost  never  absent  and  nearly  always  associated,  i.e. , 
headache,  vomiting,  constipation,  and  oedema  of 
the  papilla. 

Operation  to  be  successful  must  be  done  early. 
A  tumor  of  the  brain  is  always  a  grave  condition. 
Left  to  itself,  it  leads  slowly  and  surely  to  death. 
If  operation  is  delayed  until  after  the  tumor  has 
had  months  in  which  to  develop  the  patient  is 
emaciated  and  unable  to  withstand  the  treatment. 
To  operate  early  is  to  do  the  greatest  possible  good. 
If  the  tumor  is  extirpated  the  disease  is  cured  at  least 
temporarily.    If  the  tumor  cannot  be  extirpated  the 


craniotomy  will  relieve  the  symptoms  of  compression 
and  hypertension. 

It  seems  to  Rivarola  that  as  regards  operation  the 
nature  of  the  tumor  is  of  little  consequence.  The 
only  form  for  which  operation  is  not  indicated  is  the 
syphiloma.  A  tuberculoma  should  always  be  re- 
moved. .If  it  is  solitary  it  should  be  extirpated  and 
the  patient  afterward  appropriately  treated  for  the 
primary  tuberculous  infection  to  which  the  brain 
lesion  was  secondary. 

Lumbar  puncture  for  examination  of  the  spinal 
fluid  does  not  assist  in  the  diagnosis  and  is  not 
without  danger.  Therefore  it  should  not  be  prac- 
ticed regularly,  and  when  for  any  reason  it  is 
necessary,  it  should  be  done  with  the  child  in  the 
recumbent  position  and  only  a  very  small  quantity 
of  fluid  should  be  withdrawn.  Neither  is  roent- 
genography of  any  great  assistance  in  the  diagnosis 
except  when  there  is  spreading  of  the  sutures  or 
deformity  of  the  sella  turcica  in  tumors  of  the 
hypophysis.  The  intradermal  tuberculin  reaction, 
the  Wassermann  reaction,  Ghedini's  reaction,  etc., 
are  of  no  particular  value  in  establishing  the  nature 
of  the  tumor. 

The  eflFect  of  the  radio-active  substances  in  the 
treatment  of  tumors  of  the  brain  is  still  to  be 
established.  M.  M.  M.atthies. 

McCaw,  J.  F.:  Gangrene  of  the  Temporosphe- 
noidal  Lobe,  Right  Side,  of  Otitic  Origin — 
Operation  and  Extensive  Excision  of  the  Lobe 
— With  Recovery.  Ann.  Otol.,  Rhinol.  or  Laryn- 
goL,  1919,  xxviii,  823. 

McCaw  reports  a  case  of  gangrene  of  the  tem- 
porosphenoidal  lobe  complicating  a  chronic  sup- 
purative otitis  media  of  twenty  years'  duration 
which  had  undergone  acute  exacerbations.  During 
one  of  the  exacerbations  operation  was  performed 
and  the  dura  was  found  to  be  greenish  and  gan- 
grenous. As  incision  of  the  dura  revealed  a  similar 
condition  of  the  brain,  the  greater  portion  of  the 
temporosphenoidal  lobe  was  cut  away  with  the  for- 
ceps and  scissors.  This  was  of  the  consistency  of 
soap  and  greenish  and  gangrenous  throughout. 
There  was  no  bleeding.  Normal  brain  tissue  was  not 
entered.  The  excavated  cavity  in  the  brain  was  3  in. 
inward  and  3^^  in.  forward  from  the  surface  of  the 
wound.  The  patient  made  an  uneventful  recovery. 
From  a  mental  and  moral  pervert  he  was  restored  to 
the  community  as  a  reliable  and  fairly  good  citizen. 

Two  months  later  a  plastic  operation  was  per- 
formed for  a  small  cerebral  hernia  about  J^  in.  in 
diameter.  The  flaps  were  elevated  thoroughly  and 
the  entire  wound  lightly  curetted.  A  flap  fashioned 
from  the  posterior  flap  of  the  mastoid  wound, 
including  the  periosteum  and  overlying  tissues  ex- 
cept the  skin,  was  then  cut  free  at  its  lower  part, 
carried  upward  and  forward,  and  sutured  to  the 
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periosteum  at  the  upper  and  anterior  part  of  the 
wound.  This  covered  the  hernia  and  gave  it  sup- 
port. Further  support  was  given  by  another  flap 
made  from  the  posterior  auditory  canal  to  enlarge 
the  meatus  which  was  carried  upward  and  back- 
ward and  sutured  to  the  upper  part  of  the  posterior 
wound  flap.  O.  M.  Rott. 

Fieri,  G. :  Gunshot  Wounds  of  the  Medulla  and 
Meninges  (Le  ferite  d'arma  da  fuoco  del  midollo  e 
delle  meningi).  Chir.  d.  organi  di  movimenlo ,  1919, 
iii,  257. 

Pieri's  study  of  spinal-cord  injuries  is  based  on 
119  clinical  cases  observed  during  the  war:  no 
lesions  of  the  meninges  and  cauda,  9  lesions  of  the 
meninges. 

Of  the  no  meningeal  and  caudal  lesions,  40  were 
rifle  bullet  injuries,  55  were  due  to  shrapnel,  11 
were  caused  by  grenades,  and  the  balance  due  to 
larger  firearms. 

The  study  of  these  cases  demonstrates  the  diverse 
course  of  the  projectiles: 

1.  Traversing  the  spinal  column  and  injuring  the 
medulla  or  the  cauda  directly. 

2.  Traversing  the  spinal  column  with  injury 
either  to  the  medulla  (or  cauda)  or  the  meninges. 

3.  Striking  and  fracturing  the  arcs  at  a  tangent, 
and,  in  ricocheting,  producing  irreparable  lesions  in 
the  underlying  medulla  (6  cases). 

4.  Striking  a  vertebral  body  directly  and,  be- 
coming embedded  therein,  producing  a  severe 
indirect  lesion  of  the  cord  (2  cases). 

The  data  studied  show  that  war  projectiles  by 
their  characteristic  ballistic  properties  injure  in 
their  passage  through  the  vertebral  column  princi- 
pally the  cord.  The  medullary  injury  is  indirect. 
The  projectiles  commonly  removed  in  civil  surgery, 
on  the  other  hand,  injure  the  medulla  by  their 
presence  in  the  spinal  canal  and  the  injury  is  essen- 
tially direct. 

The  anatomopathologic  study  of  these  lesions  is 
based  on  41  autopsies  and  15  biopsies.  In  cases  of 
clinically  total  lesions  in  which  the  state  of  the 
cord  was  directly  verified  at  autopsy  or  operation 
there  were  7  types  of  cord  lesion: 

1.  Complete  section  of  the  medulla  and  of  the 
pia  with  diastasis  of  the  stumps  as  well  as  lesions 
of  the  dura  (7  cases). 

2.  Apparently  complete  section  of  the  medulla, 
but  not  of  the  pia,  with  lesion  of  the  dura  (i  case). 

3.  More  or  less  extensive  disruption  of  the 
medulla  and  of  the  pia  with  lesion  of  the  dura  (6 
cases) . 

4.  More  or  less  extensive  section  of  the  medulla 
and  of  the  pia  and  a  lesion  of  the  dura  (6  cases) . 

5.  Complete  through  and  through  perforation  of 
the  medulla,  pia,  and  dura  (2  cases). 

6.  Intrapial  softening  of  the  medulla  with  integ- 
rity of  the  pia  and  dura  (10  cases). 

7.  External  macroscopic  integrity  of  the  medulla 
and  meninges  (6  cases). 

In  72  of  the  no  cases  the  lesions  were  found  to 


be  total,  in  22  partial,  and  in  16  caudal.  The  partial 
lesions  in  15  cases  were  of  the  bilateral  type.  Five 
of  the  22  seemed  attributable  to  a  direct  lesion,  7 
to  an  indirect  lesion,  and  10  to  a  unilateral  lesion. 

Of  the  caudal  lesions  10  appeared  to  be  of  de- 
structive type,  while  6  were  transitory  and  appeared 
to  be  due  to  a  contusion. 

The  results  in  the  no  cases  were  as  follows: 

1.  There  were  50  deaths  in  72  cases  of  total  lesion. 
The  22  survivors  were  transferred  to  other  hos- 
pitals without  signs  of  improvement. 

2.  Of  the  22  patients  with  partial  lesions  5  died 
and  1 7  were  transferred  improved. 

3.  Of  the  16  patients  with  caudal  lesions,  7  died 
and  9  were  transferred  either  cured  or  improved. 

The  statistics  of  the  no  cases,  therefore,  show  62 
deaths,  22  cases  in  which  there  was  no  improvement, 
and  26  cases  in  which  the  condition  was  improved 
or  cured. 

Only  28  of  the  no  patients  were  operated  upon, 
and  of  these,  19  died,  4  were  benefited  and  5  were 
transferred  to  another  hospital  in  an  unchanged 
condition.  In  22  cases  the  operation  consisted  of 
extraction  of  the  projectile.  In  2  cases  the  projectile 
was  not  extracted  because  it  was  embedded  too 
deeply  in  the  vertebral  body.  In  6  cases  an  operation 
was  performed  as  it  was  believed  that  the  cord  was 
compressed  by  fragments  of  bone.  In  i  of  these 
cases  no  bone  lesion  was  discovered;  in  3  the  bone 
injuries  did  not  cause  the  cord  symptoms;  in  2  the 
bone  lesions  were  very  severe  and  the  cord  injury 
was  irreparable. 

In  56  cases  in  which  a  direct  examination  of  the 
local  anatomical  conditions  was  possible  appreciable 
bone  lesions  were  lacking  in  10  and  in  the  other  46 
the  lesion  either  did  not  cause  compression  of  the 
cord  or  was  too  severe  and  the  cord  was  irreparably 
injured.  Excluding  from  the  indications  the  cases 
of  transfossal  wounds,  there  remain  those  in  which 
the  projectile  was  embedded  in  the  spine  (30  cases 
in  150),  those  in  which  the  projegtile  was  outside 
the  canal  (13  cases  in  33),  and  those  in  which  it  was 
partly  or  wholly  in  the  canal  (20).  Indications  for 
operation  are  given  only  in  such  cases  and  those 
in  which  there  is  only  a  partial  lesion  of  the  cord 
or  of  the  cauda.  In  the  total  number  of  wounds 
observed,  therefore,  there  were  clear  indications  for 
operation  in  only  7  cases  out  of  no. 

The  conclusions  to  be  drawn  from  the  anatomo- 
pathologic and  clinical  study  of  these  cases  and 
from  the  results  obtained  are: 

1.  Total  lesions  of  the  spinal  cord  contra- 
indicate  operation  because  of  the  inefficacy  of  suture 
of  the  cord.  Cord  lesions  produced  by  modern  war 
weapons,  moreover,  appear  to  present  anatomical 
conditions  which  are  least  adapted  to  suture  (in 
38  cases  of  total  lesion  observed  at  operation  or 
autopsy  only  8  showed  a  clean  complete  section; 
in  the  2  cases  in  which  suture  was  done  it  was  not 
beneficial). 

2.  Lesions  of  the  cord  due  to  transfossal  wounds 
contra-indicate  operation.    An  operation  would  not 
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permit  the  repair  of  cord  lesions  nor,  except  in 
very  rare  cases,  the  removal  of  the  agents  of  com- 
pression such  as  clots  which  might  be  eliminated 
by  lumbar  puncture  or  bone  fragments. 

W.  A.  Brennan. 

Martin,  B.:  Fat  Transplants  in  Traumatic  Epi- 
lepsy (Ueber  Fettransplantation  bei  traumatischer 
Epilepsie).  Deut.  med.  Wchnschr.,  1919,  xlv,  loii. 

Martin  gives  the  clinical  histories  of  5  cases  of 
traumatic  epilepsy  in  which  fat  grafts  were  used. 

The  macroscopic  and  microscopic  examination 
in  some  of  these  cases  showed  that  the  greater  part 
of  the  graft  disappeared  and  was  replaced  by  con- 
nective tissue  the  morphological  structure  of  which 
was  preserved.  Part  of  the  graft  became  necrotic 
and  encapsulated. 

For. some  time  after  the  placing  of  the  graft  the 
patients  were  entirely  free  from  attacks,  but  the 
seizures  soon  recurred  and  were  so  intensified  that 
it  was  necessary  to  remove  the  remnants  of  the 
grafts. 

The  interposition  of  a  soft  elastic  body  to  remove 
the  pressure  and  irritation  of  scar  tissue  on  the  brain 
is  therefore  only  temporary  and  the  capsulated 
graft  ultimately  forms  adhesions  with  the  brain. 

The  results  in  the  5  cases  reported  demonstrate 
that  the  method  is  of  no  value  as  a  means  of  treat- 
ing traumatic  epilepsy.  A  relapse  occurred  in  3  of 
these  cases  within  a  very  short  period.  The  healing 
of  the  wound  in  all  was  without  reaction.  The 
patients  showed  improvement  for  a  longer  or  shorter 
period  but  only  one  remained  without  an  attack 
for  nine  months  after  the  operation  and  he  suffered 
violent  pain  in  the  head.  W.  A.  Brenn.\n. 

Joseph,  J.:  Plastic  Operations  on  the  Face,  Es- 
pecially Rhinoplasties  (Zur  Gesichsplastik  mit 
besonderer  Beruecksichtigung  der  Nasenplastik). 
Deut.  med.  Wchnschr.,  1919,  xlv,  959. 

Joseph  had  an  extensive  number  of  cases  for  plas- 
tic surgery  during  the  war  and  sums  up  the  conclu- 
sions based  on  this  experience  as  follows : 

1.  In  the  use  of  flaps  from  the  cheek  to  correct 
defects  in  the  nose,  a  flap  should  be  taken  from 
both  sides.  In  the  cases  of  women  the  skin  of 
the  arm  is  usually  preferable. 

2.  In  the  construction  of  a  missing  septum  a 
bridge  may  be  made  from  the  cheek  flap. 

3.  In  cases  of  a  defect  of  the  lower  part  of  the 
nose  the  mucous  membrane  may  be  replaced  by 
forming  a  flap  from  the  skin  of  the  upper  part  of 
the  nose  and  suturing  it  to  the  inner  edge  of  the  wall 
of  the  pulled-down  nasal  stump.  The  large  outer 
round  surface  may  then  be  covered  with  skin  from 
the  forehead,  cheek,  or  arm. 

4.  In  total  and  subtotal  rhinoplasties  defects 
in  the  mucous  membrane  may  be  corrected  with 
flaps  from  the  surrounding  cheek  tissues  so  formed 
that  their  skin  surface  is  placed  inward  and  wound 
surface  outward,  and  one  of  them  replaces  the  lower 
and  the  other  the  upper  half  of  the  defective  nasal 


membrane.  The  remaining  defects  may  then  be 
repaired  with  material  from  the  forehead,  arm,  or 
the  cheek. 

5.  In  defects  of  the  nasal  alae  the  missing  part 
may  be  supplied  with  a  flap  formed  from  the  skin 
immediately  overlying  it  and  the  surface  then  cov- 
ered with  a  skin  strip  taken  from  the  forehead, 
cheek,  or  arm. 

6.  Small  nose  tip  defects  should  be  repaired  with 
pedunculated  skin  flaps  from  the  skin  of  the  bridge 
of  the  nose. 

7.  Secondary  forehead  defects  should  be  at  once 
covered  with  one  or  two  sufficiently  large  peduncu- 
lated flaps  from  neighboring  areas. 

8.  To  obtain  a  normal  profile  in  cases  of  flat  or 
newly  formed  noses,  two  or  three  pieces  of  wedge- 
shaped  bone  may  be  used. 

9.  When  in  nasal  and  other  facial  defects  other 
methods  are  not  applicable  or  give  imperfect  re- 
sults, a  last  resource  is  transplantation  of  skin 
from  the  outside  of  the  upper  arm.  The  arm  should 
be  placed  in  position  with  the  elbow  in  front  of  the 
chin  and  the  hand  upon  the  opposite  shoiflder. 

10.  Defects  of  the  upper  lip  as  a  rule  should  be 
corrected  with  skin  flaps  from  the  cheek  or  throat 
taken  from  both  sides.  The  red  part  of  the  lip  may 
be  formed  from  the  mucous  membrane  of  the  lower 
lip. 

11.  Defects  of  the  lower  eyelids  may  be  repaired 
with  the  forehead  skin,  and  a  combination  of  nose 
and  eyelid  defect  corrected  by  means  of  a  bridge 
transplanted  .from  the  forehead  to  the  nose  region. 

Joseph  describes  the  various  methods  in  detail 
and  gives  a  number  of  photographs  to  illustrate  his 
results.  W.  A.  Brennan. 

Shaw,  D.  M.:  Perverted  "Functional"  Activity  in 
the  Production  of  Jaw  Deformities.     Internat. 

J.  Orthodont.  if  Oral  Surg.,  1919,  v,  724. 

In  this  article  the  author  confines  himself  to  a 
consideration  of  the  jaw  deformities  occurring  in 
children  which  are  recognized  chiefly  as  irregularities 
or  abnormalities  in  the  position  of  the  teeth.  He 
reviews  some  of  the  theories  advanced  as  to  the 
etiology  of  these  deformities,  such  as  those  ascribing 
them  to  a  lack  of  functional  exercise  due  to  the 
ingestion  of  soft  foods  exclusively,  faulty  |pituitary 
secretion,  and  defects  or  wrong  use  of  the  respira- 
tory parts.  He  jxjints  out  that  some  of  the  explan- 
ations offered  are  diametrically  opposed. 

Shaw  has  searched  for  positive  factors  by  closely 
observing  large  numbers  of  children  in  the  act  of 
masticating.  He  observed  in  many  cases  an  excessive 
amount  of  manipulation  of  the  food  by  the  tongue. 
Reduction  of  the  food  by  the  cheek  teeth  was  carried 
out  only  partially  or  not  at  all.  Morsels  were  rolled 
about  and  squeezed  by  the  tongue  and  bolted.  A 
large  proportion  of  the  daily  intake  was  manipulated 
and  mashed  by  the  tongue  against  the  anterior  sur- 
face of  the  palate.  In  some  cases  tough  morsels 
were  reduced  by  the  anterior  teeth,  the  cheek  teeth 
being  absent,  carious,  or  in  malocclusion.  In  this  act 
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also  the  tongue  was  used  abnormally  as  regards 
direction,  force,  and  time. 

This  abnormal  and  perverted  use  of  the  tongue, 
the  author  believes,  is  a  positive  factor  in  the  produc- 
tion of  protrusion  of  the  upper  jaw  and  the  following 
abnormalities  found  associated  in  a  majority  of  such 
cases:  (i)  the  high  level  obtained  by  the  alveolar 
anterior  border  of  the  mandible;  (2)  shortening  of 
the  body  of  the  mandible;  (3)  increased  depth  or 
low  level  of  the  premolar  and  molar  region  in  the 
maxilla  and  mandible;  (4)  narrowing  of  the  arches; 
and  (5)  a  backward  bite  of  all  or  nearly  all  of  the 
mandibular  teeth. 

The  tongue  is  pulled  forward  by  the  genio- 
hyoglossal  muscles  which  will  exert  a  backward 
pull  upon  the  mandible.  Its  upward  thrust  will  be 
accompanied  by  an  upward  pull  on  the  mandible 
through  the  same  muscles,  while  the  mylohyoid 
muscles  furnish  the  base  upon  which  the  tongue 
rests.  Abnormal  perverted  activity  on  the  part  of 
the  tongue  in  these  directions  during  the  period  of 
development  of  the  jaws  will  bring  about  the  de- 
formities enumerated. 

The  action  of  the  tongue  produces  the  protusion 
of  the  upper  jaw,  that  of  the  geniohyoglossi  raises 
the  level  of  the  incisive  border  of  the  mandible  and 
shortens  its  body.  Downward  pressure  of  the 
tongue  on  the  mylohyoid  diaphragm  causes  the  low 
level  of  the  premolor  and  molar  region,  narrowing 
of  the  arches,  and  a  tipping  in  of  all  the  lower  cheek 
teeth.  Louis  Schultz. 

NECK 

Beck,  J.  C. :  Experiences  in  the  Surgery  of  the 
Thyroid  Gland.  Ann.  Otol.,  Rhinol.  b°  Laryngol., 
1919,  xxviii,  728. 

Operation  should  be  performed  in  cases  of 
exophthalmic  goiter  not  cured  by  the  removal  of 
septic  foci;  on  thyroid  glands  interfering  with 
respiration,  speech,  or  digestion,  or  causing  laryngo- 
tracheal cough;  on  large  thyroids  when  the  patient 
so  desires  for  cosmetic  reasons;  and  in  cases  of 
primary  malignancy  of  the  thyroid. 

Beck  gives  yi  gr.  morphine  with  1/150  gr.  atropine 
one-half  hour  before  operation  and  14,  gr.  morphine 
at  the  beginning  of  the  operation.  He  prefers  local 
anaesthesia  induced  by  i  per  cent  apothesin  or 
procaine  solution  to  general  anaesthesia,  but  while 
handling  the  gland,  especially  in  the  depths  of  the 
neck,  he  adds  nitrous  oxide  and  oxygen  by  mouth 
tube.  General  anaesthesia  he  uses  only  for  very 
nervous  patients  and  even  in  such  cases  begins  the 
operation  under  local  anaesthesia. 

Catgut  ligatures  are  used  and  the  vessels  are  tied 
off  early.  As  a  rule  portions  are  removed  from  both 
lobes  to  make  the  neck  symmetrical.  In  advanced 
malignancy  tracheotomy  may  be  required  and 
resection  of  the  clavicle  may  be  necessary  to  reach 
the  trachea  below.  In  many  of  Beck's  cases  no 
drainage  was  used  and  the  lack  of  it  did  not  seem  to 
have  any  unfavorable  effect. 

The  article  includes  also  a  description  of  the 


technique  of  orbital  decompression  for  the  manage- 
ment of  exophthalmos,  as  well  as  seventeen  short 
reports  of  various  types  of  cases,  four  of  which  were 
cases  of  lingual  thyroid.  C.  R.  Steinke. 

Means,  J.  H.,  and  Aub,  J.  G. :  The  Basal  Meta- 
bolism in  Exophthalmic  Goiter.  Arch.  Int. 
Med.,  1919,  xxiv,  645. 

This  discussion  is  based  on  345  metabolism 
observations  made  on  130  patients  and  covering  a 
period  of  four  and  one-half  years. 

The  gas  exchange  of  persons  with  hyperthyroidism 
is  elevated  above  the  normal.  Accordingly  the 
degree  of  elevation  may  be  used  as  a  measurement 
of  the  degree  of  thyroid  intoxication. 

In  -the  investigations  reported  the  basal  exchange 
was  determined  with  the  Benedict  universal  respira- 
tion apparatus  and  the  heat  production  calculated 
therefrom.  Up  to  April,  191 7,  the  writers  used  the 
calorific  value  of  oxygen  for  the  respiratory  quotient 
obtained  but  after  that  time  they  determined  the 
oxygen  only  and  assumed  a  respiratory  quotient 
of  0.82.  The  body  surface  was  determined  from 
DuBois'  height-weight  chart. 

It  was  shown  that  the  elevation  in  the  metabolism 
in  thyrotoxicosis  runs  parallel  to  the  clinical  evidence 
of  intoxication. 

Tables  are  presented  to  illustrate  the  importance 
of  metabolism  determinations  for  purposes  of 
differential  diagnosis  in  cases  of  obscure  thyroid 
disease.  Table  2  shows  that  for  the  most  part 
patients  with  goiters  but  without  clinical  signs  of 
thyrotoxicosis  have  a  normal  metabolism  and  do 
not  become  toxic  subsequently.  Table  3  indicates 
that  in  cases  with  suggestive  symptoms  patients 
with  a  normal  metabolism  do  not  develop  exophthal- 
mic goiter  subsequently,  while  those  with  an 
elevation  often  do. 

By  means  of  the  basal  metabolism  as  an  index 
of  toxicity,  the  authors  sought  to  determine  the 
effect  of  roentgen-ray  therapy  and  partial  thyroid- 
ectomy on  the  course  of  exophthalmic  goiter. 
There  are  always  confusing  factors,  however,  such 
as  rest  and  drugs,  and  the  tendency  to  spontaneous 
recovery. 

1 .  The  effect  of  rest :  In  a  group  of  patients  the 
average  metabolism  at  the  beginning  of  a  period  of 
complete  rest  in  bed  was  -f-8i  per  cent  and  after 
from  one  to  three  weeks  -}-62  per  cent.  In  not  a 
single  case  in  the  series  was  the  metabolism  brought 
to  within  normal  limits  by  rest  alone. 

2.  The  effect  of  quinine  hydrobromide:  The 
average  metabolism  was  -fsS  per  cent  before 
the  drug  was  administered  and  -I-47  per  cent 
after  its  administration,  the  fall  being  therefore  no 
greater  than  that  obtained  by  rest  alone. 

3.  The  effect  of  the  roentgen  ray:  Under  roent- 
gen ray  treatment  the  group  as  a  whole  showed 
progressive  improvement  as  measured  in  terms 
of  the  metabolism. 

4.  The  effect  of  surgery:  A  marked  fall  in  the 
metabolism  immediately  after  lobectomy,  followed 
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by  a  secondary  rise,   was  common,   though   not 
invariable. 

5.  Comparison  of  roentgen-ray  therapy  and  sur- 
gery: In  the  third  year  after  treatment  was  well 
established,  the  end-results  in  the  surgical  and 
roentgen-ray  groups  were  identical,  i.e.,  group 
averages  of  +13  per  cent  in  each  case  and  all  the 
patients  leading  normal  lives.  In  the  roentgen-ray 
group  the  improvement  was  gradual  but  pro- 
gressive. In  the  surgical  group  a  sudden  marked 
improvement  was  followed  by  a  subsequent  relapse. 
In  groups  of  cases  of  equal  toxicity  it  would  seem 
that  the  chance  of  cure  in  exophthalmic  goiter  is  as 
good  with  roentgen-ray  treatment  as  with  surgery. 

6.  The  relationship  between  metabolism,  weight, 
and  pulse:  In  about  60  per  cent  of  the  cases  there 
was  a  close  parallelism  between  the  pulse  and  the 
metabolism,  and  in  the  remainder  a  certain  amount 


of  parallelism.  This  indicates  that  during  rest  the 
pulse  rate  is  a  fairly  good  index  of  the  patient's 
progress. 

In  about  20  per  cent  of  the  cases  there  was  some 
evidence  of  a  reciprocal  relationship  between  the 
body  weight  and  the  metabolism  curve,  but  in 
80  per  cent  there  was  none.  In  some  cases  the 
weight  increased  with  a  rising  metabolism  and  vice 
versa. 

No  constant  relationship  of  the  sugar  curve  to 
the  end-result  could  be  demonstrated. 

The  authors  believe  that  the  roentgen  ray  should 
be  tried  first  in  the  management  of  exophthalmic 
goiter  and  that  resort  should  be  had  to  surgery 
only  after  the  roentgen  ray  and  other  medical 
measures  have  failed.  Moreover,  if  the  metabolism 
remains  elevated  after  operation  the  roentgen  ray 
should  be  employed  again.  E.  H.  Pool. 
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CHEST  WALL  AND  BREAST 

Graham,  E.  A. :  The  Maximum  Non-Fatal  Open- 
ing of  the  Chest  WalL  /.  Am.  M.  Ass.,  1919, 
Ixxii,  1934. 

In  a  previous  article  with  P.  D.  Bell,  the  au- 
thor presented  evidence  to  show  that  the  prev- 
alent conceptions  of  the  collapse  of  one  lung  and 
the  maintenance  of  respiration  with  the  other  in  a 
unilateral  open  pneumothorax  are  erroneous.  Un- 
less the  mediastinum  is  very  firmly  fixed  with  adhe- 
sions, the  pressure  is  practically  the  same  in  the 
unopened  as  in  the  opened  side.  It  has  been  shown 
also  that  a  bilateral  open  pneumothorax  in  a  normal 
chest  is  not  more  dangerous  to  life  than  a  unilateral 
opening,  provided  the  combined  areas  of  opening  on 
the  two  sides  are  no  larger  than  the  area  of  opening 
on  one  side.  The  writers  arrived  at  the  following 
formula  for  determining  the  maximum  non-fatal 
opening  of  the  chest  wall: 

Ri 

V T 

'    R2 

aC 


X-- 


Ri 
—T 

Ri 

Here  V  is  the  vital  capacity;  Ri  is  the  rate  of 
respiration  before  the  opening  is  made;  Ri  is  the  rate 
of  respiration  after  the  opening  is  made;  T  is  the 
tidal  air  (approximately  500  c.c.) ;  c  is  a  factor  less 
than  I  (assumed  to  be  0.8) ;  and  C  is  the  area  of  the 
glottis  (about  2.25  sq.  cm.). 

The  vital  capacity  they  believed  to  be  3,700  c.c. 
Since  then,  Graham  has  become  acquainted  with  the 
work  of  Peabody  and  Wentworth.  in  which  it  is 
shown  that  the  average  vital  capacity  is  greater  in 
men  (being  about  4,633  c.c.)  and  that  it  varies  con- 


siderably with  the  height  of  the  individual.  If  these 
values  are  used,  the  area  given  by  the  formula  would 
of  course  be  greater.  This  may  explain  the  criticism 
that  the  opening  allowed  by  the  Graham  and  Bell 
formula  is  too  small.  It  must  be  remembered,  how- 
ever, that  the  apparently  large  openings  observed  in 
the  chest  wall  in  war  surgery  were  actually  smaller 
than  they  seemed  as  the  gauze,  the  operator's 
fingers,  the  packing,  and  the  lung  itself  protruding 
into  the  incision  tended  to  reduce  the  actual  open- 
ing and  the  amount  of  air  sucked  in  at  each  respira- 
tion. 

Peabody  and  Wentworth  have  verified  the  state- 
ment of  Graham  and  Bell  that  the  value  of  X 
would  be  diminished  by  the  presence  of  any  condi- 
tion which  would  reduce  the  available  breathing 
space  of  the  lungs.  They  found  that  with  pleural 
eflfusion  the  vital  capacity  varied  between  74  and 
42  per  cent  of  the  normal,  and  that  following  aspira- 
tion of  the  fluid  the  vital  capacity  increased.  This 
increase,  however,  occurred  after  a  lapse  of  time 
following  aspiration,  a  fact  which  indicates  clearly 
that  in  cases  of  acute  empyema  the  danger  of  open 
pneumothorax  created  for  drainage  cannot  be 
disregarded  as  the  withdrawal  of  the  fluid  alone  will 
not  immediately  relieve  the  patient  sufiiciently  to 
make  open  pneumothorax  safe.        R.  B.  Bettm.\x. 

Handley,  W.  S.:    Paget's  Disease  of  the  Nipple. 

Brit.  J.  Surg.,  1919,  vii,  183. 

The  author  advances  the  theory  that  Paget's 
disease  is  usually  preceded  by  carcinoma  and  that 
the  eczematous  condition  is  the  result  of  carcinoma 
starting  in  the  nipple. 

The  carcinoma  orginates  in  the  smaller  ducts  of 
the  breast  below  the  nipple,  usually  without  the 
formation  of  a  palpable  tumor.  It  then  extends  into 
the  subareolar  lymphatic  vessel  which  it  blocks 
by  permeation  and  from  there   invades  the  more 
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superficial  lymphatics  lying  just  under  the  epithe- 
lium. As  a  result  of  this  obstruction  to  lymph  flow 
the  skin  of  the  nipple  and  the  mucosa  of  the  ducts 
are  injured  by  nutritional  changes.  The  epithelium 
shows  disintegration  and  degeneration  of  the  super- 
ficial layers  and  proliferation  of  the  deeper  layers. 
The  mucosa  of  the  larger  ducts  undergoes  similar 
changes  with  the  difference  that  the  cast-off  epitheli- 
um remains  within  the  ducts  which  become  plugged 
by  a  "degenerated  mass  of  debris." 

That  the  lymph  vessels  are  actually  plugged 
with  carcinoma  cells  is  shown  by  the  appearance  of 
the  cells  in  the  cutaneous  layers.  The  circular 
groups  of  carcinoma  cells  resemble  a  "dilated 
lacteal  in  an  intestinal  villus."  From  these  cell- 
groups  narrower  vessels  presenting  Y-shaped 
junctions  extend  to  the  subareolar  lymphatic 
plexus.  The  picture  is  one  that  could  be  formed  only 
by  carcinoma  cells  occupying  a  preformed  ana- 
tomical space. 

The  epidermis  of  the  eczematous  portion  of  the 
nipple  is  reduced  to  .a  layer ,a  few  cells  in  thickness. 
Beyond  this  portion  the  epithelium.is  hypertrophied. 
Permeation  of  the  cutaneous  lymphatics  occurs  over 
a  circle  6.5  mm.  in  diameter,  an  area  which  is 
slightly  larger  than  that  showing  marked  epithelial 
changes.  The  subareolar  or  deeper  lymphatics  are 
affected  over  an  area  10  mm.  in  diameter.  From 
this  concentric  involvement  the  author  infers 
that  the  latter  or  the  subareolar  plexus  is  the  first 
affected  as  the  relative  size  of  these  circles  measures 
in  terms  of  space  the  lapse  of  time  since  each  of  the 
layers  was  invaded. 

The  dermatitis  is  due  to  the  permeation  and 
blocking  of  the  lymph  flow,  either  in  the  subareolar 
or  subdermal  plexus.  In  chronic,  longstanding  cases 
of  Paget's  disease  the  latter  often  cannot  be  dem- 
onstrated as  these  groups  of  cells  in  the  lymphatics 
are  soon  destroyed  by  disintegration  and  fibrosis. 
In  those  rare  cases  of  longstanding  Paget's  disease 
in  which  no  carcinoma  has  been  found,  the  condition 
probably  was  preceded  by  an  atrophic  scirrhous 
which  may  have  undergone  partial  cure. 

The  author  gives  a  brief  review  of  two  cases  and 
illustrates  his  article  by  one  colored  photograph  and 
twelve  photomicrographs.  A.  E.  Mahle. 

TRACHEA  AND  LUNGS 

Pfahler,  G.  E. :  Malignant  Disease  of  the  Lungs, 
Its  Early  Recognition  and  Progressive  Develop- 
ment as  Studied  by  the  Roentgen  Rays.     Am. 

J.  Roentgenol.,  1919,  n.s.  vi,  575. 

The  early  recognition  of  malignant  disease  of  the 
lungs  is  important  as  it  may  serve  as  a  guide  in  the 
treatment.  This  is  especially  true  as  regards  the 
secondary  variety,  the  recognition  of  which  may 
contra-indicate  radical  treatment  of  the  primary 
lesion. 

Pulmonary  malignancy  of  the  primary  type  is 
rare  and  occurs  in  two  forms:  the  nodular  and  the 
infiltrating.   The  former,  which  is  less  common  than 


the  latter,  consists  of  masses  of  various  sizes  rather 
sharply  defined  and  irregularly  outlined,  developing 
near  the  roots  of  the  lungs  as  well  as  in  the  paren- 
chyma. The  latter  begins  at  the  root  of  the  lung  and 
gradually  infiltrates  the  entire  lung.  If  the  malig- 
nant disease  is  sarcoma,  it  is  especially  apt  to  extend 
outward  along  the  septum  between  the  upper  and 
middle  lobe  on  the  left  side,  or  about  the  middle  lobe 
on  the  right  side,  and  this  may  be  a  fairly  early  sign. 
If  the  primary  malignant  disease  is  carcinoma,  it 
consists  of  an  infiltrating  mass  about  the  root  of  the 
lung  extending  outward  along  the  bronchial  tree, 
most  frequently,  the  author  believes,  in  an  upward 
direction,  a  fact  which  serves  somewhat  to  dis- 
tinguish it  from  the  inflammatory  infiltrations  about 
the  root  of  the  lung  which  tend  to  spread  down- 
ward. 

Secondary  or  metastatic  malignant  disease  of  the 
lung  is  found  more  often  than  the  primary  va- 
riety and  is  much  more  common  than  is  generally 
supposed.  Metastatic  sarcoma  consists  of  sharply 
defined  nodules  of  various  sizes  occupying  more 
particularly  the  parenchyma  of  the  lungs.  Hyper- 
nephroma metastasizes  early  to  the  lungs,  producing 
a  general  infiltration  of  small  miliary  bodies  sharply 
defined  and  extending  outward  from  the  roots  of 
the  lungs.  Metastatic  carcinoma  occurs  in  four 
forms.  The  nodular  type  usually  presents  in- 
definitely outlined  fuzzy  masses  of  varying  sizes 
located  about  the  roots  as  well  as  in  the  parenchyma. 
The  infiltration  type,  which  is  the  most  common, 
begins  as  a  thickening  about  the  hilus  and  shades 
off  gradually  as  it  extends  outward.  The  author 
believes  it  presents  more  localized  density  without 
outline  at  the  very  root  of  the  lungs  than  does  the 
ordinary  inflammatory  infiltration;  also  that  there 
is  a  tendency  toward  extension  upward.  The  miliary 
infiltration  type  closely  resembles  miliary  tuber- 
culosis except  that  the  small  areas  of  increased 
density  are  larger,  more  dense,  and  more  sharply  out- 
lined. The  fourth  type  consists  of  progressive  thick- 
ening of  the  pleura  associated  with  pleural  effusion. 
It  is  probably  a  direct  extension  of  the  disease  from 
the  breast.  Of  the  cases  of  carcinoma  of  the  lungs, 
the  great  majority  were  secondary  to  carcinoma  of 
the  breast.  It  was  found  that  thin  patients  were 
slightly  more  liable  to  the  nodular  type  of  metas- 
tatic carcinoma,  but  that  fat  persons  are  much 
more  liable  to  metastases  than  thin  ones. 

As  a  result  of  a  study  of  over  200  positive  cases 
the  author  draws  the  following  conclusions: 

1 .  Primary  malignant  disease  of  the  lung  is  rare, 
but  presents  rather  characteristic  appearances 
roentgenographically. 

2.  Metastatic  malignant  disease  of  the  lung  is 
common,  and  should  always  be  looked  for  in  con- 
nection with  advanced  malignant  disease. 

3.  A  roentgen  examination  of  the  chest  should 
be  made  in  every  case  of  carcinoma  of  the  breast 
referred  for  operation  or  roentgenotherapy. 

4.  Metastatic  carcinoma  of  the  lungs  may  be  one 
of  four  types:  nodular,  mediastinal  with  infiltration 
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about   the   roots,   general   miliary   infiltration,   or 
pleuritic. 

5.  Greater  attention  to  details  in  these  studies 
will  lead  to  earlier  recognition  of  the  disease, 

Adoi.ph  Hartuno. 

HEART  AND  VASCULAR  SYSTEM 

Smith,  B.  P.:  A  Note  on  Dextrocardia,  Complete 
and  Incomplete,  with  Four  Illustrative 
Cases.    Lancet,  1919,  cxcvii,  1076. 

Smith  reviews  four  cases  of  right  sided  heart: 
two  of  dextrocardia  and  two  of  pseudo-dextrocardia. 
In  the  former  the  heart,  liver,  and  stomach  were 
transposed.  In  the  latter,  the  heart  only.  The  pa- 
tients with  true  dextrocardia  were  healthy  appear- 
ing males;  the  others  had  been  sickly  from  birth. 

The  first  patient  complained  periodically  of 
shortness  of  breath  on  effort,  pain  in  the  chest 
(right),  dizziness  (postural),  tremor,  and  nervous- 
ness. The  second  patient  had  been  poisoned  by 
mustard  gas,  and  the  position  of  the  heart  on  the 
right  side  was  found  accidentally. 

The  two  patients  who  had  been  sickly  from  child- 
hood complained  of  shortness  of  breath,  choking 
sensations,  exhaustion  following  the  slightest  effort, 
and  loss  of  weight.  Objectively  dyspnoea,  cyanosis, 
pallor,  perspiration,  and  the  typical  fades  of  anxiety 
were  noted. 

Smith  summarizes  the  cases  and  findings  briefly. 
The  significance  of  dextrocardia  depends  entirely 
upon  whether  or  not  it  is  associated  with  simulta- 
neous transposition  of  the  liver,  stomach,  and 
spleen;  if  it  is,  it  does  not  incapacitate  the  patient 
and  is  usually  diagnosed  by  accident. 

Dextrocardia  without  transposition  of  the  viscera 
is  of  serious  moment,  the  symptoms  resulting  from  a 
general  visceral  overcrowding.  Such  patients  in- 
variably lay  stress  on  the  pains  they  experience 
both  during  effort  and  while  resting.  As  the  pains 
depend  upon  the  visceral  overcrowding,  they  are 
both  local  and  referred,  local  when  they  denote 
pressure  upon  the  intercostal  nerves  or  brachial 
plexus,  referred  when  the  vagus  or  its  intracardial 
endings  suffer  inordinate  stimulation.  Dextrocardia 
without  transposition  is  usually,  if  not  always,  com- 
plicated by  actual  malformation  of  the  heart  and 


great  vessels.   The  fourth  patient  of  this  series  was 
believed  to  have  a  perforated  ventricular  septum. 

J.  S.  Strutheks. 

Adenot  and  Proby:    A  Stab  Wound  of  the  Heart 
and   Lung;   Suture  of   the   Right    Ventricle 

(Blessure  du  coeur  et  du  poumon  par  coup  de 
couteau;  suture  de  ventricle  droit).  Lyon  nUd., 
1919,  cxxviii,  489. 

A  man  who  was  stabbed  in  the  left  intercostal 
space  about  2  cm.  from  the  sternal  border  was  re- 
ceived in  the  hospital  about  three  hours  later.  A 
pericardiotomy  was  decided  upon.  Exploration 
showed  the  prepericardial  region  infiltrated  with 
blood  and  a  wound  in  the  pericardium  about  i  cm. 
long  through  which  black  blood  flowed.  The  open- 
ing was  enlarged  and  the  heart  seized  and  brought 
to  the  surface.  A  similar  wound  was  then  seen  in 
the  upper  part  of  the  anterior  wall  of  the  right 
ventricle.  Through  this  the  blood  issued  in  a  jet 
during  systole.  The  edges  of  the  wound  were  imme- 
diately sutured  and  reinforced  and  the  heart  returned 
to  its  place.  As  there  was  still  a  considerable  haemor- 
rhage of  bright  blood  from  the  region  of  the  vessels 
at  the  base  of  the  heart,  further  examination  was 
made  with  the  result  that  another  wound  was  found 
in  the  anterior  part  of  the  lobe  of  the  left  lung. 
This  wound  was  tamponed  with  compresses. 

When  the  heart  was  brought  to  the  surface  the 
patient's  respiration  stopped  and  death  appeared 
certain,  but  when  the  heart  was  replaced  in  the 
pericardium  undulator>'  contractions  reappeared 
and  little  by  little  the  normal  beat  was  regained. 
Following  operation  the  general  condition  continued 
to  improve,  but  at  the  end  of  about  twelve  hours 
there  was  a  sudden  haemorrhage  through  the  wound 
and  death  resulted  from  asphyxia. 

The  autopsy  showed  an  oblique  perforation  be- 
tween the  ventricles  and  a  wound  of  the  posterior 
wall  of  the  left  ventricle.  The  latter  was  not 
noticed  during  the  rapid  operation  as  there  was  no 
issue  of  blood  through  it.  The  author  believes  that 
death  was  due  to  the  lung  wound  as  the  haemor- 
rhage from  this  injury  was  severe  while  the  peri- 
cardium contained  only  a  little  blood.  The  wound 
between  the  ventricles,  however,  would  have  been 
fatal  ultimately.  W.  A.  Beennan. 
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GASTRO-INTESTINAL  TRACT 

Stewart,  G.  D.,  and  Barber,  W.  H.:  The  Gastric 
Hypermotility  Associated  with  Diseases  of 
the  Gall-Bladder,  Duodenum,  and  Appendix; 
A  Clinical  Study.  /.  Am.  M.  Ass.,  1919,  Ixxiii, 
1817. 

Clinical  study,  roentgenological  examination, 
and  animal  experimentation  have  demonstrated  a 
relationship  between  diseases  of  the  gall-bladder, 


duodenum,  and  appendix,  and  hypermotility 
of  the  stomach. 

The  clinical  reports  studied  by  the  authors  were 
those  of  cases  of  gall-bladder,  duodenum,  and 
appendix  disease  treated  in  the  Third  Division  of 
Bellevue  Hospital,  N.  Y.,  in  the  past  eight  years. 
The  details  of  those  accompanied  by  roentgeno- 
graphic  descriptions  and  operative  findings  are  given 
in  four  tables. 

Table    5    includes   the    results    of    experiments 
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conducted  on  dogs.  In  this  scries  the  upper  abdomen 
was  opened  with  the  sh'ghtest  possible  trauma,  and 
the  effects  on  the  contractile  impulse  of  the  stomach 
exerted  by  irritation  of  d'fTerent  parts  of  the  in- 
testinal tract  were  noted. 

The  results  of  the  investigation  are  summarized 
as  follows: 

1 .  The  records  for  the  past  eight  years  of  chronic 
cholecystitis,  with  or  without  cholelithiasis,  duodenal 
ulcer,  and  chronic  appendicitis,  which  bear  roentgen- 
ray  notes  on  the  gastric  motor  function  and  were 
verified  by  open  operation  disclose  the  fact  that 
gastric  hypermotility  was  present  in  68.4  per  cent 
of  the  cases  of  gall-bladder  disease,  75  per  cent  of  the 
cases  of  duodenal  ulcer,  and  55  per  cent  of  the  cases 
of  chronic  appendicitis. 

2.  Experiments  purposely  carried  out  in  the 
open  surgical  abdomen  antedating  this  clinical 
review  disclosed  hypermotility  in  61 .5  per  cent  of 
the  cases  of  gall-bladder  disease,  66 . 7  per  cent  of  the 
cases  of  duodenal  trauma,  and  100  per  cent  of  the 
cases  of  disease  of  the  appendix. 

3.  The  motor  characteiistics  of  surgical  lesion 
of  the  stomach  are  the  incisura  and  pylorospasm 
(pyloric-sphincter  spasm)  as  they  probably  occur 
more  frequently  in  the  presence  of  essential  disease. 
Diffuse  pylorospasm  is  very  often  reflex. 

P.  M.  Chase. 

Hill,  R.:  Congenital  Pyloric  Stenosis.  J.  Missouri 
M.  Ass.,  1919,  xvi,  37Q. 

The  author  has  operated  upon  25  cases  of  congen- 
ital pyloric  obstruction,  with  16  recoveries  and  9 
deaths.  In  14  cases  treated  by  posterior  gastro- 
enterostomy there  were  6  recoveries,  while  in  11 
cases  treated  by  the  Rammstedt  method  there  were 
10  recoveries. 

Infants  with  congenital  pyloric  stenosis  who  do 
not  make  an  immediate  gain  on  tube  feeding  should 
be  operated  upon  as  such  cases  of  the  spasmodic  type 
are  mild  but  true  cases  of  anatomical  obstruction. 

In  reviewing  the  symptomatology.  Hill  emphasizes 
especially:  (i)  the  vomiting,  which  is  eventually 
projectile  and  may  be  very  severe;  (2)  gastric 
waves;  (3)  tumor;  and  (4)  constipation.  The  infant 
fails  to  gain,  then  loses  weight  rapidly,  and  finally 
presents  a  picture  of  marasmus. 

Symptoms  of  the  condition  appear  between  the 
third  and  sixth  weeks  of  life.  The  author's  statistics 
from  1 ,000  cases  lead  him  to  believe  that  the  condi- 
tion occurs  in  i  of  every  200  babies.      K.  L.  Vehe. 

Mathieu,  A.,  and  Moutier,  F. :  Giant  Ulcer  of  the 
Stomach  (L'ulcus  geant  de  restomac).  Arch,  de 
mal.  del'appar.  digest.,  1919,  x,  257. 

The  authors  give  the  clinical  histories  of  three 
cases  of  giant  ulcer  of  the  stomach  in  men 
aged  49,  48,  and  56  years  old.  All  three  cases  came 
to  autopsy. 

From  their  observations  the  authors  find  that 
giant  gastric  ulcer  is  characterized  by  late  pain  or  se- 


vere dyspepsia,  ha;matemcsis,  paroxysmal  evolution 
with  periods  of  remission  sometimes  lasting  several 
years,  final  stages  marked  by  aggravation  and  quick 
recurrence  of  the  pain,  the  appearance  of  more  or 
less  severe  pyloric  stenosis,  anorexia,  sometimes  ex- 
treme cachexia,  and  death  from  haemorrhage  of  pan- 
creatic origin.  To  these  characteristics  is  added  the 
probable  discovery  under  radioscopic  examination 
of  a  diverticular  sac  along  the  lesser  curvature  coin- 
ciding with  that  of  a  clearly  bilocular  image. 

From  such  a  syndrome  the  diagnosis  would  usu- 
ally be  cancer  or  at  least  ulcer  with  cancerous  change. 
Clinically  giant  ulcer  is  a  persistent  ulcer  of  parox- 
ysmal development  and  a  terminal  syndrome  char- 
acterized by  intense  pain  and  cachexia;  anatomically 
it  is  an  ulcer  of  the  lesser  curvature  stricturing  the 
pylorus  without  involving  it  and  possibly  associated 
with  considerable  adenopathy. 

Giant  gastric  ulcer  is  rare,  a  fact  which  is  easily 
explained.  In  order  that  an  ulcer  may  reach  such  a 
degree  of  development  it  must  begin  on  the  lesser 
curvature  at  a  distance  from  the  gastric  openings. 
If  it  developed  near  an  orifice,  a  stenosis  would  soon 
ensue  and  whether  operated  upon  or  not  the  lesion 
could  not  develop  very  far. 

Anatomical  and  clinical  descriptions  of  cases  of 
giant  gastric  ulcer  in  the  literature  are  scarce  and 
the  authors  state  that  their  report  is  the  first  com- 
plete study  of  the  condition.  The  frequency  and 
the  gravity  of  the  haemorrhages  are  due  to  the  per- 
foration of  the  ulcer  and  its  attack  on  the  pancreas. 
The  distance  of  the  ulcer  from  the  pylorus  and  its 
size  explain  its  long  development  and  the  paroxysmal 
gastric  attacks.  The  particular  intensity  of  the 
pains  is  no  doubt  due  to  the  immediate  vicinity  of 
the  solar  plexus  and  the  sclerosis  and  irritation  of 
the  tissues  in  the  pancreatic  region.  The  pyloric 
stenosis  found  in  these  cases  without  a  direct  lesion 
of  the  pylorus  itself  might  be  considered  as  due  to 
spasm  produced  at  a  distance  by  the  ulcer,  but 
though  this  may  be  theoretically  acceptable,  it  is 
not  correct.  The  direct  cause  is  rather  a  perigastritis 
and  thickening  of  the  tissues  adjacent  to  the  lesser 
curvature  which  disturb  the  functioning  of  the  py- 
lorus and  the  first  portion  of  the  duodenum. 

W.  A.  Brennan. 

Moynihan,  B.:  The  Diagnosis  and  Treatment  of 
Chronic  Gastric  Ulcer,  Brit.  M.  J .,  1919,  ii,  765. 

In  Moynihan's  opinion  chronic  gastric  ulcer  is 
comparatively  rare  and  easily  and  frequently 
simulated  by  other  conditions.  There  is  still  much 
misconception  throughout  the  profession  with  re- 
gard to  the  disease.  Diagnosis  by  purely  clinical 
means  is  extremely  difficult  and  uncertain.  Mojoii- 
han  places  chief  dependence  upon  one  symptom, 
pain.  This  he  discusses  in  detail,  emphasizing  the 
sequence  of  food,  comfort,  and  pain.  X-ray  exam- 
ination in  his  opinion  is  more  accurate  than  all  other 
diagnostic  methods  combined.  Infection,  localized 
spasm  of  the  gastric  musculature,  and  hyperacidity 
are  present  in  active  gastric  ulcer,  but  also  in  varying 


26o 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


degree  in  other  intra-abdominal  lesions  which  may 
closely  simulate  ulcer. 

The  author  believes  that  chronic  gastric  ulcers 
heal  under  treatment  or  after  the  exercise  of  con- 
tinued care  in  the  diet,  but  he  is  not  convinced  that 
they  remain  healed  long.  Healed  ulcers  of  moderate 
or  large  size,  on  the  other  hand,  may  produce 
mechanical  conditions  requiring  surgical  relief. 
Nevertheless  a  serious  attempt  should  be  made  to 
treat  all  ulcers  by  thorough  medical  measures, 
preferably  the  Sippy  method.  The  necessity  for 
surgical  relief  in  many  cases  is  due  to  a  perfunctory 
trial  of  medical  treatment  in  the  earlier  attacks. 
When  a  chronic  gastric  ulcer  has  refused  to  heal  or 
has  recurred  after  medical  treatment,  surgical  treat- 
ment is  necessary. 

Moynihan  discusses  the  various  operative  pro- 
cedures used  as  a  rule,  but  expresses  his  preference 
for  partial  gastrectomy  because  it  does  away  with 
any  chance  of  recurrence,  gives  complete  and  im- 
mediate freedom  from  all  gastric  trouble,  and 
banishes  the  danger  (great  or  small,  but  certainly 
real)  of  a  cancerous  change  in  a  chronic  ulcer. 

G.  B.  EUSTERMAN. 

Loeper,  M.:  Sarcoma  of  the  Stomach  (La  sarcome 
derestomac).    Progris  med.,  1919,  455- 

The  author's  case  of  gastric  sacroma  was  that  of 
a  soldier  and  was  diagnosed  only  at  autopsy. 

On  clinical  examination  a  round  tumor  the  size 
of  a  foetal  head,  which  was  mobile  with  respiration 
and  appeared  to  be  connected  with  the  liver,  was 
found  in  the  epigastrium.  At  first  it  was  believed 
to  be  a  hydatid  cyst,  but  this  was  ruled  out  by  the 
blood  examination.  It  was  then  thought  to  be  a 
liver  abscess  but  no  parasites  were  found  in  the 
stools.  The  Mayer  reaction  was  positive,  however, 
and  the  appearance  of  the  epigastrium  as  well  as 
the  history  favored  the  assumption  that  it  was 
cancer.  Later  this  diagnosis  was  abandoned  in 
favor  of  bacillary  peritonitis. 

Radioscopy  showed  a  bilocular  stomach  with  the 
pyloric  antrum  separated  from  the  greatly  dis- 
tended cul-de-sac  by  a  large  clear  space. 

The  patient  was  treated  by  heliotherapy  but 
died  of  progressive  cachexia. 

Autopsy  disclosed  an  enormous  bosselated  tumor 
on  th^  anterior  wall  of  the  stomach.  Numerous 
nodules  the  size  of  nuts  studded  the  lesser  curvature. 
A  number  of  these  nodules  were  found  also  in  the 
omentum  and  the  picture  suggested  glandular 
tuberculosis  complicating  bacillary  peritonitis.  His- 
tologic examination  of  the  tumor,  however,  showed 
it  to  be  a  round-cell  sarcoma. 

The  symptoms  in  this  case  were  first  those  of 
dyspepsia.  These  were  followed  by  loss  of  weight 
and  vomiting  which  progressively  increased.  The 
final  stage  was  the  development  of  the  tumor  in 
the  epigastric  region  with  ballooning  of  the  whole 
abdomen.  The  diagnosis  of  bacillary  peritonitis  was 
based  upon  the  examination  of  the  material  ob- 
tained by  abdominal  puncture. 


In  cases  of  voluminous  gastric  tumors  the  possi- 
bility of  sarcoma  should  always  be  borne  in  mind. 
None  of  the  methods  of  diagnosis  should  be  neglected. 
Of  all,  the  cytological  examination  is  the  best. 
Positive  cytologic  findings  give  assurance  when 
clinically  there  can  be  only  presumption, 

W.  A.  Brennan. 

Riff,  A. :  A  Contribution  to  the  Etiology  of  Appen- 
dicitis (Contribution  i  I'^tiologie  de  rappendicitc). 
Presse  mid..  Par.,  1919,  xxvii,  521. 

The  conclusion  reached  by  Letulle  and  AschofI 
after  a  thorough  study  of  the  pathogenesis  of 
appendicitis  were:  (i)  that  appendicitis  is  not  due 
to  the  spread  of  inflammation  from  the  caecum  and 
small  intestine;  and  (2)  that  the  primary  infection 
occurs  in  one  or  several  epithelial  lesions  of  the 
appendix  itself. 

Riff  has  found  that  the  appendix  is  the  habitat  of 
the  oxyuris  and  that  this  parasite  is  capable  of 
causing  the  epithelial  lesions  observed  in  appendi- 
citis. Its  traces  can  be  found  in  any  freshly  resected 
appendix  in  the  punctiform  haemorrhages  thickly 
disseminated  over  the  mucous  surface.  Some  authors 
have  reported  the  finding  of  the  oxyuris  in  as  many 
as  48  per  cent  of  extirpated  appendices. 

The  author  began  the  study  of  the  parasites  of  the 
intestine  in  191 1.  He  examined  a  series  of  152 
appendices  taken  from  patients  ranging  in  age  from 
2  to  70  years  and  presenting  all  types  of  inflamma- 
tory lesions.  He  found  that  only  13  per  cent  showed 
no  signs  of  oxyuris.  The  oxyuris  was  present  in  48 
per  cent  of  the  cases.  In  one  appendix  he  dis- 
covered more  than  400  of  these  worms. 

The  war  interrupted  the  author's  work  but  he 
was  able  to  resume  it  in  191 6.  Since  then  he  has 
examined  63  appendices  of  children  less  than  15 
years  of  age.  In  this  series  of  new  cases  the  number 
in  which  the  oxyuris  was  demonstrated  amounted 
to  76  per  cent. 

Riff  reached  the  conclusion  that  the  majority  of 
cases  of  appendicitis  are  due  to  parasites  and  that 
the  oxyuris  is  the  principle  agent.  Appendicitis 
is  most  frequent  between  the  ages  of  5  and  20  years, 
a  period  which  corresponds  to  that  in  which  the 
oxyuris  is  most  abundant.  Infancy  has  a  relative 
immunity  against  oxyuriasis  because  it  is  protected 
against  auto-reinfection,  the  principal  cause  of  the 
persistence  of  the  disease.  W.  A.  Brennan. 

Rulison,   E.  T.,   Jr.:    Drainage  in  Appendicitis. 

Ann. Surg.,  I9i9,lxx,  724. 

Most  surgeons  employ  intraperitoneal  drainage 
w^hen  the  peritoneum  shows  a  definite  disappearance 
of  gloss  over  a  considerable  area  or  is  covered  by  a 
foul  fibrinopurulent  exudate.  The  condition  of  the 
appendix,  if  the  appendix  is  removable,  is  of  sec- 
ondary importance. 

If  infection  has  progressed  to  the  stage  of  intra- 
peritoneal abscess  drainage  becomes  practically 
imperative. 
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The.  advisability  of  drainage  in  acute  appendici- 
tis with  diffuse  peritonitis  is  often  questioned.  But 
whether  drainage  from  the  general  peritoneal  cavity 
continues  for  an  hour  after  operation  or  for  one  or 
two  days,  it  would  seem  advisable  to  afford  the 
peritoneum  whatever  advantage  it  may  give. 

In  cases  in  which  there  is  progressive  fibrinopu- 
rulent  peritonitis  the  advisability  of  drainage  can- 
not be  questioned. 

Closure  of  the  peritoneum  and  drainage  of  the 
tissues  of  the  abdominal  wall  is  a  practice  which 
arose  as  a  result  of  the  observation  that  in  certain 
cases  of  acute  appendicitis  with  a  degree  of  localized 
infection  that  might  be  controlled  safely  by  the 
peritoneum  the  contamination  of  the  wound  during 
operation  led  to  secondary  infection.  In  other 
words,  it  is  a  recognition  of  the  fact  that  the  struc- 
tures of  the  abdominal  wall  are  less  able  to  deal 
with  the  infecting  organisms. 

From  Jan.  i,  1915,  to  Dec.  i,  1918,  622  cases  of 
acute  appendicitis  were  admitted  to  the  Presby- 
terian Hospital  in  New  York  City.  The  inter- 
muscular incision  of  McBurney  was  used  in  176 
cases  (67  per  cent) ;  the  intermuscular  incision  with 
extension  into  the  right  rectus  sheath  (Weir)  in 
43  cases  (17  per  cent);  the  right  rectus  incision 
through  the  muscle  in .30  cases  (11  per  cent);  the 
incision  through  anterior  rectus  sheath  with  retrac- 
tion of  the  rectus  muscle  toward  the  midline 
(Kammerer)  in  2  cases;  and  the  transverse  incision 
(Rockey)  in  3  cases.  Hernia  occurred  in  22^  per 
cent  of  the  cases  in  which  the  intermuscular  in- 
cision was  used,  29  per  cent  of  those  in  which  the 
rectus  was  used,  and  in  30  per  cent  of  those  jn  which 
the  Weir  extension  was  employed. 

The  type  of  drain  used  most  frequently  was  the 
double-arm  tube.  This  tube  is  so  fashioned  that  the 
deep  ends  of  the  two  arms  are  held  together  by  a 
narrow  connecting  portion  of  the  tube  wall.  One  arm 
is  fenestrated  and  provided  with  a  gauze  wick 
which  affords  capillarity  between  the  depth  of  the 
tract  and  the  wound  dressing.  The  other  arm,  which 
is  non-fenestrated  and  left  open,  permits  the  intro- 
duction of  a  catheter  for  irrigation  at  the  daily 
dressing. 

Fenestrated,  thin-walled,  soft  rubber  tubes  are 
considered  to  combine  the  highest  grade  of  efficiency 
in  drainage  with  the  least  danger  of  harm  to  the 
infected  intestinal  wall.  While  the  cigarette  drain 
(gauze  wrapped  with  rubber  tissue,  rubber  dam,  or 
gutta-percha)  causes  less  pressure  on  the  contract- 
ing intestine,  it  is  quite  worthless  after  a  few  hours. 

The  postoperative  care  of  the  wound  in  the 
Presbyterian  Hospital  consisted  of  (i)  loosening 
and  gradual  shortening  of  the  original  drains  fol- 
lowed by  (2)  early  or  late  removal  and  replacement 
of  these  drains  by  others  of  the  same  or  smaller 
size,  and  (3)  irrigation  of  the  wound  at  the  daily 
dressing  with  saline  or  boric  solution. 

The  progress  of  wound  infection  and  repair 
under  these  methods  of  treatment  was  striking- 
ly similar. 


In  a  perusal  of  the  dressing  notes  of  many  of  the 
cases  the  author  was  impressed  by  the  number  of 
mancruvres  which  were  decidedly  painful.  When 
the  Carrel-Dakin  method  is  used  the  patient  has 
complete  freedom  from  painful  dressings. 

There  were  36  cases  (14  per  cent)  in  which  wound 
drainage  was  inefficient.  Haemorrhage  from  the 
wound  occurred  in  7  cases  (2.7  per  cent).  The  de- 
gree of  suppuration  was  determined  in  207  cases. 
Slight  suppuration  throughout  was  recorded  in  19 
cases  (9  per  cent),  moderate  suppuration  in  55 
(26.5  per  cent),  and  profuse  suppuration  in  133 
(64.5  per  cent).  In  100  cases  there  was  definite 
necrosis  of  the  aponeurosis  of  the  external  oblique 
(70  per  cent). 

Faecal  fistulae  appeared  in  18  cases  (7.5  per  cent 
of  those  in  which  recovery  resulted).  Among  the  24 
fatal  cases  fistulae  developed  in  2. 

That  prolonged  tube  pressure  against  an  infected 
intestinal  wall  causes  an  area  of  localized  necrosis 
was  clearly  demonstrated  by  the  very  low  incidence 
of  fistula  in  cases  treated  by  an  early  substitution  of 
a  smaller  drain  or  catheter. 

Paralytic  and  mechanical  ileus  occurred  in  7  cases 
(2.6  per  cent)  and  mechanical  ileus  in  but  3  cases 
(i.i  per  cent). 

Acute  dilatation  of  the  stomach  developed  in  3 
cases  and  was  relieved  in  all  by  lavage  and  change  of 
position.  Pulmonary  complications  occurred  in  36 
(13.7   per  cent). 

The  mortality  in  the  263  cases  was  9.1  per  cent. 
Fifteen  of  the  24  deaths  were  directly  attributable 
to  the  peritoneal  infection.  Three  were  due  to  pul- 
monary embolism;  i,  to  embolism  of  the  femoral 
artery  with  gangrene  of  the  leg  and  deep  sacral 
decubitus,  and  4  to  pylephlebitis,  tuberculous  bron- 
cho pneumonia,  inanition  due  to  high  intestinal  fis- 
tula, and  long-continued  sepsis  resulting  from 
multiple  foci  (subdiaphragmatic  abscess,  empyema 
with  faecal  fistula).  One  patient  was  readmitted  to 
the  hospital  seven  months  later  with  acute  ileus 
from  a  band  which  caused  gangrene  of  a  loop  of  the 
ileum  and  died  following  resection. 

"Bulges"  or  weak  walls  were  noted  in  29  cases 
(18  per  cent)  and  hernia  in  33  cases  (20  per  cent). 
The  anatomical  results  were  poor,  therefore,  in  38 
per  cent  of  the  cases. 

Operations  for  the  repair  of  ventral  hernia  were 
performed  in  8  cases  and  were  successful  in  6.  The 
hernia  operations  were  delayed  from  eight  months 
to  a  year  for  two  reasons.  First,  because  in  several 
cases  of  weak  walls  with  decided  bulges  the  bulges 
disappeared  spontaneously  as  the  abdominal  mus- 
culature improved.  Second,  because  pyogenic 
organisms  probably  remain  enmeshed  in  the  scar 
tissue  of  these  wounds  for  a  considerable  period  of 
time  and  lessen  the  chances  for  success  in  hernial 
repair. 

The  average  period  of  suppuration  was  fifteen 
and  four-tenths  days.  The  average  duration  of  the 
patients'     hospital    stay   was    twenty-eight   days.- 

E.  H.  Pool. 
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Coffey,  R.'  C:  Closure  of  Fsecal  Flstulae  by  Indi- 
rection.   J. -Lancet,  1919,  n.s.  xxxix,  633. 

Owing  to  the  fact  that  the  field  is  septic,  primary 
closure  of  a  faecal  fistula  is  not  feasible.  There- 
fore the  stream  of  faecal  material  must  be  carried  off 
through  a  channel  which  may  be  afterward  closed 
by  natural  forces  while  the  fistulous  tract  is  being 
mended. 

Two  conclusions  are  drawn  as  to  the  surgical 
principles  involved.  First,  there  must  be  an  irre- 
sistible tendency  on  the  part  of  the  peritoneum  to 
cling  to  its  abdominal  wall.  This  is  effected  by 
intra-abdominal  pressure  arfd  the  power  of  the  sub- 
peritoneal connective  tissue  to  hold  the  peritoneum 
to  the  muscular  wall  of  the  abdomen  loosely  yet 
persistently.  Second,  in  abdominal  operations  in 
which  virulent  sepsis  is  encountered,  the  wound  may 
be  closed  in  the  presence  of  sepsis  by  layer  sutures 
and  primary  union  of  the  rest  of  the  wound  may  be 
obtained  if  there  is  sufficient  drainage  through  the 
lower  end  of  the  wound.  These  observations  form 
the  basis  of  the  method  of  treating  fistulas  herein 
described. 

1.  Dissect  out  the  old  scar  down  to  the  fat  and 
make  an  incision  around  the  fistulous  tract,  including 
a  small  strip  of  skin.  This  incision  should  be  long, 
2  or  3  in.  above  the  fistula  and  an  equal  distance 
below  it. 

2.  Dissect  up  the  fat  from  the  fascia  for  as  much 
as  2  in.  on  either  side  of  .the  incision.  Draw  it  back 
clear  of  the  fat  off  the  aponeurosis. 

3.  Make  an  incision  through  the  aponeurosis, 
beginning  at  the  upper  end  of  the  wound  and  coming 
toward  the  fistula.  Dissect  the  aponeurosis  from 
the  muscle  for  at  least  2  in.  on  either  side  of  the 
incision. 

4.  Dissect  the  muscle  from  the  peritoneum  in 
the  same  manner. 

5.  Trim  off  the  small  margin  of  skin  which  has 
been  left  with  the  edge  of  the  fistula. 

6.  If  the  wall  of  the  fistula  is  hard  and  cicatricial 
and  therefore  difficult  to  turn  in,  make  an  incision 
part  of  the  way  through  the  cicatricial  tissue  so  that 
it  will  turn  in  easily. 

7.  Turn  in  the  edges  of  the  fistula  with  linen 
sutures.    Knot  the  sutures  on  the  inside. 

8.  With  a  second  layer  of  chromic  sutures  bring 
the  edges  of  this  incision  and  the  connective  tissue 
over  the  peritoneum  along  with  the  scar  tissue,  cover- 
ing the  turned-in  fistula  to  add  temporary  strength 
and  bulk  to  the  closure.  Mop  or  irrigate  the  peri- 
toneum and  the  rest  of  the  wound  to  make  them  as 
clean  as  possible. 

9.  Place  silkworm-gut  sutures  through  the  skin, 
fat,  fascia,  and  a  portion  of  the  muscle  about  yi  in. 
or  more  from  the  edge  of  these  layers  and  leave  them 
untied  and  sufl&cient  space  at  each  end  of  the  wound 
for  drainage. 

10.  Suture  the  muscle  loosely  with  continuous 
catgut. 

11.  Suture  the  aponeurosis  with  strong  double 
catgut. 


12.  Suture  the  skin  with  a  horsehair  buttonhole 
stitch. 

1 3 .  Place  drains  at  each  end  of  the  wound.  These 
drains  should  be  made  of  double  rubber  tubing 
and  extend  to  the  peritoneum.  Lay  a  roll  of  gauze 
along  the  wound  and  tie  silkworm-gut  sutures  over  it . 

These  sutures  should  be  allowed  to  remain  about 
two  weeks  before  the  horsehair  and  silkworm  gut 
are  removed.  In  the  meantime  material  which  may 
have  come  from  the  fistula  will  have  been  carried 
beneath  the  peritoneum  and  delivered  to  the  surface 
through  the  opening  at  the  point  of  drainage.  At  the 
same  time  a  substantial  granulation  wall  will  have 
formed  around  these  tubes,  leaving  a  sinus  through 
which  any  further  drainage  may  take  place. 

The  method  described  is  invariably  successful, 
whether  the  fistula  comes  from  the  large  or  the 
small  intestine,  provided  it  is  located  at  a  point 
where  the  layers  of  the  abdomen  may  be  dissected 
entirely  apart  and  there  is  no  obstruction  below. 

I.  W.  Bach. 

Peet,  M.  M.:    The  Problem  of  Nutrition  and  a 
Satisfactory    Method    of    Feeding    in    High 
Intestinal  Fistulae.    Am.  J.  M.  Sc,  1919,  clviii, 
839- 
The  problem  of  nutrition  in  cases  of  high  in- 
testinal fistulas  is  serious.    The  loss  of  fluids  and 
products  of  digestion  steadily  lowers  the  patient's 
resistance    to  infection  and  so  weakens  him  that 
operative  interference  becomes  extremely  hazardous. 
The  administration  of  small  amounts  of  food  by 
mouth  does  not  materially  improve  the  condition, 
and  mechanical  measures  to  conduct  the  fluids  from 
the  upper  to  the  lower  intestinal  loop  or  to  occlude 
the  fistulous  tract  are  successful  in  only  a  very  small 
number  of  cases.     Rectal  alimentation  has  many 
limitations;  a  sufficient  number  of  calories  are  not 
absorbed  and  the  time  the  colon  will  tolerate  nutrient 
enemata  is  short. 

A  successful  method  is  the  enteric  administration 
of  foodstuffs  through  a  small,  soft  catheter  in- 
serted by  way  of  the  fistula  into  the  efferent  loop. 
By  this  method  the  number  of  calories  utilized  is 
sufficient  to  maintain  good  physical  condition  and 
to  build  up  an  emaciated  patient  so  that  he  can 
withstand  the  necessary  operative  treatment. 
The  tube  should  be  inserted  at  least  3  or  4  in.  If 
inserted  5  or  6  in.  the  tendency  of  the  fluid  introduced 
to  flow  back  around  it  becomes  practically  negligible. 
The  food  introduced  must  be  fluid.  The  administra- 
tion of  3  or  4  oz.  every  hour  during  the  day  and  at 
two  or  three-hour  periods  during  the  night  will  be 
found  to  be  very  satisfactory.  Larger  quantities 
are  more  apt  to  cause  irritation  and  possibly  re- 
versed peristalsis.  The  fluid  can  be  given  readily 
also  by  the  Murphy  drip.  Whatever  method  is 
used,  however,  the  administration  should  be  slow 
and  the  fluid  allowed  to  flow  in  by  gravity.  A  height 
of  6  in.  is  usually  sufficient  to  overcome  the  intra- 
abdominal pressure.  The  tube  may  be  inserted  at 
each  feeding  or  left  in  situ. 
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A,  Original  site  of  tumor.     B,  Invagination  of  the  intestine;  intussuceptum  headed  by  the  tumor. 
Bevan,  A.  D.:  Fibroma' of  the  Large  (Intestine.) 


Unlike  rectal  alimentation,  enteric  feeding  in 
intestinal  fistula  is  not  confined  to  very  simple 
products.  Whole  milk  may  be  given  freely,  but 
should  be  peptonized.  Raw  eggs  are  tolerated,  but 
it  seems  best  to  digest  them  partially.  Beef  juice, 
especially  that  obtained  from  thoroughly  crushed 
meat  forced  through  a  strainer,  is  of  value  as  a  large 
amount  of  protein  is  furnished  by  the  muscle  cells 
pressed  out  and  the  juice,  being  free  from  con- 
nective tissue,  passes  readily  through  the  catheter. 
Glucose  in  5  per  cent  solution  should  always  be 
added.  E.  H.  Pool. 

Bevan,  A.  D. :    Fibroma  of  the  Large  Intestine. 

Surg.  Clin.  Chicago,  1919,  iii,  1333- 

The  case  is  presented  of  a  man  34  years  of  age  who 
for  a  period  of  a  year  had  had  haemorrhages  from 
the  bowel.  The  bleeding  was  evidently  from  the 
large  bowel,  but  it  was  impossible  to  make  a  clinical 
diagnosis.  Recently  a  mass  had  become  palpable 
in  the  left  lower  quadrant  of  the  abdomen.  An 
exploratory  operation  was  decided  upon.  The  left 
muscle-splitting  incision  having  been  made  and  the 
colon  having  been  brought  up,  a  mass  the  size  of  an 
egg  was  felt  in  the  bowel.  The  bowel  was  incised 
and  the  mass,  which  proved  to  be  a  necrotic  fibroma, 
was  peeled  out.  The  mucous  membrane  was  then 
closed  over  the  denuded  area  of  the  bowel  and  the 
incision  in  the  bowel  closed  with  three  layers  of 
sutures.  An  invaginatioa  of  the  large  intestine 
produced  by  the  tumor  was  reduced.  For  safety, 
the  portion  of  the  bowel  which  was  opened  was 
sutured  to  the  external  incision.  A  colon  infection 
of  the  wound  followed  but  quickly  responded  to 
treatment.  Recovery  resulted  without  postoperative 
hernia,  I.  E.  Bishkow. 


Hamilton,  E.  P.: 
Obstruction. 

xvi,  402. 


Physiopathology  of  Intestinal 

/.  Missouri  State  M.  Ass.,  1919, 


As  a  result  of  all  the  experimental  work  in  this 
field  there  seem  to  be  three  theories  regarding 
the  cause  of  death  in  intestinal  obstruction. 

1.  The  theory  of  a  nervous  reflex  which  assigns 
the  collapse  and  death  to  an  irritation  of  nerve 
filaments  in  the  intestinal  wall. 

2.  The  theory  of  infection  by  direct  passage  of 
organisms  through  the  wall  of  the  obstructed  loop 
into  the  peritoneal  cavity,  the  blood  stream  or 
the  lymphatics. 

3.  The  theory  of  auto-intoxication  which  attrib- 
utes death  to  the  absorption  of  some  toxic  sub- 
stance produced  in  the  contents  of  the  obstructed 
loop.  This  substance  or  toxin  is  thought  by  some 
investigators  to  be  the  result  of  bacterial  activity, 
and  by  others  the  result  of  a  disturbance  in  the 
normal  secretion  of  the  intestinal  mucosa. 

The  weight  of  evidence  seems  to  favor  the  last 
theory  mentioned. 

From  his  study  the  author  concludes  that: 

1.  The  pathology  of  intestinal  obstruction  in 
dogs  shows  dilatation  of  the  gut  above  the  obstruc- 
tion with  oedema  and  redness  particularly  of  the 
mucosa  of  the  duodenum  and  upper  jejunum.  If 
there  is  suflficient  interference  with  the  circulation 
there  may  be  gangrene. 

2.  The  kidneys,  liver,  pancreas,  and  sometimes 
the  spleen  show  the  typical  pathology  of  severe 
toxaemia. 

3.  Toxins  producing  death  in  uncomplicated 
intestinal  obstruction  originate  within  the  mucosa 
of  the  obstruction.  Bacterial  activity  and  its  end- 
products  are  cohtributing  factors. 
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4.  In  uncomplicated  intestinal  obstruction  the 
life  of  these  animals  may  be  prolonged  by  giving 
normal  salt  solution  in  excess  of  the  amount  of 
liquid  vomited  and  urine  secreted  which  usually 
amounts  to  one-tenth  the  body  weight. 

5.  The  longer  the  obstruction  persists  the  more 
serious  the  pathology  produced  and  the  graver  the 
prognosis. 

LIVER,  GALL-BLADDER,  PANCREAS,  AND 
SPLEEN 

Golonna,  G.:  The  Etiology  and  Rational  Surgical 
Treatment  of  Liver  Ptosis  (SuUa  eziologia 
delle  ptosi  epatiche,  loro  cura  razionale  chirurgica). 
Gior.  d.  r.  Accad.  di  med.  di  Torino,  1919,  Ixxxi, 
341- 

Colonna's  investigation  of  liver  ptosis  is  based  on 
studies  made  on  cadavers  and  a  detailed  study  of 
the  causes  and  physiopathology  of  the  condition. 

In  cases  of  liver  ptosis  the  relaxation  of  the  ab- 
dominal wall  is  generally  such  that  even  a  median 
laparotomy  incision  gives  a  full  view  of  the  liver 
and  permits  the  necessary  manipulations  for  short- 
ening the  coronary  ligament  and  suturing  the  ante- 
rior edge  of  the  liver  to  the  abdominal  wall. 

Colonna  therefore  makes  a  laparotomy  incision 
from  the  ensiform  to  the  symphysis  pubis.  The  por- 
tion of  the  liver  most  often  affected  by  ptosis  is  the 
right  lobe.  Marked  elongation  of  the  right  coronary 
and  suspensory  ligaments  will  be  found  and  loose 
adhesions  to  intestinal  loops.  Having  separated  the 
liver  from  these  adhesions,  the  author  shortens  the 
right  coronary  ligament  by  doubling  it,  draws  up  and 
sutures  the  sheath  of  the  umbilical  vein  and  the 
lower  end  of  the  suspensory  ligament  into  the  upper 
angle  of  the  laparotomy  incision,  and  secures  the 
anterior  border  of  the  liver  to  the  thoraco-abdominal 
wall  by  suturing  and  partial  transfixion. 

Colonna  believes  that  present-day  methods  of 
hepatopexy  are  inadequate  and  that  a  rational  treat- 
ment of  ptosis  should  include  doubling  of  the 
coronary  ligament,  especially  on  the  right  side,  a 
Depage  suspensory  ligamentopexy,  marginal  fix- 
ation of  parts  not  supported  by  even  the  shortened 
ligaments,  and  a  plastic  operation  to  restrict  the 
abdominal  cavity  and  thereby  increase  the  visceral 
resistance  against  the  lower  surface  of  the  liver. 

To  strengthen  the  abdominal  wall  all  excessive 
cellulo-adipose  tissue  should  be  excised  from  the 
linea  alba  to  the  inner  edge  of  the  recti  muscles,  the 
fibrous  elements  in  this  region  being  preserved. 

The  author  proceeds  with  this  excision  in  the 
umbilical  region  after  fixation  of  the  viscera.  He 
opens  the  sheath  of  the  recti  at  the  anterior  edges. 
In  the  posterior  part  of  the  sheaths  the  inner  edges 
are  isolated  for  the  entire  length  of  the  wound  and 
drawn  inward  and  forward  to  the  linea  alba.  At  the 
same  time  the  posterior  part  opposite  the  posterior 
surface  of  the  recti  and  behind  the  preperitoneal  fat 
is  detached  in  such  a  way  that  two  strips  are  formed, 
one  on  the  right  side  and  one  on  the  left,  each  about 


5  or  6  cm.  wide.  These  are  then  sutured  at  their 
base.  The  two  strips  which  are  thus  overlapped 
and  project  across  the  linea  alba  are  turned  back 
on  the  left  where  they  are  fixed  with  a  suture  and 
act  as  a  tendinous  re-inforcement  of  the  abdominal 
wall. 

The  skin  and  cellulo-adipose  tissue  from  the 
anterior  surface  of  the  two  recti  to  their  external 
edges  and  extending.their  entire  length  are  dissected 
through  the  laparotomy  incision.  One  of  the  recti 
is  placed  beneath  the  other  and  the  two  muscles 
united  by  the  anterior  part  of  their  sheath  are  fixed 
to  each  other  by  suture  for  the  greatest  extent 
possible.     The  wound  is  then  closed. 

W.  A.  Breknan. 

Erdmann,  J.  F.:    The  Incidence  of  Malignancy 
in  Diseases  of  the  Gail-Bladder.    Am.  J.  Obst., 

1919, Ixxx,  618. 

The  frequency  of  malignancy  in  diseases  of  the 
gall-bladder  is  presented  by  the  author  with  an 
analysis  of  statistics  based  on  private  and  institu- 
tional practice. 

Formerly  4.5  per  cent  was  the  accepted  figure 
for  malignancy  in  the  gall-bladder,  but  the  frequent 
occurrence  of  the  condition  recently  observed  leads 
the  author  to  doubt  this  percentage.  In  a  period  of 
six  weeks  6  cases  of  malignancy  were  found  in  30 
cases  of  suspected  cholecystitis,  and  in  a  following 
period  of  eight  weeks  3  more  were  discovered  in  45 
cases. 

In  the  past  two  years  1,903  cases  were  operated 
upon,  and  in  224  the  operation  was  done  for  chole- 
cystitis. Malignancy  was  found  in  15  of  the  latter 
(6.7  per  cent).  In  addition,  there  were  13  cases  of 
general  abdominal  carcinomatosis  in  which  the 
point  of  greatest  involvement  was  in  the  neighbor- 
hood of  the  gall-bladder.  As  in  the  whole  series, 
malignant  growths  of  all  kinds,  excluding  lip 
epitheliomata,  were  found  285  times,  their  occur- 
rence in  the  gall-bladder  amounted  to  6  per  cent. 

The  ages  of  the  patients  varied  from  42  to  67. 
All  were  females.  Malignancy  of  the  duct,  papilla, 
and  pancreas  occurs  more  frequently  in  males. 

A  review  of  the  mortality  due  to  malignancy  in 
1918  in  New  York  City  shows  that  of  2,170  deaths, 
192  (10  per  cent)  were  due  to  malignancy  of  the  gall- 
bladder and  liver,  and  that  97  of  the  192  deaths 
were  those  of  women.  Unfortunately  no  distinction 
was  made  between  gall-bladder  and  liver  conditions. 
The  fourth,  fifth,  sixth,  and  seventh  decades  were 
the  chief  ages  in  which  the  condition  was  observed. 

As  to  the  frequency  of  cancer  of  the  biliary  system 
the  author  states  that  it  occurs  first  in  the  gall- 
bladder, cystic  duct,  and  liver;  second,  in  the 
pancreas  and  common  duct;  third,  in  the  common 
and  hepatic  ducts;  and  fourth,  in  the  papilla  of 
Vater. 

As  stones  were  found  in  the  gall-bladder  in  all  of 
the  cases  observed,  early  elimination  of  such  agents 
is  therefore  of  utmost  importance.  Today  the 
operative  mortality  of  cholecystostomy  and  chole- 
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cystectomy  is  from  2  to  3  per  cent  while  that  of 
malignancy  is  from  5  to  6  per  cent. 

There  are  no  definite  symptoms  of  early  malig- 
nancy other  than  cholecystitis  but  it  should  be 
suspected  when  there  is  a  palpable  mass  in  the  right 
hypochrondrium  in  non-acute  cases,  with  or  with- 
out a  deepening  jaundice.  Ever-deepening  jaundice, 
slow  in  onset,  is  in  itself  a  strong  sign  of  malignancy. 
Loss  of  weight  is  evident  only  when  the  common 
duct,  pancreas,  or  adjacent  viscera  are  involved. 
Pain  is  usually  a  sign  of  inoperability. 

Unless  a  complete  cholecystectomy  is  done,  death 
follows  operative  interference  rapidly  if  the  growth 
is  established  in  the  cystic  fissure  or  suspicious 
metastases  are  present.  Occasionally,  however,  in 
certain  involvements  of  the  fundus  and  body  a 
satisfactory  excision  may  be  done.  Excision  of  sec- 
tions of  the  ducts  should  be  studied  further.  The 
high  mortality  forbids  resection  of  the  head  of  the 
pancreas. 

Involvement  of  the  ampulla  and  papilla  is  best 
overcome  by  a  cystogastrostomy,  and  if  the  duode- 
num is  obstructed,  a  gastro-enterostomy  should  be 
added.  The  case  is  reported  of  an  18-year-old  boy, 
who  lived  twenty-two  months  following  these 
procedures. 

The  conclusion  to  be  drawn  from  the  statistics  is 
that  an  established  diagnosis  of  cholecystitis  indi- 
cates the  possibility  of  cancer  and  that  the  mortality 
of  malignancy  is  almost  double  that  of  operation. 

P.  M.  Chase. 

Babcock,  R.  H. :  The  Diagnosis  of  Chronic  Chole- 
cystitis Complicating  Cardiac  Lesions.  /.  Am. 

M.  Ass.,  1919,  Ixxiii,  1929. 

The  author  discusses  the  relation  of  chronic 
cholecystitis  to  cardiac  lesions  and  reports  three 
illustrative  cases. 

Often  the  gastric  disturbances  which  accompany 
a  known  cardiac  lesion  are  attributed  to  passive 
hepatic  congestion  and  venous  stasis  of  the  upper 
digestive  tract,  whereas  the  underlying  cause  is  in 
reality  a  definite  cholecystitis. 

The  history  is  rarely  of  value  in  the  diagnosis,  but 
a  history  of  typhoid  or  rheumatism  is  often  sug- 
gestive. If  the  digestive  symptoms  are  more  pro- 
nounced than  the  respiratory,  or  if  palpitation  occurs 
at  night  and  without  exercise  or  is  accompanied  by 
epigastric  distress,  attention  should  be  directed 
toward  the  appendix  and  the  gall-bladder.  Nausea, 
vomiting,  and  jaundice  need  not  necessarily  be 
pronounced. 

In  passive  congestion  of  the  liver  in  a  cardiopath 
the  left  as  well  as  the  right  lobe  is  palpable  and  the 
notch  between  the  two  can  be  detected.  Signs  of 
venous  stasis  are  present  also  in  other  organs  and 
tissues.  In  cholecystitis  there  is  downward  en- 
largement of  Riedel's  lobe  alone  in  varying  degrees, 
and  the  right  rectus  is  usually  spastic.  In  many 
cases  the  tender  distended  gall-bladder  may  be 
palpated  on  deep  inspiration.  To  avoid  contraction 
of  the  rectus  muscle  gentleness  of  manipulation  is  of 


the  greatest  importance  in  the  physical  examination 
of  this  region.  Ewald's  area  of  cutaneous  hyper- 
esthesia in  the  right  lower  back  is  present  invariably 
and  when  found  corroborates  the  diagnosis.  The 
temperature  and  the  leucocyte  count  vary  with  the 
intensity  of  the  infection  in  the  gall-bladder. 

P.  M.  Chase. 

Richter,  H.  M.,  and  Buchbinder,  J.  R.:  The 
Omission  of  Drainage  in  Common-Duct  Sur- 
gery.   /.  Am.  M.  Ass.,  1919,  Ixxiii,  1750. 

Too  little  attention  has  been  devoted  to  the 
possibility  of  a  cleaner  and  safer  technique  in 
common-duct  surgery,  namely,  the  tight  closure 
of  the  duct  following  exploration  and  closure  of  the 
abdominal  incision  without  the  use  of  drainage 
material  of  any  type.  Most  theses  on  the  surgery  of 
the  biliary  tract  emphasize  two  points  essential  to  a 
safe  outcome:  (i)  that  the  common  duct  itself 
should  be  well  drained  by  a  tube  placed  either  within 
it  or  to  it,  and  (2)  that  the  abdomen  should  be  drained 
down  to  the  line  of  suture.  It  has  been  pointed  out 
that  the  infected  ducts  should  be  drained  as  in- 
fection elsewhere  is  drained,  and  that  closure  of 
the  common  duct  is  not  without  the  danger  of 
leakage  of  infected  bile. 

The  common  duct,  lined  with  mucous  membrane. 
is  a  suitable  drainage  tube  in  itself  and  an  ideal 
medium  by  which  the  affected  parts  above  may  be 
drained.  If  its  patency  is  assured,  it  may  be  opened 
and  sutured  with  impunity. 

The  use  of  the  silver  probe  or  sound  is  an  un- 
reliable method  of  determining  the  patency  of  the 
duct.  A  scoop  or  curette  is  much  more  satisfac- 
tory and  should  be  passed  through  the  duct  to  the 
duodenum. 

The  patency  of  the  duct  having  been  demon- 
strated, the  common  duct  should  be  carefully 
sutured  with  the  finest  needles  and  suture  material 
obtainable.  Capillary  leakage  through  the  line  of 
the  suture  must  be  a  constant  accompaniment  of 
the  use  of  the  ordinary  suture  materials.  The 
conditions  most  to  be  desired  are  obtained  with  the 
use  of  human  hair  and  the  finest  cambric  or  bead 
needles.  The  immediate  strength  of  the  line  of 
suture  is  greater  than  when  a  heavier  suture  is 
used,  and  there  is  no  capillary  leakage  along  the 
needle  perforations. 

The  authors  use  two  layers  of  such  sutures,  one 
uniting  the  free  edges,  the  other  burying  the  first 
row.  An  essential  part  in  the  suturing  is  to  include 
the  peritoneal  coat.  As  in  the  case  of  a  sutured 
bowel,  no  drain  of  any  kind  is  placed  in  contact  with 
the  suture  line. 

Closure  of  the  duct  in  this  manner,  avoiding  the 
use  of  any  foreign  body  for  drainage  material,  is 
associated  with  a  minimum  of  peritoneal  traumatism, 
and  the  soiling  by  infected  bile  that  may  occur  during 
the  exploration  causes  practically  no  postoperative 
clinical  reaction.  In  the  absence  of  dramage, 
postoperative  adhesions  are  reduced  to  a  minimum. 

H.  A.  McKnight. 
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MISCELLANEOUS 

Stewart,  W.  H.,  and  Stein,  A.:  The  Roentj^en-Ray 
Study  of  the  Abdominal  Orf^ans  Following 
Oxygen  Inflation  of  the  Peritoneal  Cavity. 

Am.  J.  Roentgenol.,  1919,  vi,  533. 

The  history  of  the  study  of  the  abdominal  viscera 
by  the  aid  of  intraperitoneal  injection  of  oxygen  or 
air  is  given  very  fully.  Kelling  is  credited  with 
being  the  first  to  use  this  method  on  human  beings 
(1902).  Beside  Kelling's  work,  that  of  Jacobaeus  of 
Stockholm  in  1910  and  igii,  of  Weber  in  191 2,  of 
Meyer-Betz  in  1914.  and  of  Goetze  in  1918  is  re- 
viewed at  length. 

The  authors'  attention  was  directed  to  the  subject 
following  their  attempt  to  locate  the  position  of  a 
foreign  body  in  reference  to  the  diaphragm  and 
liver.  They  have  examined  thirty-seven  cases  in  all 
by  the  intraperitoneal  injection  of  oxygen  and  have 


found  it  possible  in  this  way  to  study  in  detail  the 
outline  of  the  liver,  the  spleen  with  its  pedicle,  both 
kidneys,  and  the  uterine  appendages.  Adhesions, 
enlarged  peritoneal  glands,  and  other  types  of 
pathology  are  always  graphically  demonstrated. 

The  technique  as  described  by  the  authors  con- 
sists simply  in  permitting  the  oxygen  to  flow  from 
an  oxygen  container  through  an  ordinary  spinal 
puncture  needle,  local  anaesthesia  being  used  at  the 
point  of  puncture.  The  oxygen  is  allowed  to  flow 
into  the  cavity  until  the  abdominal  wall  is  dome- 
shaped.  Plates  are  then  made  with  the  patient  in 
various  positions.  Usually  the  side  on  which  the 
organ  to  be  examined  is  located  is  placed  opposite 
the  plate  as  the  air  in  the  abdominal  cavity  tends 
to  rise  to  the  highest  point. 

The  only  dangers  incident  to  the  method  are  in- 
fection and  puncturing  of  the  intestines,  but  neither 
will  occur  if  care  is  taken.  W.  A.  Evans. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Bowman,  W.  B.:   Coccidioidal  Granuloma.    Am. 

J.  Roentgenol.,  1919,  vi,  547. 

Coccidioidal  granuloma  is  a  definite  acute,  sub- 
acute, or  chronic  disease  due  to  an  infection  by  a 
parasitic  organism  or  mould-like  growth  called  by 
Ophiils  the  "oidium  coccidioides". 

Practically  all  of  the  cases  thus  far  reported  have 
occurred  in  California  and  in  the  San  Joaquin  Valley 
of  that  state,  but  it  is  the  author's  opinion  that  the 
disease  is  more  widespread  than  the  reports  indicate. 
The  lack  of  reports  from  other  localities  he  believes 
is  to  be  explained  on  the  basis  of  inaccurate  diag- 
nosis. 

The  pathologic  processes  of  the  disease,  both 
microscopic  and  macroscopic,  resemble  those  of 
tuberculosis,  and  it  is  possible  that  this  infection  is 
reported  as  tuberculosis.  Therefore,  the  author  sug- 
gests that  in  all  cases  which  clinically  resemble 
tuberculosis  and  in  which  the  tubercle  bacillus  is  not 
demonstrated  an  examination  should  be  made  for 
odium  coccidioides.  The  organism  is  a  spherical 
body  varying  from  7  to  30  microns  in  diameter. 

Six  cases  are  reported  in  detail  with  the  clinical 
history,  the  pathology,  and  the  postmortem  findings. 
The  bone  changes  are  those  of  extensive  destruction 
with  the  formation  of  nodules  resembling  tubercles 
and  large  giant-cell  formations  of  the  Langham  type. 
The  infection  tends  to  spread  along  the  tendons  and 
muscle  sheaths  to  a  considerable  distance  from  the 
joint  and  the  process  is  more  acute  than  in  tuber- 
culosis. 

In  the  lungs,  oesophagus,  heart,  and  other  soft 
tissues  are  found  nodules  of  varying  size.  Some  of 
them  show  caseous  centers.  The  roentgen  examina- 
tion reveals  destruction  of  bone,  which  in  some  cases 


is  associated  with  periosteal  proliferation.  There  is 
also  bone  atrophy  but  this  is  not  so  general  or  so 
marked  as  that  observed  in  tuberculosis. 

No  successful  method  of  treatment  has  been  dis- 
covered. In  one  case,  in  which  the  infection  was 
detected  in  the  arm,  there  was  no  recurrence  after 
amputation  at  the  shoulder.  W.  A.  Ev.\ns. 

Coley,  W.  B. :   Further  Observations  on  the  Con- 
servative Treatment  of  Sarcoma  of  the  Long 
ones.     Ann.  Surg.,  1919,  Ixx,  633. 

The  author  presents  a  report  of  the  cases  of 
sarcoma  of  the  long  bones  which  have  come  under 
his  care  in  the  last  five  years  (60  in  number)  and 
gives  a  resume  of  190  previously  repKjrted. 

These  cases  furnish  further  evidence  in  favor  of 
the  conservative  treatment  of  sarcoma  of  the  long 
bones  by  mixed  toxins  of  erysipelas  and  bacillus 
prodigiosus  and  radium. 

As  a  diagnostic  measure  and  to  facilitate  the 
application  of  radium  Coley  resorts  frequently  to 
exploratory  operation.  Too  much  reliance  must  not 
be  placed  upon  a  single  microscopic  examination  of 
the  tissue  as  the  clinical  and  X-ray  pictures  and  the 
gross  appearance  are  often  of  greater  value.  This  is 
especially  true  as  regards  the  so-called  giant-ceU 
sarcoma,  giant-cell  tumor,  and  osteitis  fibrotica. 
The  author  had  40  of  these  tumors  in  his  series  and 
discusses  them  at  length.  He  emphasizes  the  fact 
that  pain,  especially  deep  boring  pain,  may  be  the 
earliest  symptom  of  the  disease  and  precede  the 
development  of  the  tumor  by  weeks  or  months. 

The  60  sarcomata  treated  by  Coley  during  the 
last  five  years  involved  the  following  bones :  femur, 
32;  humerus,  14;  tibia,  9;  fibula,  3;  clavicle,  2. 

Of  the  32  femur  cases,  amputation  was  performed 
in  13  after  conservative  treatment  had  failed.  There 
was  no  mortality  from  the  operation.-    In  4  cases 
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amputation  was  strongly  advised  but  was  refused 
by  the  patient.  Eleven  of  these  patients  are  still 
living.  Two  arc  recent  cases  still  under  treatment 
with  a  reasonable  prospect  that  the  limb  will  be 
saved.  One  of  the  patients  who  refused  amputation 
had  a  large  central  sarcoma  of  the  lower  end  of 
the  femur.  Treatment  with  toxins  and  radium 
resulted  in  slight  temporary  improvement  but 
metastases  later  developed  in  the  lungs  and  death 
occurred  in  a  few  weeks.  In  one  case  of  periosteal 
sarcoma  the  administration  of  toxins  was  followed 
by  amputation.  When  recurrence  developed  this 
patient  had  been  well  for  three  years.  One  patient 
with  a  central  sarcoma  of  the  lower  end  of  the  femur 
and  extensive  involvement  of  the  knee  joint  refused 
amputation  and  recovered  following  the  toxin  treat- 
ment alone,  remaining  well  for  five  years.  Another 
who  refused  operation  had  an  extensive  sarcoma  of 
the  lower  end  of  the  femur  involving  the  knee  joint 
and  the  upper  end  of  the  tibia.  The  use  of  toxins 
supplemented  by  radium  resulted  in  recovery.  The 
patient  has  been  well  for  three  years  and  is  able  to 
walk  without  support  of  any  kind.  In  one  case  of  a 
very  large  inoperable  sarcoma  of  the  upper  half  of 
the  femur  quite  beyond  hip-joint  amputation, 
recovery  occurred  following  treatment  with  radium 
and  toxins  and  continues  without  any  evidence  of 
the  disease  two  years  later.  In  2  cases  of  periosteal 
sarcoma  of  the  femur  treated  with  radium  and  toxins 
during  the  last  six  months  in  the  hope  of  saving  the 
limb  the  result  is  still  doubtful.  In  3  cases  of  sarcoma 
of  the  femur  amputation  was  followed  by  the  use  of 
mixed  toxins  as  a  prophylactic  against  recurrence. 
Two  of  the  patients  are  still  well  three  years  later. 
The  third  died  of  metastasis  nearly  three  years  after 
amputation.  K.  L.  Vehe. 

Tubby,  A.  H.:  Congenital  Dislocation  of  the  Hip: 
Note  on  a  Method  of  Dealing  with  Refractory 
Cases.    Lancet,  1919,  cxcvii,  1135. 

The  author  believes  that  the  iliopsoas  muscle  is  of 
great  importance  in  the  formation  of  the  hour-glass 
capsule  and  the  obliteration  of  the  acetabulum  in 
congenital  dislocations  of  the  hip  in  children  over  4 
years  of  age.  The  capsule  becomes  constricted  in  the 
center,  the  anterior  wall  is  infolded  backward  and 
inward,  and  the  iliopsoas  acts  as  a  suspensory  liga- 
ment. In  late  cases  the  anterior  layer  blends  with 
the  floor  of  the  acetabulum,  forming  a  wall,  and  thus 
obliterates  the  cavity  and  prevents  reduction  of  the 
dislocation. 

Tubby  has  successfully  treated  patients  varying 
in  age  from  i  up  to  15  years  by  an  operation 
which  he  describes  as  follows: 

The  capsule  is  exposed  through  an  incision  be- 
tween the  sartorius  and  tensor  vaginae  femoris  and  is 
opened  by  a  crucial  incision  over  the  head  of  the 
femur.  The  constriction  being  next  exposed  and  the 
tight  iliopsoas  muscle  defined,  they  are  then  divided, 
when  it  will  be  found  that  the  femoral  head  is 
easily  reduced.  After  the  reduction  the  capsule  is 
sutured  and  the  limb  put  up  in  full  abduction. 


Open  operation  is  not  urged  until  manipulative 
measures  have  failed.  In  obstinate  cases  the  quad- 
ratus  femoris  should  be  sectioned  in  addition  to  the 
iliopsoas  and  the  capsular  diaphragm.  In  cases  of 
anteversion.  subtrochanteric  osteotomy  should  fol- 
low reduction  by  the  operation  described.  The 
fragments  should  be  plated  and  the  limb  put  in 
plaster  at  an  angle  of  90".  H.  W.  MEVKKorNo. 

Smith,  M.  T. :  Injuries  of  the  Knee  Joint.  North- 
west Med.,  1919,  xviii,  263. 

In  listing  industrial  knee-joint  injuries  the  author 
gives  first  place  to  lateral  sprains.  Usually  occurring 
in  the  internal  ligament,  the  trauma  is  due  to  a  twist 
of  the  flexed  leg  on  the  thigh  so  easily  obtained  in  the 
stooping  position  of  the  miner.  Such  an  injury  is 
followed  by  joint  efifusion  and  local  tenderness 
necessitating  treatment  by  rest  in  bed  and  immo- 
bilization followed  by  pressure  bandaging  and  tilt- 
ing of  the  sole  of  the  heel. 

Injury  to  the  semilunar  cartilage,  always  the 
inner,  is  usually  associated  with  injury  to  the  inter- 
nal lateral  ligament  and  follows  extension  of  the 
rotated  leg  on  the  thigh.  The  same  etiology  allows 
the  internal  condyle  of  the  femur  to  impinge  on  the 
cartilage,  either  dislocating  or  crushing  it.  In  such 
cases  there  is  severe  pain  with  inability  to  extend  the 
knee  completely  or  complete  locking  plus  negative 
X-ray  findings,  joint  effusion,  and  tenderness.  The 
treatment  of  the  first  attack  is  complete  flexion  of 
the  leg  on  the  thigh  with  internal  rotation  of  the  foot 
and  quick  extension,  followed  by  rest  in  bed  and 
immobilization  for  two  or  three  weeks.  If  this  in- 
jury occurs  many  times,  removal  of  the  cartilage  is 
indicated.  The  author  recommends  Sir  Robert 
Jones'  method  according  to  which  a  short  incision 
is  made  directly  over  the  cartilage. 

Loose  bodies  seen  in  seven  cases  and  causing 
intermittent  locking  were  due  to  direct  trauma. 
The  treatment  of  these  is  removal.  Rupture  of  the 
crucial  ligament  is  the  most  serious  associated  lesion 
in  dislocation  of  the  knee,  but  immobilization  results 
in  a  firm  cicatrization  of  the  ligaments  and  often  a 
useful  joint. 

The  conclusions  drawn  are  as  follows: 

Miners  are  especially  prone  to  injuries  of  the 
internal  lateral  ligament  and  the  internal  semilunar 
cartilage.  Internal  derangements,  though  serious, 
may  present  only  effusion.  In  cases  of  recurrent 
locking  removal  of  the  injured  semilunar  cartilage 
is  the  procedure  of  choice  and  restores  function. 

R.  G.  Packard. 

FRACTURES  AND  DISLOCATIONS 

Ryerson,  E.  W. :  Intramedullary  Beef-Bone  Splints 
in  Fractures  of  Long  Bones.  /.  Am.  M.  Ass., 
1919,  Ixxiii,  1348. 

The  intramedullary  beef-bone  splint  is  easy  to 
apply  and  affords  great  strength.  The  proper 
alignment  of  many  fractures,  especially  those  of  the 
forearm,    is   difficult   to   attain.    While   the   short 
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medullary  splint  gives  apposition,  it  does  not  prevent 
angulation.  The  long  splint  is  often  difiicult  to 
insert  on  account  of  muscular  contraction.  Rycrson 
describes  a  method  of  applying  the  long  intra- 
medullary splint. 

Beef  tibia  or  femur  about  S  or  6  in.  long  is  made 
into  strips  ^  in.  in  diameter  for  the  adult  femur 
and  ^  in.  in  diameter  for  the  humerus.  A  variety 
of  approximate  sizes  should  be  on  hand,  however. 

A  hole  is  bored  near  one  end  like  a  needle  eye. 
The  fracture  is  exposed  in  the  usual  way.  The  splint 
is  driven  into  the  medulla  of  the  long  fragment, 
eyeless  end  first,  and  the  eye  is  threaded  with  catgut. 
A  hole  is  then  drilled  obliquely  though  the  cortex 
into  the  medulla  of  the  short  fragment.  This  hole 
slants  toward  the  break  and  is  placed  at  a  distance 
of  one-half  the  splint-length  from  the  fracture. 
Through  it  wire  is  threaded,  brought  out  at  the  end, 
and  fastened  to  the  catgut  which  has  been  previously 
attached  to  the  hole  in  the  splint.  The  fracture  is 
then  reduced  and  by  means  of  traction  on  the  wire 
and  catgut  the  splint  is  drawn  into  position.  To 
keep  the  splint  from  slipping  the  catgut  may  be 
sewed  to  the  periosteum. 

The  method  is  not  adapted  to  comminuted 
fractures.  Transverse  fractures  are  the  most 
satisfactory  types  for  the  procedure.      K.  L.  Vehe. 

Bonneau,  R, :  Correction  of  Osseous  Deviations 
in  Fractures  of  the  Long  Bones  by  Direct  Ac- 
tion upon  the  Free  Extremities  of  the  Frag- 
ments (Correction  des  deviations  osseuses  dans  les 
fractures  des  os  longes  par  action  directe  sur  I'ex- 
tr6miti6  libre  de  fragments).  J.  de  chir.,  Par.  1919, 
XV,  371. 

Bonneau  deals  especially  with  the  deviations  in 
alignment  of  the  femur  following  fractures. 

The  most  efficacious  method  of  correcting  such 
deviations  is  correction  by  direct  action  on  the  free 
ends  of  the  fragments.  This  anatomical  correction 
may  be  obtained  in  two  ways:  (i)  by  osteosynthesis, 
and  (2)  by  the  application  of  plaster.  Of  the  two 
methods  the  second  causes  the  least  traumatism  on 
the  periosteum  and  bone.  A  Lambotte  or  Lane 
bone  plate  gives  rise  to  foci  of  osteitis  in  the  bone 
which  retard  the  formation  of  callus  and  often  pro- 
duce small  sequestra  requiring  months  to  destroy. 

Bonneau's  method  consists  of  wire  osteosynthesis 
with  wire  fixation  of  the  fragments  in  proper  align- 
ment. The  wire  is  passed  through  a  hole  bored  in 
each  fragment  and  twisted  until  the  fragments  are 
in  correct  approximation.  It  is  then  bound  round 
the  fragments  and  brought  to  the  exterior  of  the 
wound  where  it  is  attached  to  the  metallic  bone 
splint.  A  screw  arrangement  fixed  to  the  splint 
conveys  such  pressure  to  the  fragments  as  may  be 
necessary  to  make  the  correction  exact.  Both  this 
long  screw  and  the  wire  act  as  drains  and  their  ulti- 
mate removal  does  not  necessitate  reopening  of  the 
wound  which  must  be  done  when  a  plate  is  used. 

The  author  states  that  after  having  been  a  very 
ardent  partisan  'of  osteosynthesis  he  now  employs 


this   external   method  of  fixing  the  fragments  to- 
gether exclusively.  W,  A.  Brennan. 

Bompiani,  R.:  The  Treatment  of  Open  Gunshot 
Fractures  and  Articular  Wounds  (Riaseunto 
critico  sulla  cura  delie  fratture  aperte  e  lesloni  arti- 
colari  d'arma  da  fuoco).  Policlin.,  Roma,  1919, 
xxvi,  sez.  chir.,  249;  297;  336. 

The  author  reviews  the  results  obtained  in  the 
treatment  of  more  than  1,000  cases  of  osteo-articular 
war  injuries.  In  729  cases  the  patient  recovered; 
in  519  there  was  no  infection;  in  210  the  wound  be- 
came suppurative;  and  in  207  such  complications  as 
gangrene,  shock,  tetanus,  etc.  developed. 

Operation  was  performed  in  829  cases  and  primary 
suture  was  done  in  103.  A  destructive  of)eration 
was  necessary  in  81  and  a  second  operation  in  138 
cases.  These  secondary  operations  were  principally 
sequestrotomies.  resections  of  amputation  stumps 
and  operations  for  pseudarthroses  or  ligation  of 
vessels  because  of  secondary  haemorrhage. 

There  were  87  deaths  in  the  whole  series,  22 
occurring  in  amputation  cases  and  36  due  to  pri- 
mary shock  and  anaemia. 

The  author  attributes  the  large  percentage  of 
the  cases  in  which  there  was  no  infection  to  the 
systematic  surgical  prophylaxis  which  was  followed. 

In  103  cases  in  which  primary  suture  was  done 
there  were  only  5  failures.  In  3  of  these  suture 
was  done  a  second  time,  and  in  2  recovery  followed 
suppuration.  The  proportion  of  cases  running  a 
suppurative  course  compared  with  those  evolving 
aseptically  was  much  higher  in  the  author's  early 
series  than  after  primary  suture  was  adopted. 

The  author  believes  also  that  surgical  treatment 
wards  off  complications.  The  mortality  in  the 
cases  of  shock  and  acute  anaemia  was  unusually 
high  because  the  patients  were  not  received  until 
they  were  already  in  a  dying  condition.  The  cases 
of  gas  gangrene  (5  per  cent  of  the  total)  are  certainly 
not  many  and  the  general  mortality,  i  .9  per  cent, 
is  lower  than  the  mortality  given  by  other  authors. 
The  fact  that  there  were  onlj'^  6  fatalities  from  sep- 
ticaemia out  of  a  total  of  29  cases  proves  the  worth 
of  surgical  prophylaxis. 

The  author  directs  attention  to  the  value  and 
importance  of  serum  treatment  in  cases  of  tetanus. 
In  the  3  cases  in  which,  death  was  due  to  this 
cause  the  use  of  serum  had  been  omitted  or  limited 
to  a  single  injection. 

The  results  obtained  in  articular  injuries  were 
very  satisfactory.  Out  of  a  total  of  143  knee-joint 
wounds,  which  are  usually  considered  the  most  grave, 
there  were  about  50  primary  recoveries.  In  a  total 
of  15Q  cases  of  other  joint  injuries  there  were  about 
70  primary  recoveries.  W.  A.  Brexnan. 

Cotton,  F.  J.:  Adequate  Reduction  and  Care  in 
CoUes'  Fracture.  Boston  M.  &  S.  J.,  1919, 
clxxxi,  651. 

In  this  paper  Cotton  champions  the  flexion  method 
of  reducing  Colles'  fracture,  but  adds  also  a  new 
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twist  —  pronation.  He  states  that  if  the  ulna  is  the 
fixed  point  about  which  the  wrist  is  displaced 
backward,  it  should  be  the  fixed  point  around  which 
the  displacement  is  reduced.  Strong  pressure  is 
made  anterior  to  the  head  of  the  ulna,  and  the  wrist 
is  flexed  and  pronated  in  "one  sweeping  twist "  by  a 
strong  drag.  To  hold  it  there,  plaster  splints  molded 
over  the  anterior  and  posterior  sides  are  used,  the 
fingers,  of  course,  being  left  free.  This  flexed  position 
is  maintained  for  two  weeks,  after  which  straight 
splints  are  applied  for  a  week  longer.  Massage 
and  exercises  are  then  indicated. 

Several  complications  which  may  result  in  dis- 
ability are  described.  In  a  few  cases  traumatic 
arthritis  may  develop.  The  patient  improves  very 
slowly,  but  usually  recovers  perfectly  under  pro- 
longed treatment  with  heat,  massage,  and  passive 
motion.  Anterior  luxation  of  the  ulna  is  rather 
common,  and  when  associated  with  shortening 
of  the  radius  may  result  in  a  locking  anterior  to  the 
pisiform  which  prevents  flexion.  Following  tearing 
of  the  ligaments  there  may  be  a  recurrent  luxation 
of  the  ulna.  All  these  conditions  may  be  corrected 
by  osteotomy  even  long  after  the  injury.  The  ulna 
trouble  can  never  be  corrected  unless  the  radius  is 
made  straight  as  the  two  bones  are  held  together 
above  the  point  of  fracture  by  the  intei osseous  mem- 
brane. Therefore,  to  relieve  the  symptoms  which 
are  mostly  on  the  ulnar  side  more  care  must  be 
exerted  in  reducing  the  radius.  W.  A.  Clark. 

Fassett,  F.  J.:  The  Standard  British  Method  of 
Treating  Fractures  of  the  Femur  at  the  Close 
of  the  War.      Northwest  Med.,  1919,  xviii,  253. 

Three  outstanding  ideas  in  the  treatment  of 
femoral  fracture  resulted  from  the  studies  made 
during  the  war:  first,  the  use  of  the  Thomas  knee- 
splint  in  its  varying  forms  for  first  aid,  transporta- 
tion, and  throughout  treatment;  second,  the  sus- 
pension of  the  splint  so  as  to  permit  raising  and 
tilting  of  the  lower  fragment  to  meet  the  upper 
fragment  at  the  proper  angle;  and  third,  other 
methods  of  traction  than  adhesive  plaster  skin- 
traction,  particularly  the  use  of  Sinclair  glue,  calipers 
into  the  condyles  or  malleoli,  screws  in  the  shaft  of 
the  tibia,  and  stirrups  inserted  above  the  os  calcis 
anterior  to  the  tendo  achillis. 

In  191 8  a  general  plan  of  instruction  as  to  the  best 
all-around  system  for  the  management  of  serious 
fractures  encouraged  the  following  general  routine: 

The  beds  were  supplied  with  mattresses  made  in 
removable  sections  to  permit  easier  access  to  the 
wound.  The  pulley  was  placed  at  the  foot  of  the  bed 
3  ft.  above  the  level  of  the  mattress.  The  Thomas 
splint  used  allowed  flexion  of  the  knee.  The  thigh 
and  leg  were  supported  by  transverse  flannel  slings 
which  could  be  adjusted.  The  foot-piece  of  the 
splint  was  made  fast  to  the  upright  at  the  foot  of 
the  bed  to  bring  the  lower  femoral  fragment  in  line 
with  the  upper  fragment.  Traction  was  made  by 
means  of  tongs  inserted  into  the  condyles  of  the 
bone.     To  insert  these  tongs,   the  skin  was  first 


cleaned  and  drawn  upward  before  the  bone  was 
incised.  The  tongs  were  then  inserted  and  pressed 
firmly  into  place.  Traction  was  applied  by  a  rope 
fastened  to  the  handles.  This  insertion  could  be 
done  under  local  or  general  anaesthesia  as  preferred. 
The  mere  presence  of  infection  did  not  indicate  the 
removal  of  the  tongs  though  it  would  have  neces- 
sitated the  removal  of  Steinmann  nails  extending 
through  the  marrow  cavity.  As  landmarks  for  the 
insertion  of  the  tongs,  the  inner  blade  was  placed 
just  above  the  adductor  tubercle,  and  the  outer 
blade  just  opposite.  Care  was  taken  to  prevent  re- 
laxation on  the  handles,  and  the  tongs  were  left  in 
place  until  union  was  at  least  under  way. 

The  author  concludes  that  the  three  main  factors 
in  this  treatment  were  the  Thomas  splint,  the  sus- 
pension of  the  splint,  and  the  direct  traction  to  the 
bone  instead  of  to  the  skin.  R.  G.  Packard. 

SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Arquellada,  A.  M.:  My  Experience  in  the  Treat- 
ment of  Osteomyelitis  (Mi  experiencia  en  el 
tratamiento  de  las  osteomielitis) .  Pediatria  es- 
pan.,  1919,  viii,  399. 

Arquellada  reports  the  results  of  his  treatment 
of  osteomyelitis  in  cases  in  which  the  infection 
complicated  or  followed  influenza. 

His  statistics  cover  167  cases;  99  of  the  tibia, 
26  of  the  femur,  11  of  the  humerus,  and  the  re- 
mainder of  various  other  bones.  Perfect  healing 
was  obtained  in  all  but  one  case.  This  patient 
suffered  a  fracture  of  the  upper  end  of  the  tibia 
during  the  period  of  reorganization  and  was  left 
with  an  ankylosis  of  the  knee. 

The  author  used  both  surgical  and  vaccine  ther- 
apy. He  removed  the  sequestra  by  surgery  and  em- 
ployed vaccine  after  the  wound  was  opened  to 
prevent  secondary  infection. 

Several  surgical  procedures  are  described.  The 
first  consists  in  opening  the  bone  cavity,  removing 
all  sequestra,  cleaning  the  cavity  thoroughly,  and 
then  filling  it  with  gauze.  A  second  process  consists 
in  cleaning  out  the  osteomyelitic  focus,  making  it 
as  aseptic  as  possible,  filling  the  cavity  with  Moe- 
setig's  paste,  and  suturing  the  skin  over  the  paste. 
In  a  third  method  the  cavity  after  being  cleaned  out 
is  filled  with  some  organic  substance. 

Arquellada  considers  the  first  method  the  poorest 
of  all  because  it  retards  healing,  exposes  the  wound 
to  postoperative  infection,  and  is  excessively  painful. 
Unfortunately,  in  about  half  the  cafees  it  is  the 
only  possible  procedure.  He  recommends,  however, 
that  autovaccine  be  used  in  connection  with  this 
method.  Lately  he  has  used  Dakin's  solution  in 
these  cases,  applying  it  several  times  daily  untU 
the  microscopic  examination  of  the  exudate  shows 
the  absence  of  pathogenic  organisms.  Then  he 
closes  the  wound.  It  is  only  fair  to  the  Spanish  to 
mention  in  this  connection  that  the  idea  of  using 
hypochlorite  solution  for  the  cure  of  wounds  origin- 
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ated  with  Cortezo  who  employed  it  for  the  first 
time  in  1884. 

If  the  cavity  is  to  be  filled  with  paste  it  must  |be 
cleaned  thoroughly  and  made  perfectly  aseptic. 
Arquellada  uses  a  stream  of  hot  air  for  this  purpose. 
Great  care  must  be  taken  that  the  suture  includes 
the  separated  periosteum.  It  is  so  important  that 
the  periosteum  be  sutured  that  if  it  is  not  included 
with  the  other  tissue  it  must  be  sutured  separately. 
In  some  of  the  cases  in  which  paste  was  used  the 
wound  was  completely  healed  over  the  paste  in 
twenty  days;  in  others  the  paste  was  discharged 
later  without  causing  the  patient  any  trouble; 
in  still  others  the  suture  broke  and  the  paste  was 
discharged  painlessly,  little  by  little.  This  procedure 
is  contra-indicated  if  the  skin  is  macerated  or  de- 
stroyed. 

In  the  method  by  which  the  wound  is  filled  with 
organic  material,  fatty  or  other  tissue  from  the 
vicinity  of  the  wound  may  be  used.  Fatty  tissue 
may  be  brought  from  the  gluteal  region,  or.a  lipoma, 
if  present,  may  be  utilized.  Arquellada  has  had  no 
opportunity  to  use  lipomata,  but  he  has  used  fatty 
tissue  from  the  gluteal  region  a  number  of  times. 
In  one  instance  the  cure  was  total  but  in  the  other 
two  instances  the  tissue  was  gradually  discharged. 
The  time  required  for  healing  in  these  cases  was 
shorter  than  the  average  for  the  cases  that  were 
treated  with  the  paste.  The  use  of  fatty,  muscular, 
and  subcutaneous  tissue  from  the  neighborhood  of 
the  wound  arid  the  process  of  using  periosteum  only 
to  fill  the  cavity  are  also  described. 

Arquellada  sums  up  his  article  as  follows: 

1.  Vaccine  therapy  ought  to  be  employed  at  the 
beginning  of  the  disease. 

2.  The  best  operative  method  is  to  fill  the  cavity 
with  organic  material  from  the  vicinity  of  the 
wound. 

3.  Next  in  order  of  good  results  is  the  filling  of  the 
cavity  with  paste. 

4.  When  the  wound  does  not  close  by  first  in- 
tention Dakin's  solution  and  later  suture  may  be 
used. 

5.  If  the  cavity  remains  open,  an  auto  vaccine 
should  be  used. 

6.  If  the  bone  is  not  completely  regenerated,  bone 
transplanting  should  be  done.         W.  A.  Brennan. 

Kirmisson,  E. :  Twenty  Years'  Experience  with  the 
Results  of  Resection  (Les  r6sultats  des  resections 
d'apres  une  observation  de  vingt  annees).  Rev. 
d'orthop.,  1919,  n.s.  vi,  485. 

The  data  t)resented  by  the  author  were  obtained 
from  201  resections  as  follows:  knee,  118  cases; 
hip,  42  cases;  elbow,  19  cases;  tarsals,  20  cases; 
and  wrist,  2  cases. 

The  majority  of  the  patients  were  seen  agam  at  a 
more  or  less  long  interval  after  the  resection  was  done 
and  therefore  when  there  were  definite  results.  From 
these  cases  Kirmisson  concludes  that  when  the 
technique  used  is  correct  and  the  indications  are  well 
judged  resection  will  give  excellent  results. 


Generally  adolescence  and  maturity  are  the  most 
favorable  times  for  resection.  In  children,  especially 
when  the  operation  is  done  before  the  fifth  year  of 
age,  and  in  old  persons  the  results  are  often  very 
poor.  It  was  under  such  circumstances  that  the 
author  frequently  observed  deformities  and  marked 
shortening  following  resections  of  the  hip. 

In  the  hip,  deformity  is  seen  as  inversion  of  the 
limb  characterized  by  flexion  and  abduction,  and  in 
many  cases  it  causes  luxation  of  the  upper  extremity 
of  the  femur  in  the  external  iliac  fossa.  Especially  in 
resections  of  the  knee,  deformities  are  of  great  impor- 
tance owing  to  their  frequency  and  their  consequences. 
They  are  produced  usually  in  the  form  of  flexion  and 
genuvarum.    Genuvalgum  is  more  unusual. 

While  resection  would  be  ideal  for  curing  chronic 
arthritis  if  it  preserved  movement,  it  must  be  con- 
fessed that  this  result  is  not  yet  quite  realizable. 
Moreover,  the  preservation  of  movements  may 
itself  be  a  danger  either  from  the  point  of  view  of 
recurrence  or  from  that  of  deformity.  Here  the 
serious  question  as  to  the  condition  of  the  muscles 
intervenes.  It  is  well  to  preserve  the  mobility  of  the 
joint  but  only  if  the  muscles  that  enable  it  to  func- 
tion are  preserved.  It  is  of  little  use  for  a  patient 
to  have  a  mobile  hip  joint  if  owing  to  atrophy  of  the 
necessary  muscles  he  is  unable  to  extend  the  leg. 
In  such  cases  solid  ankylosis  would  be  preferable. 

In  his  clinical  examinations  Kirmisson  had  the 
opportunity  to  compare  the  walking  of  two  patients 
one  of  whom  had  a  solid  ankylosis  of  the  hip  while  the 
other  had  had  a  resection  of  the  joint.  The  patient 
with  ankylosis  walked  solidly  while  the  patient 
whose  hip  had  been  resected  hesitated  at  every  step 
like  a  person  with  congenital  luxation  of  the  hip. 
The  condition  of  the  musculature,  therefore,  is  one 
of  the  principal  factors  to  be  taken  into  account. 

Of  26  patients  who  had  a  knee  resection  before 
their  fifth  year  of  age  18  had  a  deformity  in  later 
life.  Of  22  patients  who  had  a  knee  resection  be- 
tween their  fifth  and  tenth  years  of  age  16  had  a  sub- 
sequent deformity. 

There  were  9  cases  of  resection  of  the  hip  before 
the  fifth  year  of  age  and  23  between  the  fifth  and 
fifteenth  years.  In  the  first  group  a  deformity  or 
great  shortening  resulted  in  nearly  all.  In  the  second 
group  satisfactory  results  were  obtained  in  only  2 
cases.  W.  A.  Brennan. 

Starr,  C.  L. :  A  Consideration  of  Some  of  the  Prob- 
lems Presented   by  Amputation.    /.  Am.  M. 

Ass.,  1919,  Ixxiii,  1585. 

An  ideal  stump  is  defined  as  a  stump  the  length  of 
which  will  best  permit  the  instrument  maker  to  fit 
the  most  suitable  appliances  to  the  p)ortion  of  the 
limb  amputated.  It  should  have  a  linear  scar  free 
from  puckering  or  infolding  of  the  skin,  and  sufficient 
flap  to  cover  the  end  of  the  bone  readily  but  without 
redundancy.  It  should  have  also  a  pad  of  fat  and 
subcutaneous  tissue  over  the  bone  end  which  should 
not  be  adherent.  The  joints  above  the  amputation 
should  have  full  range  of  motion. 
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Some  of  the  surgical  problems  which  are  en- 
countered are: 

1.  Latent  infection  which  may  be  lighted  up  very 
easily.  In  some  instances  massage  and  manipula- 
tion of  the  stump  may  be  sufficient  to  start  afresh 
a  cellulitis  which  may  become  very  troublesome, 

2.  Ulcers  still  remaining  which  may  require 
excision. 

3.  Sinuses.  These  are  usually  due  to  the  pres- 
ence of  either  a  foreign  body  or  non-collapsible 
wall  of  fibrous  tissue,  and  on  removal. of  the  cause 
will  invariably  heal  promptly. 

4.  Spurs  of  bone  or  exostoses.  These  are  of 
frequent  occurrence  and  dVie  to  a  tearing  up  and 
partial  detachment  of  shreds  of  periosteum  or  small 
bone  fragments  broken  off  by  the  saw. 

5.  Fibroneuromata.  Fibroneuromata  are  found 
not  infrequently  growing  out  from  the  cut  end  of  the 
nerve.  The  complication  may  be  obviated  by  cut- 
ting the  nerve  ojjliquely  or  at  a  higher  level  after 
stripping  back  the  sheath,  and  then  tying  the  sheath 
over  the  cut  end. 

(Edema  of  the  stump  is  treated  most  efficiently 
by  suitable  pressure  with  a  bandage  and  the  use  of  a 
temporary  peg  leg  with  a  plaster  or  leather  bucket. 
Loss  of  muscle  power  often  requires  considerable 
training  before  the  stump  is  in  condition  and  the 
artificial  appliance  can  be  used  satisfactorily. 

The  peg  leg  takes  the  bulk  of  the  weight  on  the 
tuberosity  of  the  ischium  and  eliminates  the 
troublesome  pressure  on  the  perineum.  The  stand- 
ard limb  which  is  used  later  is  made  of  seasoned 
willow.  The  toes  are  of  felt,  the  foot  of  maple,  and 
the  ankle  bushing  of  bronze  working  in  leather.  In 
the  knees  the  control  is  from  inside  the  bucket. 

Experience  has  demonstrated  that  a  very  compli- 
cated artificial  arm  is  not  satisfactory.  A  light  dress 
arm  of  wool  controlled  at  the  elbow  from  the  opposite 
shoulder  with  a  catch  lock  and  a  detachable  hand 
is  the  type  supplied  for  all  amputations  above  the 
elbow.  For  the  forearm  the  same  pattern  without 
elbow  control  and  with  a  leather  corset  about  the 
upper  arm  is  substituted.  The  working  arm  is  a 
simple  leather  bucket  reinforced  with  a  band  steel  to 
which  is  attached  a  short  steel  tube  into  which  may 
be  inserted  a  special  clasp  hook  or  a  lighter  hook  of 
the  Dorrance  type. 

Many  persons  need  encouragement  by  example 
and  contact  with  others  similarly  afflicted  who  are 
able  to  accomplish  useful  tasks.        R.  B.  CoFIE^D. 

ORTHOPEDICS  IN  GENERAL 

McChesney,  C.  J.:  Plaster  IV^ethods  of  Treating 
Muscle  Contractures  Following  Wounds.  Cali- 
fornia State  J.  M.,  1919,  xvii,  395. 

The  author  describes  in  detail  the  plaster  methods 
of  treating  contractures  of  the  hip,  knee,  ankle, 
shoulder,  forearm,  wrist  and  fingers,  supplementing 
his  description  with  16  illustrations. 

For  the  adduction  deformity  of  the  hip  he  recom- 
mends gradual  abduction  by  strong  traction  on  a 


Jones  abduction  frame,  or  immediate  abduction 
under  ana;sthesia  on  a  Hawley  table  and  fixation  in 
plaster. 

For  flexion  deformity  at  the  knee,  a  plaster  cast, 
well  padded  over  the  patella,  is  recommended. 
After  a  few  days  the  cast  is  cut  two-th'rds  of  the  way 
round  at  the  knee  and  as  much  extension  is  made 
as  the  patient  can  stand,  a  cork  being  inserted  to 
keep  the  gap  open.  The  whole  is  then  sealed  over 
with  a  few  turns  of  plaster  bandage.  This  proced- 
ure is  repeated  once  or  twice  a  week,  the  seal  of 
plaster  being  removed  and  a  wider  cork  being  in- 
serted each  time. 

For  contracture  of  the  ankle  a  cast  is  applied  from 
the  top  of  the  leg  to  the  toes  with  maximum  dorsi- 
flexion  and  slight  inversion  of  the  foot.  A  wedge  i 
or  2  in.  wide  is  cut  anteriorly  over  the  ankle  joint 
from  malleolus  to  malleolus.  The  foot  is  then  dorsi- 
flexed  to  the  limit  of  the  patient's  comfort,  the  gap 
being  thus  partially  closed,  and  sealed  with  plaster. 
This  is  repeated  once  or  twice  a  week  until  a  right 
angle  position  is  attained.  The  latter  should  then 
be  maintained  for  frorn  one  to  four  weeks  depending 
upon  the  tendency  to  relapse. 

The  same  principle  of  treatment  applies  to  adduc- 
tion deformity  at  the  shoulder,  flexion  at  the  elbow, 
pronation  of  the  forearm,  flexion  at  the  wrist,  and 
deformity  of  the  fingers.  The  article  contains  an 
illustration  of  the  Downs  plaster  slab  splint  for  flex- 
ing the  phalanges  of  the  fingers. 

McChesney  states  that  the  plaster  treatment  is 
never  intended  to  supplant  massage  and  treatment 
by  exercise  but  rather  to  attack  the  contracture  in 
its  most  resistant  stages,  stretch  the  tissues  in  the 
shortest  possible  time  to  full  or  over-correction,  and 
then  gradually  give  way  to  massage  and  exercises 
which  maintain  or  increase  the  correction  while 
restoring  activity  and  suppleness  to  the  affected 
muscles.  Philip  Lewin. 

Ochsner,   E.   H.:  Potential  and   Acquired   Static 
Fiat-Foot.    N.  York  M.  J.,  1919,  ex,  745. 

Potential  flat-foot  is  a  weakened  condition  of  the 
arch  due  to  disproportion  between  the  strength  of 
the  foot  and  the  strain  to  which  it  is  subjected,  the 
latter,  however,  not  being  sufficiently  severe  to 
break  the  arch.  Acquired  static  flat-foot  is  an  ac- 
quired compound  deformity  in  which  the  bones  of 
the  foot  assume  an  abnormal  relation  to  each  other 
and  to  the  leg.  As  a  result  there  is  improper  distribu- 
tion of  weight  and  strain,  and  abnormal  function 
and  loss  of  the  arch. 

The  normal  shape  of  the  foot  is  maintained  by  the 
shape  of  the  bones,  by  the  ligaments  and  fascia,  and 
finally  by  the  muscles.  If  there  is  disproportion  be- 
tween the  weight  borne  and  the  strength  of  all  of 
the  factors  mentioned,  the  longitudinal  arch  gives 
way  and  flat-foot  results.  The  muscles  are  the  first 
to  settle,  next  the  ligaments  and  fascia,  and  lastly 
the  bones.  The  chief  muscles  involved  are  the  tibialis 
anticus  and  posticus.  If  these  become  weakened  or 
overstretched,    the    foot    becomes    abducted    a-.d 
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everted,  the  weight  of  the  body  being  borne  internal- 
ly to  the  center  of  the  arch.  In  extreme  cases  this 
results  in  a  change  in  the  shape  of  the  tarsal  bones. 

Muscle  weakness,  excessive  weight  bearing,  and 
faulty  footwear  are  etiological  factors.  In  57  to  61 
per  cent  of  the  cases  the  condition  appears  at  about 
the  age  of  puberty.  In  the  selection  of  shoes,  the 
proper  length  and  width  are  usually  obtained,  but 
no  attention  is  paid  to  the  height  of  the  shoe.  If  this 
is  incorrect,  severe  pressure  is  made  on  the  instep. 

Arch  supports  do  not  cure  ilat-foot.  They  relieve 
the  tibialis  anticus  and  posticus  muscles  from  all 
function  and  thus  cause  still  further  atrophy.  Cya- 
nosis, coldness,  numbness,  sweating  of  the  feet, 
fatigue  on  the  slightest  exertion,  and  general  dis- 


comfort are  the  first  symptoms.  Outward  deflection 
of  the  tendo  achillis  is  a  never-failing  early  sign. 
Pain  may  be  felt  at  several  different  areas  of  the  foot. 
Leg  and  back  pains  may  also  be  due  to  fiat-foot. 

Shoes  must  be  of  the  proper  length  and  width. 
Stockings  must  not  be  too  short  or  tight  over  the 
instep.  Exercising  the  tibialis  anticus  and  posticus 
is  of  greatest  value  in  the  treatment.  Adhesive 
strapping  when  properly  applied  is  also  of  the  great- 
est importance.  The  strips  should  be  applied  to  the 
leg  and  foot  with  the  foot  in  inversion  and  adduc- 
tion. They  should  be  left  on  from  four  to  eight  weeks 
and  re -applied  as  often  as  necessary  until  a  cure 
has  been  obtained.  A  symptomatic  cure  may  be 
expected  in  almost  every  case.      J.  J.  Kurlander. 


SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Lund,  F.  B. :  Tumors  of  the  Anterior  Surface 
of  the  Sacrum.  Case  1.  Chordoma.  Case  2. 
Sacrococcygeal  Dermoid.  Boston  M.  6*  S.  J., 
1919,  clxxxi,  704. 

The  term  "chordoma"  is  applied  to  growths 
arising  in  the  center  of  the  intervertebral  discs  from 
the  remains  of  tissue  of  the  notochord.  They  con- 
sist of  vacuolized  cells  suspended  in  a  gelatinous 
matrix. 

Altogether  16  cases  of  these  tumors  have  been 
reported  clinically,  10  of  them  arising  from  the  base 
of  the  skull,  5  from  the  sacrococcygeal  region,  and 
I  from  a  cervical  vertebra.  Chordomata  are  dis- 
tinctly malignant,  80  per  cent  of  the  cases  showing 
recurrence  after  operation. 

The  case  reported  by  Lund  was  that  of  a  woman 
60  years  of  age  who  for  two  years  had  suffered  from 
pain  .and  pressure  symptoms  over  the  sacrum  and  in 
the  rectum.  Examination  revealed  a  tumor  the 
size  of  a  mandarin  orange  over  the  anterior  surface 
of  the  sacrum  which  was  smooth,  round,  elastic  to 
the  touch,  and  rather  hard.  At  operation  it  was 
found  that  the  tumor  had  perforated  the  sacrum 
and  spread  out  over  its  posterior  surface.  The 
tumor  and  most  of  the  sacrum  were  curetted  away 
and  the  cavity  was  packed  with  gauze.  Because  of 
profuse  hsemorrhage,  the  operation  was  terminated 
as  quickly  as  possible.  The  patient  died  suddenly 
two  months  later  from  an  unknown  cause. 

Sacrococcygeal  dermoids  vary  greatly,  ranging 
from  simple  cysts  to  those  containing  muscle,  hair, 
bone,  and  sometimes  even  rudimentary  organs.  They 
are  all  encapsulated.  Occasionally  they  rupture 
into  adjacent  organs  and  often  they  simulate 
uterine  fibroids,  ovarian  cysts,  or  anterior  spina- 
bifida. 

Lund  reports  the  case  of  a  woman,  24  years  of 
age,  who  for  two  years  and  a  half  had  suffered  with 
pain  on  the  left  side  and  in  the  middle  of  the  back, 
constipation,  and  pain  on  coitus.  Menstruation  did 
not  begin  until  she  was  21.  Examination  revealed 
a  large,  soft,  and  fluctuating  tumor  which  filled  the 


hollow  of  the  sacrum  and  pushed  the  rectum  for- 
ward. The  cyst  was  exposed  by  a  Kraske  incision, 
as  much  of  the  sac  dissected  away  as  possible,  and 
the  cavity  iodized  thoroughly.  Recovery  was 
uneventful.  Louis  Handelman. 

Ely,  L.  W. :    Ankylosing  Operations  on  the  Tuber- 
culous Spine.     Ann.  Surg.,  1919,  Ixx,  744. 

Ely  reports  a  case  of  tuberculosis  of  the  tenth 
thoracic  vertebra  in  a  boy  4  years  old.  In  August, 
191 8,  a  Hibbs  operation  was  performed,  and  in 
January,  191 9,  a  second  operation  was  done.  In 
this  second  operation  a  long  incision  down  to  the 
vertebra  was  made  at  the  site  of  the  previous  opera- 
tion and  a  piece  of  the  cortex  removed  from  the 
tibia  with  a  circular  saw  was  sutured  to  the  laminae 
with  kangaroo  tendon. 

In  April,  1919,  following  the  child's  death  from 
meningitis,  the  affected  portion  of  the  spine  was 
obtained  for  examination. 

Posteriorly  the  periosteum  was  tightly  adherent. 
When  this  was  dissected  off,  a  solid  bridge  of  bone 
was  found  uniting  the  eighth,  ninth,  tenth,  eleventh, 
and  twelfth  thoracic  and  the  first  lumbar  verte- 
brae. This  bridge  was  seen  to  be  the  result  of  the 
union  of  the  laminae  produced  by  the  Hibbs  opera- 
tion reinforced  by  the  graft  which  was  united 
firmly  to  the  lateral  masses.  The  bony  structure  of 
the  graft  was  continuous  with  that  of  the  receiving 
bones. 

Anteriorly,  the  bodies  of  the  eighth,  ninth,  and 
tenth  thoracic  vertebrae  were  badly  diseased.  A 
large  portion  of  them,  especially  on  the  left  side, 
had  been  destroyed. 

The  conclusions  drawn  by  the  author  in  regard 
to  ankylosing  operations  for  spinal  tuberculosis  are 
as  follows: 

1.  They  are  curative  in  a  large  proportion  of 
cases. 

2.  They  ankylose  neighboring  soimd  joints  but 
not  the  diseased  joints  and  provide  simply  a  splint 
for  the  affected  region.    Hence  they  give  rest  and 
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nothing  more.  Occasionally  the  disease  progresses 
after  operation  and  a  second  intervention  above  or 
below  the  first  is  necessary  when  the  tubercle  bacilli 
invade  the  bone  marrow  above  and  below  the 
ankylosed  area. 

3.  They  greatly  shorten  and  simplify  the  treat- 
ment. Complications  such  as  abscess  formation  and 
paraplegia  seldom  develop  afterward. 


4.  They  are  serious  operations.  Several  deaths 
directly  attributable  to  them  have  been  reported. 

Opinions  diflfer  as  to  the  relative  merits  of  the 
Albee  and  Hibbs  methods  but  Ely  prefers  the  latter. 
He  admits,  however,  that  it  is  more  difficult  and 
requires  two  hours  for  its  completion  whereas  the 
Albee  operation  can  be  performed  in  three-quarters 
of  an  hour  or  less.  E.  H.  Pool. 


SURGERY  OF  THE   NERVOUS   SYSTEM 


Auvray:  The  End-Results  of  Operations  upon  39 
Wounds  of  the  Radial  Nerve  Performed  in  1915 
and  1916  (Resultats  61oign6s  de  39  plaies  du  nerf 
radial  oper6es  en  1915  et  1916).  Bull,  el  mint.  Soc. 
de  chir.  de  Par.,  1919,  xlv,  1291. 

Thirty-one  of  the  39  cases  of  radial  nerve 
injuries  operated  upon  by  Auvray  have  been 
traced.  In  15  there  had  been  simple  liberation  of 
the  nerve;  in  11,  an  end-to-end  suture;  in  2,  suture 
of  the  upper  end  to  the  lower  end;  in  i,  an  anastomo- 
sis to  the  internal  brachial  nerve;  in  i,  the  insertion 
of  a  graft  of  the  internal  brachial  nerve;  and  in  i, 
the  excision  of  a  cicatricial  nodule. 

There  were  17  recoveries.  In  5  there  was  definite 
improvement  but  not  complete  recovery;  in  2 
there  was  slight  improvement;  and  in  7,  no  improve- 
ment. 

Auvray  therefore  concludes  that  the  results  of 
surgical  operations  upon  wounds  of  the  radial  nerve 
may  be  considered  very  satisfactory  since  of  the  31 
patients  operated  upon  22  reported  a  cure  or  very 
great  improvement  after  a  long  interval. 


Liberation  of  the  nerve  and  suturing  have  given 
equally  good  results.  In  15  cases  of  nerve  liberation, 
recovery  or  very  great  improvement  resulted  in  12, 
while  in  II  cases  of  suture  there  were  8  recoveries. 
These  good  results  occurred  in  even  the  most  severe 
injuries  of  the  radial  nerve  and  though  the  operation 
was  performed  a  long  time  after  the  injury. 

At  the  last  congress  of  the  Societe  de  Chirurgie 
it  was  proposed  to  remedy  radial  paralysis  by  early 
recourse  to  tendon  anastomosis.  Auvray  is  of  the 
opinion,  however,  that  such  anastomosis  should 
be  deferred  as  late  as  possible  so  that  at  the  time  of 
operation  it  is  definitely  certain  that  spontaneous 
restoration  of  the  nerve  is  improbable.  In  certain 
cases  functional  restoration  may  occur  only  after 
several  years. 

By  the  term  "recovery"  in  the  cases  referred  to 
Auvray  means  that  patients  who  were  paralyzed  for 
long  months  are  now  able  to  use  their  arms  and 
have  been  able  fully  to  resume  occupations  in  civil 
life  which  require  normal  or  almost  normal  function- 
ing of  the  arm.  W.  A.  Brennan. 


MISCELLANEOUS 


CLINICAL  ENTITIES  — GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

Harries,  D.  J. :  Surgical  Problems  and  Difficulties 
in  the  Tropics.    Indian  M.  Gaz.,  1919,  liv,  453. 

A  temperature  of  104  to  106  in  the  shade  does  not 
preclude  the  use  of  ether  as  an  anaesthetic,  but  may 
make  necessary  a  larger  quantity,  particularly  if  a 
preliminary  administration  of  morphine  has  not 
been  given. 

While  the  headgear  and  mask  are  very  uncom- 
fortable in  these  hot  climates,  they  are  worn  by  the 
operator  as,  in  addition  to  their  other  functions,  they 
retain  the  perspiration. 

As  the  tissues  of  persons  in  the  tropics  bleed  freely 
it  is  necessary  to  ligate  all  bleeding  points  and  apply 
compression  bandages  after  operation  whenever  pos- 
sible. Bleeding  may  start  as  late  as  the  date  when 
the  stitches  are  removed.  Whatever  the  cause, 
clotting  of  the  blood  is  greatly  delayed. 

Because  of  its  frequency,  malaria  must  always  be 
considered  among  the  causes  of  postoperative  fever. 


When  malaria  is  latent  in  the  body  an  acute  attack 
may  be  precipitated  by  operation,  possibly  by  rea- 
son of  mental  worry,  trauma,  or  the  anaesthetic. 
So-called  "abdominal  malaria"  may  simulate  acute 
peritonitis.  Such  an  abdomen  opened  in  error 
showed  the  intestines  to  be  slightly  injected  and 
covered  with  a  thin  layer  of  a  milk-like  substance 
which  here  and  there  formed  small  collections  be- 
tween the  coils. 

Acute  dysenteric  abscess  of  the  liver  presenting 
in  the  epigastric  region  may  develop  within  forty- 
eight  hours  and  may  be  mistaken  for  perforation  of 
the  bowel  or  gastric  ulcer. 

Orthopedic  appliances  are  poorly  borne  in  the 
tropics  as  the  skin  rapidly  becomes  irritated,  making 
even  slight  pressure  intolerable.  K.  L.  Vehe. 

Smith,  F.  M.:   Studies  on  Hyperthyroidism.    J. 

Am.  M.  Ass.,  1919,  Ixxiii,  1828. 

This  report  is  based  on  the  study  of  30  men  in 
whom  the  physical  findings  were  suggestive  of 
hyperthyroidism.    These  consisted  of  rapid  pulse, 
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enlargement  of  the  thyroid  gland,  fine  tremor  of 
the  hands,  moist,  clammy  palms,  and  some  of  the 
eye  signs  usually  associated  with  exophthalmic 
goiter.  The  object  of  the  author's  observations  was 
to  determine  whether  or  not  the  thyroid  gland  was 
the  basis  of  these  findings. 

In  addition  to  the  usual  routine  physical  and 
laboratory  examinations,  glucose  was  given  by 
mouth  to  determine  the  patient's  sugar  tolerance. 
The  response  to  epinephrin  and  the  effect  of  thyroid 
feeding  were  also  noted. 

The  sugar-tolerance  test  was  made  in  the  follow- 
ing manner:  The  patient  was  not  allowed  to  have 
breakfast.  About  8  a.m.  a  sample  of  blood  was  taken 
for  the  initial  blood-sugar  determination.  The  pa- 
tient was  then  weighed,  after  which  he  was  given  a 
glucose  drink  containing  1.75  gm.  of  glucose  per 
kg.  of  body  weight  dissolved  in  from  250  to 
300  c.c.  of  water.  In  the  early  part  of  the  investiga- 
tion, blood  was  taken  for  sugar  determinations  at 
intervals  of  one-half,  one,  one  and  one-half,  two, 
and  three  hours  following  the  administration  of  the 
glucose,  but  later  the  author  was  interested  only  in 
whether  or  not  the  blood  sugar  returned  to  the 
fasting  value  within  the  two-hour  period.  The 
readings  were  made  at  two-  and  three-hour  periods. 
Specimens  of  urine  were  obtained  and  examined  for 
sugar  immediately  after  the  samples  of  the  blood 
were  taken. 

For  the  epinephrin  test  the  Goetsch  method  was 
employed.  The  men  were  put  to  bed  in  a  quiet 
room.  After  the  pulse  and  blood-pressure  readings 
became  constant,  5  c.c.  of  1:1000  epinephrin 
(adrenalin)  solution  were  injected  into  the  deltoid 
muscle.  Records  were  made  of  the  pulse,  respira- 
tion, and  blood  pressure  every  two  minutes  for  ten 
minutes,  and  then  every  five  minutes  for  one  hour. 
Following  this,  observations  were  made  at  ten- 
minute  intervals  for  one-half  hour,  and  in  the 
meantime  any  subjective  symptoms  that  arose  were 
carefully  noted.  The  reaction  was  considered  posi- 
tive when  there  was  an  increase  of  from  fifteen  to 
twenty  points  in  the  pulse  rate  and  blood  pressure, 
accompanied  by  an  exaggeration  of  the  tremor  of 
the  hands,  nervousness,  palpitation  of  the  heart, 
and  arterial  pulsations. 

For  the  administration  of  thyroid  gland,  the  men 
were  put  to  bed  and  isolated  in  one  end  of  the  ward. 
The  desiccated  thyroid  gland  of  sheep  was  used. 
The  initial  dose  was  yi  gr.  morning  and  evening. 
This  dose  was  increased  X  gr.  each  day  and  con- 
tinued until  there  was  a  response  or  until  the  pa- 
tient was  getting  5  gr.  a  day.  The  pulse  was  taken 
four  times  a  day  and  whenever  possible  while  the 
men  were  asleep.  A  definite  increase  in  pulse  rate 
during  sleep,  associated  with  increased  nervousness 
and  irritability,  was  regarded  as  a  positive  reac- 
tion. The  administration  of  thyroid  was  then  dis- 
continued. 

The  majority  of  these  men  had  responded  well  to 
military  service.  Only  four  gave  a  history  of  being 
unable  to  do  their  work.  Practically  all  of  them  were 


convalescing  from  influenza  and  had  been  retained 
in  the  hospital  because  of  their  rapid  pulse.  In  8 
cases  the  influenza  was  complicated  by  pneumonia; 
in  2,  the  pneumonia  developed  during  the  course  of 
measles. 

The  predominating  symptom  was  nervousness. 
Twenty-four  made  this  complaint.  In  addition,  10 
of  the  men  had  palpitation  of  the  heart,  shortness  of 
breath,  dizziness,  and  a  feeling  of  exhaustion  on 
exertion.  The  remaining  6  had  no  complaint  other 
than  slight  weakness  which  was  to  be  expected  dur- 
ing the  period  of  convalescence  from  influenza. 

In  8  cases  these  symptoms  were  not  noted  prior  to 
the  recent  illness.  In  15,  the  onset  dated  back  two, 
three,  four,  and  six  years,  and  in  a  few  even  to  child- 
hood. As  far  as  could  be  determined  the  army 
service  had  not  aggravated  the  symptoms  except  in 
3  instances.  These  3  men  had  become  more  nervous 
and  had  lost  from  10  to  15  lbs.  in  weight  in  the  last 
two  months,  but  were  able  to  work  fairly  well. 

All  the  men,  except  2,  had  a  lagging  of  the  upper 
lids  (von  Graefe's  sign) .  This  sign  was  variable ;  one 
day  it  was  marked  and  the  next  day  not  demon- 
strable. In  10  cases  there  was  an  apparent  widening 
of  the  palpebral  fissure  (Stellwag's  sign).  In  none 
was  there  a  distinct  exophthalmos. 

In  every  case  the  thyroid  gland  was  markedly  en- 
larged, and  in  the  majority  of  cases  the  right  lobe 
was  the  portion  involved.  On  palpation  the  gland 
was  found  to  be  soft,  with  the  exception  of  an 
occasional  firmer  area  in  either  the  upper  or  the 
lower  pole. 

The  pulse  reading  was  made  in  each  instance  after 
the  patient  had  been  quiet  in  bed  for  several  min- 
utes. In  practically  all  cases  it  ranged  from  90  to 
100.  One  of  the  noticeable  features  was  the  marked 
increase  under  the  least  excitement. 

The  blood  pressure  was  based  on  several  deter- 
minations made  under  uniform  conditions.  In  20 
cases  it  was  about  normal  for  men  between  20  and 
30  years  of  age.  In  10,  the  systolic  pressure  ranged 
from  130  to  155,  and  in  i,  it  was  as  high  as  170  mm. 
of  mercury.  In  none  were  there  any  evidences  of 
kidney  lesions. 

The  blood  counts  were  always  made  from  two 
and  a  half  to  three  hours  after  breakfast.  In  a  few 
cases  there  was  a  slight  polymorphonuclear  leu- 
cocytosis.  In  4  men  this  was  accoimted  for  by  a 
slight  tonsillitis  which  disappeared  in  a  few  days.  In 
the  other  cases  it  could  not  be  explained.  In  q 
cases  there  was  a  relative  increase  in  the  small  mono- 
nuclear cells  above  30  per  cent. 

In  6  cases  the  blood-sugar  value  ranged  from 
0.102  to  0.117  per  cent  at  the  two-hour  period. 

Six  men  were  definitely  sensitive  to  small  doses  of 
desiccated  thyroid  gland.  This  was  manifested  by  an 
increase  in  the  pulse  rate,  flushing,  nervousness,  and 
palpitation  of  the  heart.  In  2  cases  the  reaction  was 
noted  when  they  were  receiving  i^  gr.  a  day;  in  i, 
when  2  gr.  were  given,  and  in  3,  when  2^  gr.  were 
given.  In  the  remaining  cases  doses  of  5  gr.  a  day 
had  no  appreciable  effect. 
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Eleven  men  responded  positively  lo  the  epinephrin 
test.  In  2  other  cases  there  was  a  reaction  which  was 
considered  sufficiently  definite  to  record  as  positive. 
The  6  patients  who  were  hypersensitive  to  desic- 
cated thyroid  gave  a  positive  response  to  epinephrin. 

The  author  summarizes  his  observations  as 
follows : 

1.  In  6  instances  hyperthyroidism  was  the  final 
diagnosis.  This  diagnosis  was  based  on  the  response 
to  thyroid  feeding,  the  reaction  to  epinephrin,  and 
the  blood-sugar  curve  following  the  administration 
of  glucose.  The  results  of  the  thyroid  feeding  were 
considered  the  most  reliable  evidence  in  favor  of  the 
diagnosis  made.  This  was  further  substantiated  by  a 
positive  response  to  epinephrin  and  a  suggestive 
disturbed  carbohydrate  metabolism. 

2.  Seven  cases  were  diagnosed  as  irritable  heart. 
In  s  instances  this  trouble  had  been  present  prior 
to  the  patient's  entrance  into  military  service.  In 
2  cases  it  seemed  to  be  the  result  of  influenza. 

3.  Seventeen  cases  were  diagnosed  as  simple 
tachycardia.  In  16  instances  no  cause  was  found. 
None  of  the  cases  diagnosed  as  irritable  heart  or 
simple  tachycardia  responded  to  doses  of  5  gr.  of 
desiccated  thyroid,  nor  was  there  any  suggestion  of 
disturbed  carbohydrate  metabolism. 

G.  W.  HOCHREIN. 

Regnault,  J.:  The  Early  Diagnosis  of  Cancer  by 
Electrical  Reaction  of   the  Visceral  Reflexes 

(Le  diagnostic  precoce  du  cancer  par  les  reactions 
electroniques  des  reflexes  visceraux).  Presse  m6d., 
Par.,  1919,  xxvii,  588. 

The  author  states  that  every  kind  of  matter  which 
throws  off  electrons  and  every  organism  that  func- 
tions is  surrounded  by  an  electronic  field.  Cancer, 
which  develops  as  a  parasite  and  has  great  prolifera- 
tive activity,  is  surrounded  by  a  powerful  electronic 
field  which  has  peculiar  characteristics  of  polarity, 
intensity,  and  syntonization  The  malignancy  of  a 
tumor  and  the  exact  limits  of  its  invasion,  therefore, 
may  be  determined  by  electrical  reactions  of  the 
visceral  reflexes.  In  this  way  also  cancer  may  be 
recognized  in  its  early  stages  when  it  may  be  oper- 
ated upon  under  the  most  favorable  circumstances. 
Studies  on  polarity  and  especially  on  syntonization 
of  cancerous  energy  suggest  in  addition  the  possi- 
bility of  restricting  or  destroying  the  malignancy 
of  a  tumor  before  operation.  W.  A.  Brennan. 

Boggs,  R.  H.:  The  Treatment  of  Malignancy  by 
Combined  Methods.  Am.  J.  Roentgenol.,  1919, 
n.  s.  vi,  481. 

Since  no  single  method  is  uniformly  successful  in 
combating  malignancy,  the  author  maintains  that 
every  available  means  should  be  employed  in  the  treat- 
ment, and  combinations  of  methods  should  be  used 
when  indicated.  Thus  surgery  may  be  advantage- 
ously combined  with  postoperative  radiotherapy  and 
in  some  cases  with  ante  operative  radiation.  Remov- 
al by  the  knife  may  be  supplanted  advantageously 
in  some  cases  by  electric  coagulation  since  the  latter 


destroys  tissue  without  opening  the  blood  and  lymph 
vessels  and  thus  prevents  the  dissemination  which 
might  occur  following  a  cutting  operation.  Opera- 
tion may  be  combined  also  with  radiation. 

As  regards  the  form  of  radiation  to  be  used,  both 
radium  and  roentgen  rays  answer  certain  indications 
and  frequently  their  combined  use  is  preferable  to 
the  use  of  either  separately.  When  a  localized  reac- 
tion is  desired,  radium  is  to  be  preferred,  but  if 
large  areas  are  to  be  treated,  roentgen  rays  are  of 
greater  benefit.  In  many  instances  radium  should 
be  employed  locally,  the  adjacent  lymphatics  being 
treated  with  the  roentgen  rays. 

As  regards  specific  lesions,  radiation  should  always 
be  considered  first  in  the  treatment  of  epitheliomata 
because,  when  properly  applied,  practically  all 
epitheliomatous  tissue  will  disappear  and  fewer  re- 
currences follow  this  than  any  other  method.  In 
most  instances  surgery  and  electric  coagulation 
should  be  employed  as  an  adjunct.  In  the  treatment 
of  carcinoma  of  the  breast  the  entire  lymphatic  sup- 
ply must  be  taken  into  consideration  and  the  radia- 
tion must  be  sufficiently  extensive  to  cover  it  entirely. 
In  carcinoma  of  the  uterus,  if  radiotherapy  is  ap- 
plied as  a  prophylactic  measure  after  operation  or  used 
in  recurrent  or  inoperable  cases,  the  radium  should 
be  used  locally  and  all  the  visceral  and  inguinal 
glands  should  be  treated  with  the  roentgen  rays  with 
as  thorough  crossfiring  as  is  advised  for  uterine 
fibroids. 

In  conclusion,  the  author  states  that  today  when 
removal  is  necessary  the  combined  or  selected  meth- 
ods of  radium,  roentgen  rays,  and  surgery  provide 
the  only  rational  and  efficient  means  of  treating 
malignancy.  The  consultant  should  be  thoroughly 
conversant  with  principles  that  have  been  estab- 
lished, experienced,  and  without  prejudice.  Suffi- 
cient data  have  been  produced  in  the  past  fifteen 
years  to  give  radiotherapy  a  sound  and  rational 
place  in  the  treatment  of  malignancy.  This  has  been 
accomplished  by  the  teamwork  of  the  clinician, 
pathologist,  surgeon,  and  radiotherapeutist.  The 
data  are  so  conclusive  that  there  is  no  excuse  for 
experimenting  or  selecting  the  wrong  method  of 
treatment.  Adolph  Harhtng. 

Broders,  A.  C:  Benign  Xanthic  Extraperiosteal 
Tumor  of  the  Extremities  Containing  Foreign - 
Body  Giant  Cells.     Ann.  Surg.,  1919,  Ixx,  574. 

The  author  reports  17  cases  of  tumors  of  the 
soft  parts  of  the  extremities.  These  tumors  are 
characterized  by  their  yellow  color  and  the  presence 
of  foreign-body  giant  cells  in  the  stroma.  Hereto- 
fore they  have  been  classed  as  spindle-cell  sarcoma, 
myeloid  sarcoma,  myeloid  tumor,  myeloma,  mye- 
loid endothelioma,  myeloxanthoma,  granuloma, 
giant-cell  sarcoma,  and  giant-cell  tumor. 

The  opinions  as  to  the  malignancy  or  benignancy 
of  these  tumors  and  as  to  their  origin  have  been 
numerous.  Because  of  the  foreign-body  cells  which 
resemble  osteoclasts,  it  has  been  suggested  that  they 
arise  from  bone-forming  tissue,  such  as  the  perios- 
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teum  or  endosteum.  Some  have  suggested  that  they 
have  their  origin  in  the  endothelium  of  the  blood 
vessels.  Others  have  stated  that  they  are  not  true 
tumors  and  should  not  be  called  giant-cell  sarcomata, 
being  in  reality  inflammatory  granulation  growths. 

Of  the  17  cases  reported,  11  were  those  of  females 
and  6  those  of  males.  The  average  age  of  the  pa- 
tients was  47.2  years.  The  oldest  was  65  years  and 
the  youngest  21.  Ten  of  the  lesions  were  in  the 
upper  extremity  and  7  in  the  lower.  The  average 
duration  of  the  tumor  was  seven  and  six-tenths 
years,  the  longest  twenty-four  years,  and  the  short- 
est eight  months.  Twelve  patients  were  treated 
by  local  excision  of  the  growth,  2  by  local  excision 
and  cautery,  and  3  by  amputation  of  either  a  toe 
or  a  finger. 

Pathologically,  these  growths  are  encapsulated, 
of  a  firm  consistency,  and  divided  into  cellular  and 
fibrous  areas.  In  the  cellular  areas  are  small  lympho- 
cytes, fibroblasts,  endothelial  cells,  and  foreign-body 
giant  cells.  "Foamy  lipoid  or  xanthoma  cells" 
were  demonstrated  in  all  tunaors.  The  growths  are 
quite  vascular  as  shown  by  numerous  blood  vessels 
and  blood  spaces. 

In  discussing  the  relationship  of  the  foreign-body 
giant  cell  to  the  tumor,  the  author  suggests  two 
views,  viz.,  that  of  MacCallum,  according  to  which 
these  cells  arise  from  lymphocytes,  and  that  of  Mal- 
lory,  according  to  which  they  have  their  origin  in 
the  endothelial  cells  lining  the  blood  vessels.  It  is 
the  author's  opinion  that  they  are  similar  in  function 
and  morphology  to  the  osteoclasts  of  bone,  that  they 
are  "clean-up  cells"  which  absorb  foreign  material 
such  as  old  blood  pigment  or  cholesterin  crystals, 
and  that  they  have  a  definite  purpose  in  the  tumor. 
There  is  no  relationship  to  bony  tissue,  however,  for 
foreign-body  giant  cells  are  often  found  in  the  soft 
tissues  far  from  bony  structures. 

On  the  basis  of  the  pathologic  picture,  the  clinical 
history,  and  the  ultimate  postoperative  results 
(none  having  recurred),  Broders  concludes  that 
the  tumor  described  should  be  classed  as  a  benign 
condition,  that  it  is  probably  the  result  of  extrav- 
asation of  blood  following  an  injury  or  an  infection, 
that  it  resembles  a  granuloma  rather  than  a  true 
neoplasm,  and  that  it  should  not  be  called  a  sar- 
coma. 

The  paper  is  illustrated  with  22  photomicro- 
graphs, 3  photographs  of  gross  specimens,  and  i 
color  drawing  of  a  xanthic  tumor  of  the  second  toe 
which  shows  most  clearly  the  close  relationship  of 
the  tumor  to  the  tendon  sheath.         A.  E.  Mahle. 

Gordon,  A.  H. :  Internal  Hydrocephalus  and  Xan- 
thochromia of  the  Spinal  Fluid.  Canadian  M. 
Ass.  J.,  1919,  ix,  1005. 

The  syndrome  of  Froin  consists  of  a  spinal  fluid 
of  yellow  color  (xanthochromia)  which  coagulates 
en  masse  and  shows  an  abundant  lymphocytosis. 
The  syndrome  of  Nonne  consists  of  a  spinal  fluid 
showing  a  marked  increase  in  globulin  without  an 
increase  of  cellular  elements.    These  features  may 


be  complete  or  partial  and  there  may  be  variations 
in  several  of  the  factors.  There  may  be,  for  example, 
absence  of  xanthochromia,  cases  showing  only  xan- 
thochromia and  massive  coagulation,  cases  showing 
yellow  colored  fluid  without  the  massive  coagulation, 
and  cases  showing  yellow  coloration  and  cellular 
increase  with  large  amounts  of  albumin  but  no 
massive  coagulation. 

In  the  case  reported  in  this  article  lumbar  punc- 
ture was  done  on  three  occasions  and  each  time  the 
fluid  was  orange  yellow  but  did  not  coagulate.  The 
Noguchi  reaction  and  the  Nonne  reaction  were 
double  plus.  The  cell  count  was  250  per  cubic  centi- 
meter and  the  lymphocytes  90  per  cent.  At  autopsy 
the  dura  was  found  to  be  quite  tense.  The  brain 
was  large  and  filled  the  cranial  cavity.  The  con- 
volutions were  flattened  and  the  sulci  obliterated. 
The  vessels  were  prominent  and  the  meninges 
smooth.  The  vessels  were  not  atheromatous  and 
no  acute  or  chronic  inflammatory  process  was  recog- 
nized. The  brain  was  flattened  out  against  the 
surface  on  which  it  rested.  The  lateral  ventricles 
were  markedly  distended  with  fluid  which  showed  no 
yellow  color.  All  of  the  ventricles  were  correspond- 
ingly enlarged.  There  was  no  evidence  of  pus  or 
blood,  tumor  or  adhesions.  The  foramen  of  Mag- 
endie  could  not  be  identified. 

The  syndrome  of  Froin  or  xanthochromia  alone 
usually  indicates  the  isolation  of  one  portion  of  the 
subarachnoid  space  from  the  rest  by  tumors,  ad- 
hesions, etc.  This  separation  is  usually  found  at  the 
lower  levels  of  the  cord.  Internal  hydrocephalus 
may  be  associated  with  separation  of  the  spinal  from 
the  cerebral  arachnoid  space  either  by  adhesions  of 
the  brain  stem  to  the  tentorium  or  by  hernia  of  the 
distended  brain  into  the  foramen  magnum. 

Reference  is  made  here  to  the  two  types  of  hydro- 
cephalus, communicating  and  non-communicating. 
In  the  communicating  type,  one  or  more  foramina 
remain  open  in  the  roof  of  the  fourth  ventricle, 
forming  a  communication  with  the  spinal  subarach- 
noid space,  but  on  account  of  the  adhesions  be- 
tween the  brain  stem  and  tentorium  there  is  no  com- 
munication between  the  ventricles  and  the  cerebral 
arachnoid  space.  In  the  non-communicating  or 
obstructive  type  all  the  foramina  are  closed  and  no 
communication  between  the  ventricles  and  the  sub- 
arachnoid space  is  possible. 

The  conclusions  are  that  the  cerebrospinal  fluid 
is  formed  in  the  ventricles  by  the  choroid  plexus, 
but  that  there  is  no  absorption  from  the  ventricular 
cavities  as  all  absorption  takes  place  from  the  sub- 
arachnoid space.  When  the  subarachnoid  space  is 
shut  off,  therefore,  either  in  whole  or  in  part,  hydro- 
cephalus results.  The  injection  of  phthalein  into 
the  ventricles  is  the  method  of  determining  this 
clinically.  In  the  communicating  type  the  phthalein 
finds  its  way  readily  into  the  spinal  subarachnoid 
space.  In  the  obstructive  type  it  does  not  appear 
in  the  spinal  space. 

A  partial  explanation  of  Froin's  syndrome  lies  in 
the  separation  of  the  sacculated  portion  of  the  sub- 
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arachnoid  space  from  the  choroid  plexus  through 
which  it  is  normally  filtered  and  a  reversion  of  its 
contents  to  a  simple  lymphoid  material  which  is 
yellowish,  coagulating,  and  cellular.       I.  W.  Bach. 

BLOOD 

Langstroth,  L. :  Blood  Viscosity.  I.  Conditions 
Affecting  the  Viscosity  of  Blood  after  With- 
drawal from  the  Body.  /.  Exper.  M.,  1919, 
XXX,  597. 

As  in  determinations  made  in  the  Laboratory  of 
the  University  of  California  Hospital,  San  Fran- 
cisco, in  connection  with  work  on  cyanosis  the  blood 
viscosity  was  found  to  be  influenced  by  so  many 
factors  hitherto  unconsidered,  it  appeared  to  the 
author  that  a  more  thorough  investigation  of  the 
subject  seemed  warranted. 

Langstroth  therefore  carried  out  a  series  of  ex- 
periments to  ascertain  the  effect  on  the  blood  of 
oxalate,  insufficient  mixing,  standing  in  contact  with 
the  air,  and  variations  in  temperature.  He  de- 
scribes these  experiments  in  inore  or  less  detail  and 
summarizes  the  results  as  follows: 

Small  amounts  of  potassium  oxalate  had  no  effect 
on  the  viscosity  of  the  blood  and  the  changes  hither- 
to ascribed  to  it  may  be  attributed  to  either  varia- 
tion in  the  carbon  dioxide  content  or  sedimentation 
of  the  red  blood  cells. 

The  viscosity  of  blood  when  exposed  to  the  air 
increased  rapidly.  This  change  accompanied  a  loss 
of  carbon  dioxide  and  was  prevented  by  putting  a 
stopper  in  the  container  and  agitating  the  blood 
until  it  came  into  carbon  dioxide  equilibrium  with 
the  air  above  it,  when  the  viscosity  remained  con- 
stant. 

In  determining  the  viscosity  of  the  blood  it  was 
essential  to  have  the  red  cells  xmiformly  suspended 
throughout  the  plasma.  Such  uniform  suspension 
was  obtained  by  rotating  5  or  10  c.c.  of  the  blood  in  a 
separating  funnel  for  one  minute.      G.  E.  Beilby. 

Langstroth,  L. :  Blood  Viscosity.  II.  The  EjEfect 
of  Increased  Venous  Pressure.  /.  Exper.  M., 
1919,  XXX,  607. 

The  author  speaks  of  the  attempt  made  early  in 
the  investigation  of  blood  viscosity  to  study  the 
effect  in  vivo  of  an  increase  of  carbon  dioxide  by 
determining  the  coefiicient  before  and  after  the 
venous  stasis  induced  by  the  application  of  a  loose 
binder.  The  assumption  was  that  by  raising  the 
venous  pressure  for  a  time  the  passage  of  arterial 
blood  through  the  capillaries  would  be  delayed  and 
the  amount  of  carbon  dioxide  increased.  It  was 
believed  that  an  increase  in  carbon  dioxide  would  in- 
crease the  viscosity,  since  it  had  been  shown  in 
vitro  that  saturating  blood  with  carbon  dioxide  in- 
creases the  internal  resistance.  It  seemed  possible 
also  that  a  concentration  of  red  blood  cells  in  the 
capillaries  might  accompany  the  increase  in  vis- 
cosity for  it  has  been  shown  that  in  shock  the 
capillary  count  is  higher  than  the  venous. 


The  common  method  of  taking  blood  from  a 
finger,  even  when  a  spring  lance  was  used,  did  not 
seem  to  offer  the  possibility  of  obtaining  0.2  c.c.  of 
blood  rapidly  enough  to  fill  the  viscosimeter  with- 
out a  considerable  loss  of  carbon  dioxide,  and  it  was 
found  difficult  to  prevent  small  bubbles  of  air  from 
entering  the  instrument.  The  attempt  to  use  capil- 
lary blood  was  therefore  given  up  and  only  venous 
blood  was  employed. 

A  few  preliminary  determinations  of  haemoglobin 
with  the  Palmer  method  showed  such  a  rapid  de- 
terioration of  the  standard  that  values  obtained 
with  it  on  different  days  were  not  comparable.  This 
did  not  affect  the  comparative  value  of  determinations 
made  on  the  same  day,  however,  and  therefore  the 
I  per  cent  standard  was  used  often  even  though  the 
absolute  haemoglobin  value  was  not  obtained. 

Langstroth  carried  out  a  series  of  experiments  to 
determine  the  effect  of  an  increase  in  venous  pressure 
on  both  venous  and  finger  blood  and  on  haemoglobin; 
also  the  relation  of  the  carbon  dioxide  content, 
oxygen  unsaturation,  and  oxygen-carrying  power 
to  viscosity.  These  experiments  he  describes  in  some 
detail,  and  summarizes  the  results  as  follows: 

A  rise  in  venous  pressure  caused  by  the  applica- 
tion of  a  loose  binder  to  the  arm  resulted  in  a  marked 
increase  in  the  viscosity  of  the  whole  blood  which 
was  due  primarily  to  a  concentration  of  the  blood  in 
the  capillaries.  This  concentration  was  shown  by  an 
increase  in  the  viscosity  and  total  nitrogen  of  the 
plasma,  in  the  relative  volume  of  the  red  blood  cells, 
and  in  the  relative  percentage  of  haemoglobin. 

A  change  in  the  viscosity  of  whole  blood  following 
venous  stasis  apparently  bore  no  demonstrable 
relation  to  the  carbon  dioxide  or  oxygen  content. 

G.  E.  Beilby. 

Corachdn,  M.,  and  Gallart  Mones,  F. :  A  Study  of 
the  Coagulation  of  the  Blood  as  Indicating  the 
Prognosis  in  Surgery  (El  estudio  de  la  coagulaci6n 
sangulnea  somo  dato  pron6stico  en  cirugfa).  Siglo 
mid.,  1919,  Ixvi,  935. 

Since  haemorrhage  and  thrombosis  are  probably 
the  most  dangerous  of  the  postoperative  complica- 
tions and  the  most  difficult  to  avoid,  the  authors 
undertook  a  series  of  experiments  to  determine  the 
reliability  of  Bloch's  method  of  testing  the  coagula- 
bility of  the  blood. 

The  technique  used  in  the  tests  is  described  in 
detail.  The  persons  whose  blood  was  tested  were 
not  chosen  at  random  or  successively  as  they  entered 
the  service  but  were  selected  as  far  as  possible 
because  their  histories  indicated  that  an  abnormality 
of  coagulation  might  be  expected. 

Of  the  56  cases  in  which  the  test  was  made  a 
normal  index  was  found  in  36,  an  index  lower  than 
normal  in  18,  and  an  index  higher  than  normal  in  2. 
Those  in  which  the  index  was  abnormal  are  de- 
scribed at  length.    The  authors  conclude  as  follows: 

I.  Bloch's  process  is  to  be  preferred  because  it 
does  not  prevent  the  ultimate  coagulation  of  the 
blood. 
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2.  Citrated  blood  is  very  similar  to  the  blood  in 
the  vessels. 

.  Blood  with  a  normal  coagulation  index  begins 
to  coagulate  in  the  tube  in  which  the  relation  between 
the  sodium  citrate  and  the  calcium  chloride  is  as  2:1. 
In  the  tube  in  which  the  relation  is  as  1:1  the  coagu- 
lation is  complete. 

4.  A  daily  dose  of  3  or  4  gm.  of  calcium  chloride 
by  mouth  markedly  increases  the  coagulation  index. 

5.  The  coagulation  index  of  patients  who  develop 
postoperative  haematomata  is  below  normal. 

6.  Patients  with  a  low  index  respond  to  treat- 
ment with  calcium  chloride  and  gelatine  with 
a  rise  to  normal  in  the  coagulation  index. 

7.  In  cases  of  venous  thrombosis  the  index  is 
normal.  The  thrombosis  is  not  due  entirely  to  the 
high  coagulation  index  but  to  other  concurrent 
factors,  primary  among  which  is  infection. 

M.  M.  Matthies. 

Hanzlik,  P.  J.,  and  Weidenthal,  C.  M.:  The 
Plasma  and  Blood -Clotting  Efficiency  of 
Thromboplastic  Agents  in  Vitro  and  Their 
Stability.  /.  Pharmacol.  b'Exper.  Tkerap.,  1919, 
xiv,  157. 

The  authors  have  previously  shown  that  the 
entire  group  of  hjemostatic  agents  are  rather  limited 
in  their  usefulness,  a  fact  which  is  due  in  part  to  the 
difficulty  of  applying  crucial  tests  to  determine  their 
efficiency  under  the  actual  conditions  of  wound 
haemorrhage.  Particularly  was  this  true  of  the 
thromboplastic  type  of  agents  derived  from  tissues 
or  blood.  The  claims  made  for  the  haemostatic 
qualities  of  these  appear  to  be  exaggerated  when  it 
is  remembered  that,  whatever  their  origin,  haemor- 
rhages are  most  capricious  and  generally  cease 
spontaneously,  even  in  haemophilia. 

In  the  authors'  opinion  there  is  no  doubt  that 
kephalin  at  least  accelerates  the  clotting  of  oxalate 
and  peptone  plasma  in  the  presence  of  fresh  serum 
in  vitro.  It  is  largely  because  of  this  that  its  use  in 
haemorrhages  has  been  advocated.  Lack  of  success 
with  these  agents  has  been  attributed  to  the  use  of 
old  and  deteriorated  products.  It  is  conceivable 
also,  in  the  authors'  opinion,  that  their  activity 
varies  with  the  dosage  and  concentration. 

It  is  the  purpose  of  this  paper  to  compare  the 
thromboplastic  activity  of  several  different  prod- 
ucts, the  activity  of  fresh  and  old  preparations,  and 
the  relation  of  the  concentration  of  the  products  to 
their  activity  in  vitro. 

The  results  of  the  authors'  investigations  are 
summarized  as  follows: 

The  kephalin  and  thromboplastin  type  of  throm- 
boplastic agents  accelerated  definitely  and  rather 
markedly  the  coagulation  time  of  blood  and  oxalate 
plasma  in  vitro,  while  coagulen,  haemostatic  serum, 
and  coagulose  were  practically  inactive. 

In  descending  'order  of  thromboplastic  activity 
with  peptone  plasma,  the  agents  tested  were  as 
follows:  thromboplastins,  kephalin,  coagulen  and 
haemostatic  serum  (inactive). 


In  descending  order  of  efficiency  the  freshly  ob- 
tained or  freshly  prepared  thromboplastic  agents 
tested  for  plasma  and  blood  clotting  in  vitro  were: 
(i)  thromboplastin  (Squibb),  (2)  thromboplastin 
(Armour),  (3)  kephalins  (fresh  and  some  old  speci- 
mens, Armour,  etc.),  (4)  coagulen  (Ciba),  (5) 
coagulose  and  haemostatic  serum  (Parke,  Davis  & 
Company)  and  normal  saline.  The  thromboplastins 
possessed  from  three  to  seven  times  the  clotting 
efficiency  of  kephalin  and  shortened  the  coagulation 
to  from  one-twentieth  to  one-tenth  as  compared 
with  normal  saline.  The  kephalins  (o.i  per  cent, 
fresh  and  some  old)  possessed  about  one-seventh  to 
one-third  the  activity  of  the  thromboplastins,  but 
as  compared  with  saline  shortened  the  coagulation 
time  to  from  one-third  or  one-half.  Fresh  coagulose, 
haemostatic  serum,  and  coagulen  did  not  accelerate 
clotting. 

Both  the  kephalins  and  thromboplastins  lost 
their  thromboplastic  activity  on  standing.  The 
change  in  kephalin  varied  most  since  some  speci- 
mens of  from  nine  to  twenty-two  months'  standing 
were  as  active  as  the  freshest,  while  others  of  the 
same  age  were  only  about  half  as  active.  Deteriora- 
tion of  kephalin  was  demonstrable  at  the  end  of 
about  two  months.  Specimens  of  thromboplastin 
nine  and  twenty-two  months  old  taken  from  differ- 
ent sources  possessed  about  one-eighth  to  one-third 
the  activity  of  the  freshest  specimens  from  the 
same  sources  and  the  same  activity  as  the  freshest 
kephalin.  An  old  thromboplastin  (thirty-two 
months)  and  a  very  old  kephalin  (seven  years)  were 
entirely  inactive.  Fresh  or  old  coagulen  (dry  or  in 
solution  in  ampoules),  fresh  haemostatic  serum,  and 
fresh  coagulose  have  no  demonstrable  thromboplas- 
tic activity  in  vitro. 

The  range  of  optimal  concentrations  of  kephalin 
for  hastening  the  coagulation  time  of  plasma  was 
from  about  0.06  to  i  per  cent.  Beyond  these  limits 
the  coagulation  was  retarded.  The  coagulation 
accelerating  activity  of  the  thromboplastins  (Armour 
and  Squibb)  was  directly  proportional  to  the  con- 
centration, indicating  a  difference  in  mechanism  of 
action  from  kephalin.  Coagulen,  coagulose,  and 
haemostatic  serum  in  both  high  and  low  concentra- 
tions gave  variable  results,  indicating  on  the  whole  a 
total  lack  of  accelerating  thromboplastic  activity  in 
these  agents.  G.  E.  Beilby. 

Hanzlik,  P.  J.,  and  Weidenthal,  C.  M.:  The 
Haemostatic  Properties  of  Thromboplastic 
Agents     under     Different     Conditions.       /. 

Pharmacol.  b'Exper.  Therap.,  1919,  xiv,  189. 

Practically  all  thromboplastic  agents,  though 
differing  in  origin  and  composition,  are  claimed  to 
be  specific  for  or  indicated  in  the  treatment  of 
haemophilia,  melaena  neonatorum,  etc.  In  fact, 
these  remedies  are  advised  for  all  haemorrhagic 
tendencies,  even  haemorrhages  occurring  in  normal 
persons.  IJnder  these  conditions  it  would  appear 
that  the  use  of  thromboplastic  agents  was  irrational 
and  not  indicated.   On  the  other  hand,  if  it  could  be 
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shown  that  a  haemorrhagic  tendency  actually  repre- 
sents a  deficiency  of  kephalin,  or  if  the  mechanism 
through  which  kephalin  and  similar  agents  act  were 
unfavorably  balanced,  such,  for  instance,  as  by  an 
excess  of  antiprothrombin  which  might  be  the  case 
in  ht-cmophilia,  kephalin  and  similar  agents  would  be 
indicated  logically.  However,  the  proof  that  these 
disturbances  are  present  in  or  constitute  the  etiology 
of  haemophilia  does  not  as  yet  appear  to  be  suffi- 
ciently well  established.  The  scarcity  of  haemophilia 
material  limited  the  testing  of  the  thromboplastic 
agents  as  haemostatics  to  ordinary  (normal)  bleed- 
ing, but  the  authors  were  able  at  least  to  test  the 
favorable  claims  made  for  these  agents  in  bleeding 
from  surgical  wounds  of  normal  individuals. 

The  ineffectiveness  of  kephalin  and  thrombo- 
plastin (Squibb)  in  this  direction  was  indicated  in 
previous  studies  on  quantitative  changes  in  bleeding 
from  superficial  wounds  of  the  dog's  pad.  As  in 
these  experiments  most  of  the  pads  were  irrigated 
with  a  I  per  cent  citrate  solution,  which  in  this 
concentration  was  found  to  interfere  with  the 
activity  of  kephalin,  a  final  decision  concerning  its 
haemostatic  qualities  was  not  made.  The  authors 
therefore  decided  to  extend  the  experiments,  using 
the  agents  in  a  saline  instead  of  a  citrate  solution  and 
under  conditions  which  would  be  as  favorable  as 
possible  and  yet  preserve  the  quantitative  features. 
To  a  certain  extent  the  original  difficulties  were 
overcome,  though  not  completely.  The  wounds 
under  these  conditions  did  not  represent  the  bleed- 
ing wounds  seen  in  clinical  practice.  However,  in 
irrigated  wounds  it  was  possible  at  least  to  obtain 
controls  of  the  bleeding  from  one  and  the  same 
wound.  The  bleeding  from  different  wounds,  even 
though  they  were  made  to  appear  as  much  alike  as 
possible,  was  variable  so  that  without  some  kind  of 
controls  the  results  were  meaningless.  Beside 
irrigation  experiments,  observations  were  made  also 
along  clinical  lines  on  haemorrhages  from  large 
arteries,  liver  and  bone  wounds,  and  intestinal 
bleeding  in  a  case  of  haemophilia.  None  of  the  re- 
sults obtained  under  these  conditions,  however,  was 
gratifying. 

The  agents  used  and  the  sources  from  which  they 
were  obtained  have  been  described  by  the  authors 
in  a  previous  paper.  They  summarize  their  findings 
as  follows: 

The  haemostatic  effects  of  the  thromboplastic 
agents  tested  on  superficial  haemorrhage  from  the 
dog's  pad,  although  limited  and  variable,  in  general 
tended  to  agree  with  the  agent's  powers  of  acceler- 
ating the  coagulation  of  blood  and  plasma  in  vitro. 
Accordingly,  the  thromboplastins  and  kephalin  were 
among  the  most  active.  Saline  and  coagulen  and 
haemostatic  serum  were  either  inactive  or  doubtful. 

The  extreme  variability  of  results  obtained  after 
the  application  of  various  thromboplastic  agents 
to  dissected  femoral  arteries  bleeding  into  Scarpa's 
triangle,  and  the  results  in  untreated  vessels  under 
similar  conditions,  indicated  that  this  method  of 
testing    was    unreliable    and    unsatisfactory.      If 


anything,  the  results  indicated  the  worthlessness 
as  haemostatics  under  these  conditions  of  kephalin, 
coagulen,  and  haemostatic  serum,  and  probably  also 
of  the  thromboplastins. 

The  application  of  various  thromboplastic  agents 
to  bone  and  liver  wounds  of  a  dog  gave  unsatisfac- 
tory results.  On  the  whole  the  results  were  negative 
and  did  not  support  the  claims  that  have  been  made 
for  these  agents. 

The  administration  o'  4  gm.  of  kephalin  by  mouth 
to  a  patient  with  haemophilia  suffering  from  a 
troublesome  intestinal  haemorrhage  was  followed  by 
the  prompt  cessation  of  the  bleeding  and  the  short- 
ening of  the  coagulation  and  bleeding  time  of  the  ear 
blood.  This  the  authors  do  not  consider  as  due  ne- 
cessarily to  the  kephalin,  however,  since  bleeding  in 
this  patient  was  known  to  have  stopped  sponta- 
neously before  the  treatment.  It  illustrates  there- 
fore the  necessity  for  exercising  the  greatest  care 
in  interpreting  data  of  this  sort.       G.  E.  Beilby. 

Lacoste,  Lartigaut,  and  Piqu6:  The  Results  of  36 
Blood  Transfusions  in  the  Treatment  of 
Patients  with  War  Shock  (Resultats  de  36  trans- 
fusions du  sang  chez  des  shockes  de  guerre).  Bull,  ei 
mem.  Soc.  de  chir.  de  Par.,  1919,  xiv,  1261. 

In  the  authors'  ambulance  service  1,600  un- 
transportable  wounded  men  were  received.  In  the 
cases  of  36  of  these  patients  (33  of  whom  were 
haemorrhagic  and  3  non-haemorrhagic)  blood  trans- 
fusion was  indicated.  The  transfusions  were  given 
either  before  operation,  immediately  afterward, 
or  later. 

From  their  study  of  these  cases  the  authors 
draw  the  following  conclusions: 

In  the  cases  of  haemorrhagic  patients  there  is  a 
remarkable  parallelism  between  the  findings  of  the 
clinical  examination  and  the  blood  pressure.  Hy- 
potension measures  the  degree  of  decompensation. 
The  persistent  amelioration  of  the  arterial  pressure 
indicates  a  favorable  outcome  of  the  haemorrhagic 
complications  and  suggests  a  favorable  prognosis 
if  there  are  no  signs  of  infection. 

Oscillometry  as  a  means  of  arriving  at  a  diagnosis 
and  prognosis  appears  to  be  of  the  greatest  value. 

In  addition  to  its  aid  from  the  standpoint  of 
therapeutics,  the  systematic  measurement  of  the 
arterial  tension  in  shock  following  haemorrhage 
has  given  the  authors  information  regarding  the 
comparative  value  of  intravenous  injections  of 
isotonic  salt  solution  and  blood  transfusion.  The 
beneficial  effects  of  salt  solution,  heat,  and  heart 
stimulants  as  translated  by  the  increased  tension 
noted  by  the  oscillometer  have  in  some  instances 
made  blood  transfusion  unnecessary.  The  cases 
treated  by  transfusion  mentioned  in  this  report 
were  those  in  which  the  initial  low  tension  persisted 
in  spite  of  the  use  of  salt  solution  and  other  treat- 
ment. Following  blood  transfusion  this  hypotension 
as  a  rule  yielded  definitely  and  rapidly  and  was 
associated  with  a  striking  improvement  in  the 
general  condition. 
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A  cardiovascular  examination  with  Pachon's 
oscillometer  demonstrates  also  the  therapeutic 
value  of  the  various  agents  used  for  posthaemorrhagic 
complications. 

In  concluding  their  article  the  authors  emphasize 
the  importance  of  measuring  the  arterial  tension  to 
establish  criteria  as  to  the  advisability  of  blood 
transfusion  in  a  given  case.  This  information,  in 
addition  to  the  findings  of  the  general  clinical 
examination,  gives  the  surgeon  also  the  best  in- 
dications for  fixing  the  time  of  the  transfusion. 

Pachon's  oscillometer  is  more  than  an  ordinary 
sphygmomanometer.  It  is  a  very  sensitive  and 
practical  instrument  for  studying  the  pulse  and 
cardiac  impulsions  which  reveals  pulsations  im- 
perceptible to  the  sphygmomanometer.  The  nota- 
tion of  the  index  and  the  construction  of  the  os- 
cillometric  curve  show  at  once  the  advantage  of  the 
instrument,  for  by  this  means  it  is  possible  to  obtain 
in  a  series  the  results  of  different  examinations  and 
to  perceive  rapidly,  easily,  and  accurately  the 
modifications  which  follow  the  reaction  to  the  use 
of  different  therapeutic  agents.  The  war  surgeon 
working  almost  incessantly  at  the  operating  table 
is  enabled  to  follow  the  condition  of  shocked 
patients  both  before  and  after  operation  by  glancing 
at  their  oscillometric  curves  between  operations. 

W.  A.  Brennan. 

Shupe,  T.  P.:  Some  Aids  in  the  Technique  of 
Blood  Transfusion  by  the  Paraffin-Tube 
Method.    Surg.,Gynec.  b'Obst.,  1919,  xxix,  608. 

In  a  large  number  of  blood  transfusions  performed 
in  a  British  casualty  clearing  station  and  in  private 
practice  the  following  points  were  found  to  facili- 
tate the  procedure: 

1.  A  well-paraffined  tube. 

2.  Sharp  dissecting  instruments. 

3.  Exposure  in  both  the  recipient  and  the  donor 
of  at  least  an  inch  of  vein  without  branches.  If 
branches  appear  in  the  exposed  portion,  they 
should  be  tied. 

4.  A  properly  applied  tourniquet  on  the  donor. 

5.  A  few  ounces  of  5  per  cent  sodium  citrate 
ready  on  the  table  to  be  used  for  the  prevention  of 
clots  in  the  tube.  The  tube  should  be  dipped  in 
the  citrate  solution  before  it  is  inserted  in  the  vein. 
When  the  tube  is  refilled  three  or  four  times,  a 
small  fragment  of  clot  may  remain  adherent  to  the 
side  after  it  has  been  emptied.  This  small  clot  will 
form  the  nucleus  of  a  larger  clot,  and  make  the 
injection  of  the  contents  of  the  refilled  tube  quite 
difficult  or  impossible  so  that  a  second  tube  will 
be  required  and  from  100  to  200  c.  c.  of  blood  may 
be  lost.  This  difiiculty  will  be  obviated  if  a  few 
cubic  centimeters  of  the  citrate  solution  are  injected 
into  the  large  opening  of  the  Vincent  tube,  shaken 
for  a  minute,  and  then  allowed  to  run  out,  taking 
with  them  all  small  particles  of  residue  blood. 

The  simple  procedure  described  will  also  prevent 
the  injection  of  clots  into  the  vein  and  the  danger  of 
subsequent  thrombosis. 


Schematic  drawing  showing  how  suture  can  be  passed 
around  the  tube  and  vein. 

Shupe,    T.   P.:    Some   Aids   in  the  Technique  of  Blood 
Transfusion  by  the  Paraffin-Tube  Method. 

Blood  clotting  in  the  vein  of  the  patient  with 
low  blood  pressure  and  the  consequent  delay 
in  opening  a  new  vein  each  time  a  tube  is  filled 
are  prevented  by  laying  a  gauze  sponge  saturated 
with  a  s  per  cent  solution  of  sodium  citrate  on 
the  exposed  vein  of  the  recipient  immediately 
after  the  lumen  has  been  opened,  and  keeping 
it  in  place  while  the  tube  is  being  filled. 

By  the  use  of  a  small  amount  of  citrate  in  this 
way,  whole  blood,  and  nothing  but  blood,  is  given 
the  patient.  It  is  not  necessary  to  mix  citrate 
or  any  other  substance  with  the  blood  to  be  injected. 

6.  The  accompanying  cut  shows  how  a  closed 
connection  preventing  any  regurgitation  of  the 
blood  between  the  vein  and  the  tube  can  be  made 
by  crossing  a  linen  suture  around  the  vein  and 
tip  of  the  tube. 

BLOOD  AND  LYMPH  VESSELS 

Hare,  H.  A.:    Three  Cases  of  Aortic  Aneurism 
Treated  by  Wiring  and  Electrolysis.    J.  Am. 

M.  Ass.,  1919,  Ixxiii,  1865. 

The  author  has  chosen  for  this  report  3  typical 
cases  of  aneurism  of  the  thoracic  aorta  from  a  total 
of  31  cases  which  he  has  treated  by  the  insertion  of 
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gold  platinum  wire  followed  by  electrolysis.  These 
are  cases  of  very  large  aneurisms  measuring  8  by  10 
in.  and  12  by  14  in.  respectively  which  had  invaded 
the  chest  wall. 

For  the  type  of  treatment  described  the  aneurism 
must  be  sacculated,  not  fusiform,  and  the  most 
favorable  results  .are  obtained  on  those  of  the  dissect- 
ing sacculated  type.  Operation  may  be  performed 
before  the  aneurism  has  eroded  the  chest  wall 
provided  the  field  of  operation  is  first  explored  by 
means  of  the  X-ray  and  the  point  of  greatest  bulging 
is  .taken  as  the  point  of  election.  This  point  must  be 
near  enough  to  the  chest  wall,  however,  to  obviate 
the  necessity  of  going  through  the  lung  to  reach  the 
aneurism. 

A  gold-copper  wire  has  proved  useless  because  it  is 
broken  down  in  a  few  minutes  by  the  electric  current. 

Great  care  must  be  taken  in  electrolysis  that  the 
skin  and  other  tissues  are  protected  by  proper 
insulation  of  the  needle  through  which  the  wire  is 
passed. 

The  amount  of  wire  required  usually  varies  from 
IS  to  20  ft.  The  current  starts  at  5  ma.  and  is 
gradually  increased  to  50  ma.  during  the  course  of 
from  forty  minutes  to  an  hour. 

If  the  street  current  is  used,  care  must  be  taken 
that  it  is  properly  reduced  and  that  the  patient  and 
the  operator  and  his  assistants  are  insulated. 

One  of  the  results  achieved  by  this  method  is  the 
almost  immediate  and  usually  lasting  decrease  in  the 
pain.  The  duration  of  life  after  operation  has 
varied  from  a  few  hours  in  a  desperate  case  in  which 
there  was  pulmonary  cedema  to  nine  years  in  a  case  in 
which  wiring  was  done  twice,  the  second  operation 
two  years  after  the  first.  The  difficulty  in  the  way 
of  permanent  cure  lies  chiefly  in  the  fact  that  in  many 
cases  the  aortic  lesion  is  a  local  manifestation  of  a 
general  degenerative  arterial  change  due  to  syphilis. 
When  the  les'lon  is  due  to  trauma  the  results  are 
better. 

In  one  case  the  patient  was  not  relieved  by 
operation  and  the  failure  was  found  to  be  due  to 
another  aneurism  just  above  the  diaphragm  which 
was  eroding  the  vertebrae. 

In  all  cases  the  progress  of  the  growth  was 
arrested,  but  in  some  the  deflection  of  the  blood 
current  in  another  direction  developed  dilatation 

in  a  second  area. 

A  remarkable  fact  is  that  in  all  Hare's  experience 
no  accident  has  occurred  during  the  operation  of 
wiring  nor  has  any  patient  died  after  leaving  the 
table  as  the  result  of  the  operation.  It  is  of  course 
of  vital  importance  that  the  current  should  not  be 
too  strong  lest  it  affect  adjacent  tissues. 

GENERAL  BACTERIAL  INFECTIONS 

Shera,  A.  G.:    Methods  of  Choice  in  Iminunity. 

Lancet,  1919,  cxcvii,  909. 

The  author  discusses  the  relative  importance  of 
endotoxin  and  exotoxin  in  the  causation  of  disease 
by  various  organisms,  and  enumerates  methods  of 


procedure  applicable  to  different  types  of  cases  to  be 
used  in  treating  patients  with  infection.  These  are 
based  on  a  principle  which  he  considers  axiomatic: 
against  an  exotoxin  a  serum  should  be  employed, 
against  an  endotoxin  a  vaccine. 

A  full  account  is  given  of  20  cases,  the  majority 
wound  infections,  treated  with  serum,  vaccine,  or  a 
combination  of  the  two.  Polyvalent  antistrepto- 
coccus  serum  or  autogenous  vaccine,  both  sensitized 
and  non-sensitized,  were  used.  Of  the  20  cases,  14, 
including  2  cases  of  well-developed  septicaemia,  were 
treated  successfully.  The  author  believes  that  in 
very  toxic  cases  serum  alone  should  be  employed, 
but  that  otherwise  the  best  results  can  be  obtained 
with  the  use  of  serum  followed  after  a  short  inter- 
val by  a  full  dose  of  vaccine.        Winifrkd  Ash  by. 

Teale,  F.  H.,  and  Embleton,  D.:  Studies  in  Infec- 
tion. II.  The  Paths  of  Spread  of  Bacterial 
Exotoxins,  with  Special  Reference  to  Tetanus 
Toxin.    /.  Path.  ^Bacterial.,  1919,  xxiii,  50. 

This  paper  is  a  continuation  of  a  study  of  bac- 
terial invasion  and  infection  the  first  part  of  which 
was  published  in  the  Proceedings  of  the  Royal 
Society  of  Medicine  in  1914. 

Following  a  brief  review  of  the  literature  the 
authors  record  their  experiments  with  regard  to  the 
distribution  of  tetanus  toxin  after  subcutaneous  and 
intravenous  inoculation  under  the  following  head- 
ings: (i)  the  results  of  subcutaneous  inoculation 
with  tetanus  toxin;  and  (2)  the  results  of  intra- 
venous inoculation  with  tetanus  toxin.  They  then 
take  up  the  question  of  the  spread  along  the  neural 
lymphatic  channels,  the  action  of  iodine  on  tetanus 
toxin,  and  the  site  of  action  of  tetanus  antitoxin. 
The  results  of  the  experiments  are  summarized  as 
follows : 

Although  tetanus  toxin  ascended  to  the  central 
nervous  system  by  way  of  the  axis  cylinders  of  the 
nerves,  it  also  to  a  very  great  extent  passed  up  the 
nerves  to  the  cord  by  way  of  the  perineural  lym- 
phatics. Blocking  of  the  latter  paths  greatly  de- 
layed, and  in  some  cases  completely  prevented,  the 
occurrence  of  tetanus  in  the  part  corresponding  to 
the  nerve  the  lymph  path  of  which  was  blocked. 

Although  tetanus  toxin  passed  rapidly  from  the 
blood  vessels  into  the  connective-tissue  spaces  and 
thence  to  the  thoracic  duct,  it  did  not  pass  from  the 
capillaries  of  the  central  nervous  system  to  the 
tissues  thereof. 

Tetanus  toxin  did  not  pass  from  the  choroidal 
plexus  to  the  cerebrospinal  fluid. 

Bacteria  passed  through  the  posterior  root 
ganglion  to  the  cord,  but  colloidal  pigments  and 
tetanus  toxin  were  prevented  from  doing  so. 

Although  iodine  kept  tetanus  toxin  from  pro- 
ducing its  characteristic  effects  when  the  toxin  was 
inoculated  subcutaneously  or  intravenously,  it  did 
not  affect  the  toxin  when  it  was  inoculated  intra- 
cerebrally,  did  not  hinder  the  occurrence  of  the 
typical  symptorns  of  cerebral  tetanus,  and  appar- 
ently did  not  diminish  the  toxicity  of  the  toxin. 
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Tetanus  antitoxin  did  not  pass  to  the  central 
nervous  system  by  way  of  the  blood  vessels,  axis 
cylinders,  or  neural  lymphatic  channels.  Neither 
did  it  pass  from  the  cerebrospinal  fluid  when  in- 
oculated intrathecally  into  the  substance  of  the  cord. 
The  antitoxin  acted  simply  by  combining  with  the 
circulating  toxin  at  the  seat  of  production  and  pre- 
venting it  from  reaching  the  central  nervous  system. 
The  toxin  already  there  was  unaffected. 

G.  E.  Beilby. 

Wilson,  W.  J. :  An  Analysis  of  Seventy-Six  Cases 
of  Gas  Gangrene  Occurring  at  a  Base  Hos- 
pital, with  Remarks  on  the  Result  of  Serum 
Treatment.  /.  Roy.  Army  Med.  Corps,  1919, 
xxxiii,  455. 

After  analyzing  a  series  of  76  cases  of  gas  gangrene 
the  writer  draws  the  following  conclusions: 

1.  The  serum  treatment  of  gas  gangrene  in  the 
cases  studied  was  of  doubtful  benefit.  It  is  possible 
that  if  larger  doses  had  been  given  and  if  the  serum 
had  been  injected  into  the  affected  part,  the  results 
might  have  been  better. 

2.  The  case  mortality  of  gas  gangrene  of  the 
upper  limb  was  about  22  per  cent  while  that  of  gas 
gangrene  of  the  leg  and  foot  was  about  30  per  cent. 
The  results  were  similar  in  serum-treated  and  un- 
treated cases.  In  gas  gangrene  of  the  thigh  the 
mortality  was  54  and  83  per  cent  respectively 
among  the  cases  treated  with  and  without  the 
serum.  Considering  the  nature  of  the  cases  and 
all  the  circumstances  the  difference  could  not  be 
attributed  solely  to  the  use  of  the  serum. 

3.  In  42  of  the  76  cases  the  signs  and  symptoms 
of  gas  gangrene  appeared  within  forty-eight  hours. 
In  12  others  they  appeared  on  the  third  day.  The 
bacillus  welchii,  which  is  the  predominant  infective 
organism  in  gas  gangrene,  was  present  in  74  of  the 
76  cases.  The  2  cases  in  which  it  was  absent  were 
one  case  of  gas  gangrene  appearing  as  a  sequel 
to  trench  foot  and  one  case  of  gas  gangrene  of  the 
thigh  in  which  a  peculiar  bacillus  of  the  vibrion 
septique  type,  the  bacillus  tumefaciens,  was  present. 

The  bacilli  found  in  the  76  cases  were  as  follows: 
bacillus  welchii,  74;  bacillus  sporogenes  (Metchni- 
koff),  41;  bacillus  tetani,  24;  bacillus  tertius,  13; 
vibrion  septique,  2 ;  bacillus  oedematiens,  2 ;  bacillus 
tumefaciens,  i,  and  bacillus  fallax,  i. 

The  technique  employed  by  the  author  has  been 
described  in  previous  papers.  He  relies  on  cultural 
methods  and  believes  that  if  he  had  inoculated 
animals  he  would  have  been  more  successful  in 
isolating  the  vibrion  septique.  He  is  satisfied, 
however,  that  only  very  few  species  of  anaerobic 
bacteria  cause  gas  gangrene  and  believes  this  fact 
would  render  possible  the  production  of  a  serum 
which  would  be  potent  as  a  prophylactic  or  thera- 
peutic agent.  H.  H.  Freilich. 

Jablons,  B.:  Gas  Gangrene.     N.  York  M.  J.,  1919, 
ex,  1014. 

While  a  multiplicity  of  views  were  expressed 
before  and  during  the  war  as  to  the  organism  produc- 


ing gas  gangrene  none  of  the  findings  proved  either 
accurate  or  absolute. 

Weinberg  and  Sequin  who  made  an  exhaustive 
analysis  of  the  literature  reached  the  conclusion  that 
"a  progressive  gangrene  infection  could  be  due  to  a 
variety  of  bacteria,  the  clinical  condition  varying 
with  the  virulence  of  the  organism,  its  varying 
ferment  activity,  its  toxin-producing  power,  and 
other  associated  factors  which  deserve  further 
study. " 

The  organisms  may  be  classified  into  the  following 
well-defined  groups: 

1.  Anaerobic  bacteria  which  are  found  in  con- 
nection with  gas  gangrene  and  are  capable  of 
reproducing  the  disease  in  animals. 

2.  Anaerobic  bacteria  which  are  isolated  from  gas 
gangrene  processes,  but  which,  although  important 
when  found  with  the  first  group,  are  not  able  alone 
to  reproduce  the  disease. 

3.  Aerobic  bacteria  which  are  isolated  from  gas 
gangrene  processes  and  are  capable  of  reproducing 
analogous  lesions. 

4.  Aerobic  bacteria  which  are  found  in  association 
with  any  of  the  other  classes  but  fail  themselves 
to  produce  lesions  in  animals. 

The  etiology  and  the  factors  which  favor  infection. 
particularly  tissue  necrosis,  the  combinations  of 
organisms  which  prove  fatal  to  animals,  the  time 
necessary  to  cause  death,  and  the  comparative 
toxic  states  are  discussed  in  detail. 

Gas  gangrene  is  described  as  a  progressive  in- 
fection of  tissue  due  usually  to  mixtures  of  anaerobic 
organisms,  the  pathology  depending  upon  the  types 
which  are  present.  In  this  connection  the  pathologic 
changes  in  the  various  organs  are  reviewed. 

In  discussing  the  symptoms,  the  author  contends 
that  they  differ  slightly  according  to  whether  the 
condition  is  due  to  a  toxicogenic  organism,  a  sac- 
charolytic  organism,  a  proteolytic  organism,  or  a 
mixture  of  all  three.  The  types  of  gas  gangrene 
are  as  follows: 

A.  The  toxic  type  producing  extensive  necrosis 
and  accompanied  by:  (i)  haemorrhagic  infiltration 
if  the  blood  vessel  destruction  is  marked;  and  (2) 
cedematous  infiltration  if  the  toxin  production  is 
excessive. 

B.  The  gas-infiltrative  or  classical  type  which  is 
accompanied  by  necrosis  and  a  variable  amount  of 
cedema. 

C.  The  putrid  type  which  is  accompanied  by 
marked  liquefaction  of  the  affected  tissue,  dis- 
coloration if  hydrogen  sulphide  is  produced,  necrosis, 
and  a  variable  amount  of  gas  and  oedema. 

D.  The  mixed  type  in  which  all  symptoms  ob- 
served in  the  other  types  are  present,  but  the 
predominant  symptoms  are  those  due  to  the 
predominant  type  of  bacteria. 

The  local  and  general  symptoms  of  the  various 
types  are  given  in  more  or  less  detail. 

The  clinical  pathology  represents  the  changes 
caused  in  the  elements  and  fluids  of  the  body 
by   the   toxins   of   these   organisms.     "The   blood 
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count  at  times  shows  a  total  red  blood  cell  count  of 
less  than  1,000,000  cells  to  the  cubic  centimeter. 
Ritter  found  in  20  cases  of  gas  gangrene  a  constant 
diminution  of  the  total  count  of  the  red  blood  cells. " 
The  urine  in  serious  cases  shows  the  changes  due 
to  diffuse  nephritis. 

The  author  speaks  of  the  therapy  briefly.  The 
treatment  is  almost  altogether  surgical  and  early 
extirpation  of  the  focus  of  necrotic  tissue  and  of  the 
anaerobic  bacteria  is  the  best  means  of  preventing 
spread  of  the  disease.  "The  use  of  prophylactic 
injections  of  mixed  serum  containing  antibodies 
against  the  three  most  common  anaerobes  is  then 
indicated  and  its  use  in  gas  gangrene  has  appre- 
ciably lowered   the   mortality. " 

A.  R.  Hollander. 

Kleinberg,   S.:    The  Use  of  Tuberculin   in   the 
Treatment  of  Tubercular  Bones  and  Joints. 

J.  Orthop.  Surg.,  1919,  i,  722. 

After  a  thorough  and  careful  trial  of  tuberculin  as 
a  therapeutic  measure  in  surgical  tuberculosis  at  the 
Hospital  for  Ruptured  and  Crippled  and  in  his 
private  practice  in  New  York  the  author  has  dis- 
carded the  method.  The  literature  concerning  its 
use  in  pulmonary  tuberculosis  by  internists,  how- 
ever, is  rather  hopeful. 

In  the  cases  here  reported  the  so-called  reaction- 
less  method  was  used,  i.e.,  the  tuberculin  was  given 
at  first  in  small  doses  which  were  gradually  increased 
but  kept  sufficiently  small  to  preclude  any  local  or 
general  reaction. 

Due  care  was  observed  to  make  a  correct  diagno- 
sis in  the  beginning  so  that  false  conclusions  would 
be  avoided.  Caution  was  exerted  also  in  judging  the 
outcome,  since  frequently  the  active  process  seems 
to  be  cured  when  it  is  only  arrested  for  a  few  months. 
Another  factor  which  may  influence  conclusions  is 
the  unusually  good  care  received  by  a  patient 
while  being  given  the  tuberculin  treatment.  He  is 
seen  at  least  twice  a  week  and  his  temperature  is 
taken  probably  three  or  four  times  a  day.  The 
progress  of  the  case  is  carefully  watched  and  the 
hygienic  and  dietetic  measures  taken  approach  the 
ideal.  All  these  things  in  themselves  will  cause 
improvement,  whether  tuberculin  is  given  or  not, 
so  that  there  should  be  some  hesitancy  in  ascribing 
any  improvement  to  the  tuberculin  alone. 

It  should  be  realized  that  tuberculin  is  often  very 
toxic  and  that  failures  or  even  exacerbations  and 
fatalities  may  result  from  improper  dosage. 

Thirteen  cases  are  reported  in  detail,  comprising 
tuberculosis  of  the  spine,  hip,  knee,  ankle,  shoulder, 
and  elbow.  The  criteria  for  judging  improvement 
were:  (i)  the  disappearance  of  muscle  spasm  and 
sensitiveness;  (2)  the  reduction  of  swelling;  (3)  the 
disappearance  of  abscesses  and  sinuses;  and  (4)  the 
healing  of  bone,  as  shown  in  the  X-ray  picture  by 
increased  density,  ankylosis,  and  regular  outline. 

In  only  one  case  was  any  improvement  noted. 
This  was  in  a  boy  of  9  who  had  tuberculosis  of  the 
hip  with  numerous  sinuses  and  ulcers.    After  treat- 


ment with  tuberculin  for  about  a  year  and  a  half  the 
sinuses  were  almost  closed  and  he  was  able  to  walk. 
Even  in  this  case,  how'ever,  entire  credit  cannot  be 
given  to  the  tuberculin  for  autogenous  vaccine  was 
used  also. 

Over-confidence  in  the  treatment  is  illustrated  by 
the  case  of  a  man  of  50  not  under  the  author's  imme- 
diate care.  In  this  instance  tuberculin  was  given 
for  many  months  for  tuberculosis  of  the  knee. 
Resection,  which  was  ultimately  necessary,  was  fol- 
lowed by  infection,  amputation,  and  death. 

The  most  important  conclusion  is  that  tuberculin 
does  not  cure  joint  tuberculosis  and  except  in  a 
small  percentage  of  cases,  does  not  appreciably 
benefit  the  lesion.  Often  there  is  a  distinct  aggrava- 
tion of  the  condition  with  the  formation  of  new 
abscesses,  and  even  after  improvement  there  may  be 
a  relapse.  W.  A.  Clark. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Barach,  J.  H.:  The  Energy  Index  (S.D.R.  Index) 
of  the  Circulatory  System.  Arch.  Int.  Med.,  1919, 
xxiv,  509. 

In  the  introduction  to  this  article  Barach  states 
that  in  all  that  has  been  said  pertaining  to  the 
measurable  functions  of  the  circulatory  system, 
there  are  three  well-established  factors,  i.e.,  the  sys- 
tolic pressure,  the  diastolic  pressure,  and  the  pulse 
rate.  Very  many  more  points  than  these  have  been 
proposed  by  various  investigators,  but  none  of  the 
others  has  met  with  universal  approval. 

In  this  communication  the  author  proposes  the 
S.D.R.  index  which  is  based  on  the  three  known 
factors  mentioned.  The  point  of  systolic  pressure 
represents  the  culmination  of  force  inaugurated  by 
the  systole  of  the  heart,  and  the  point  of  diastolic 
pressure  the  highest  level  of  sustained  pressure  dur- 
ing the  diastole  of  the  heart.  Each  pulse  beat  con- 
sists of  a  systole  and  diastole.  Irrespective  of  the 
length  of  time  occupied  by  the  systole  and  diastole, 
they  represent  together  the  total  eflfort  of  a  single 
pulse  beat. 

For  example,  if  in  a  given  case  the  lifting  force 
of  the  systole  is  1 20  mm.  Hg  and  the  diastolic  force 
is  equal  to  80  mm.  Hg,  then  the  force  of  the  pulse 
beat  which  comprises  both  phases  is  200  mm.  Hg. 
This  multiplied  by  the  number  of  beats  indicates 
the  total  force  per  minute.  These  formulae  are  pro- 
posed because  neither  the  pulse  rate  nor  the  sys- 
tolic pressure  nor  the  diastolic  pressure  taken  alone 
gives  sufficient  information.  Each  element  of  the 
triad  is  constantly  changing  and  adjusting  itself  to 
the  others,  and  it  is  the  concerted  action  of  the  three 
forces  which  maintains  the  circulatory  equilibrium. 
It  is  well  known  that  a  high  systolic  pressure  is  com- 
pensated largely  by  a  slowing  of  the  pulse  rate,  and 
a  low  diastolic  pressure  by  an  increased  pulse  rate, 
and  so  on,  and  as  in  the  triangle  of  limited  area, 
alteration  in  the  length  of  one  leg  of  the  triangle 
necessitates  a  change  in  the  other  two. 
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His  conclusions  Barach  states  as  follows: 

The  S.D.R.  index  based  on  the  three  known 
factors  of  the  circulation  indicates  the  state  of  ac- 
tivity of  the  circulatory  system. 

Normally,  the  index  is  found  to  be  about  20,000 
mm.  Hg  pressure  per  minute. 

The  index  does  not  indicate  "heart  disease"  or 
"decompensation"  or  physical  fitness.  It  desig- 
nates the  amount  of  effort  which  the  circulatory  sys- 
tem is  putting  forth  at  the  time. 

A  high  index  means  increased  cardiovascular 
effort.  Either  the  action  of  the  heart  and  blood 
vessels  is  accelerated  because  of  inability  to  accom- 
plish their  work  at  a  normal  rate  of  activity,  or  they 
are  fully  capable  of  doing  their  work  but  the  resist- 
ance to  their  functionating  is  great.  Either  condi- 
tion is  pathologic,  and  the  variation  of  the  index 
from  the  normal  calls  attention  to  this  fact. 

A  low  index  means  either  that  the  circulation  is 
accomplished  with  little  effort  or  there  is  inability 
to  expend  the  necessary  effort. 

Minor  changes  in  the  circulation,  such  as  are 
produced  by  the  slightest  alteration  in  the  bodily 
functions,  the  effect  of  drugs,  etc.,  may  be  detected 
by  the  S.D.R.  index. 

The  S.D.R.  index  as  a  guide  to  abnormalities  in 
function  of  the  cardiovascular  system  in  a  series  of 
26,396  cases  was  correct  in  99.95  per  cent.  In  cases 
referred  for  special  cardiovascular  examination,  i.e., 
in  the  clinically  doubtful  cases,  the  S.D.R.  index 
proved  a  correct  guide  in  78  per  cent. 

Of  the  22  per  cent  of  cases  in  which  the  index 
failed,  more  than  three-fourths  were  cases  of  tachy- 
cardia, and  in  these  instances  it  cannot  be  said 
positively  that  the  index  was  wrong.    G.  E.  Beilby. 

Hogue,  M.  J.:  Tke  Effect  of  Hypotonic  and 
Hypertonic  Solutions  on  Fibroblasts  of  the 
Embryonic  Chick  Heart  in  Vitro.  /.  Exper. 
M.,  1919,  XXX,  617. 

Experiments  testing  the  effect  of  hypotonic  and 
hypertonic  solutions  upon  the  growth  of  cells  and 
individual  cell  structures  have  been  reported  more  or 
less  completely  in  the  literature  on  tissue  culture. 
The  author  undertook  the  study  reported  in  this 
article  to  study  more  fully  the  effect  of  solutions  of 
different  concentration.  The  experiments  were  per- 
formed in  April,  May,  June,  and  July,  when  the 
weather  was  at  summer  heat  and  there  was  con- 
sequently little  danger  of  chilling  the  delicate  new 
growths  which  are  susceptible  to  sudden  changes  of 
temperature.  This  point  is  important  as  several 
investigators  have  stated  definitely  that  growth 
is  much  better  in  the  spring  and  summer  than  in  the 
fall  and  winter. 

The  hearts  of  six-,  seven-,  eight-  and  nine-day 
chick  embryos  were  used.  The  medium  was  a 
modification  of  Locke's  solution  known  as  the 
Locke-Lewis  solution. 

In  the  first  series  of  experiments  the  author  used 
Locke-Lewis  solutions  with  a  sodium  chloride  con- 
tent of  0.54, 0.45, 0.3  and  0.225  per  cent  respectively, 


which  were  made  hypotonic  by  the  addition  of  dis- 
tilled water. 

Tissue  grew  in  the  first  two  of  these  solutions  and 
the  media  seemed  to  act  as  a  stimulus.  It  did  not 
live  as  long  in  these  media  as  in  normal  Locke-Lewis 
solution,  however,  but  its  growth  was  more  rapid. 

The  cells  of  normal  growth  were  killed  by  treat- 
ment with  hypotonic  solutions  with  a  sodium 
chloride  content  of  0.3  and  0.225  per  cent  re- 
spectively. 

The  cells  absorbed  much  water,  as  did  also  the 
nucleus,  which  frequently  formed  a  nuclear  vacuole 
as  an  outlet  for  the  extra  amount  of  liquid  absorbed. 

Neutral  red  vacuoles  and  granules  soon  lost  their 
color  when  the  cells  were  treated  with  the  hypotonic 
solutions  that  caused  their  death. 

Mitochondria  were  not  affected  by  the  hypotonic 
solutions,  but  as  the  cell  died  vesicles  formed  at  the 
extremities  and  persisted  after  the  rest  of  the 
mitochondrium  had  disappeared;  or  the  mitochon- 
dria broke  up  into  granules  or  simply  became  more 
slender  until  only  a  faint,  rough  outline  remained 
visible. 

Hypertonic  solutions  were  made  by  boiling  down 
Locke-Lewis  solution  until  the  sodium  chloride  con- 
tent was  1.2,  1.5,  and  1.8  per  cent  respectively. 

While  tissues  grew  in  the  first  two  of  these  solu- 
tions, they  did  not  live  as  long  as  in  normal  Locke- 
Lewis  solution  and  their  growth  was  slower. 

The  cells  of  normal  growth  were  killed  by  treat- 
ment with  hypertonic  solutions  with  a  sodium 
chloride  content  of  1.8  and  1.5  per  cent. 

When  treated  with  hypertonic  solutions  the  cells 
usually  contracted;  their  thin  processes  became  long 
and  thread-like  and  were  later  drawn  into  the  body 
of  the  cell.  Connective-tissue  fibrils  formed  from 
these  thread-like  processes  moved  and  anastomosed 
with  other  fibrils.  In  many  cells  neutral  red  channels 
formed.  When  the  death  process  set  in  the  cyto- 
plasm frequently  became  alveolar. 

The  three  hypertonic  solutions  showed  a  definite 
gradation  in  their  effects  on  the  processes  of  the 
fibroblast.  In  Locke-Lewis  solution  containing  1.8 
per  cent  sodium  chloride  the  processes  contracted 
rapidly,  leaving  many  thread-like  structures  in 
their  places.  These  were  quickly  withdrawn  and  the 
cell  soon  died.  In  Locke-Lewis  solution  containing 
1.5  per  cent  sodium  chloride  the  thread-like  process- 
es were  formed  frequently,  but  some  of  the  cells 
recovered.  In  Locke-Lewis  solution  containing  1.2 
per  cent  sodiupi  chloride  the  processes  still  formed 
but  more  slowly.  They  also  showed  motion,  which 
lasted  as  long  as  the  cell  was  alive. 

In  comparing  the  growth  in  hypertonic  with  that 
in  hypotonic  media,  the  author  emphasizes  the  fol- 
lowing points:  (i)  the  migration  in  the  former  was 
slower  than  in  the  latter;  (2)  in  hypertonic  solu- 
tions the  optimum  growth  was  reached  on  the  third 
day  or  later,  and  in  hypotonic  solutions  on  the 
second  day;  (3)  the  growths  lived  longer  in  hyper- 
tonic solutions,  but  as  a  rule  were  smaller  than  those 
in  hypotonic  solutions.  G.  E.  Beilby. 
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Foot,  N.  C:  Studies  on  Endothelial  Reactions. 
Tiie  Macrophages  of  the  Loose  Connective 
Tissue.  J .  Med.  Research,  iqiq,  xl,  353. 

Foot  mentions  the  decided  advance  which  has  been 
made  in  the  study  of  various  cells  in  the  mammalian 
body  due  to  the  employment  of  vital  stains  and  dyes 
which,  administered  during  life  and  vital  in  the  true 
sense  of  the  word,  may  be  regarded  as  indicators  of 
the  activity  of  the  cells  into  which  they  become 
vitally  incorporated. 

Any  one  who  teaches  normal  or  pathologic  histol- 
ogy is  repeatedly  confronted  with  the  problem  of 
explaining  the  identity  and  origin  of  the  large  mono- 
nuclear cell,  endothelial  cell,  macrophage,  clasmato- 
cyte,  wandering  connective-tissue  cell,  and  others. 
Are  these  cells  all  entities,  and  do  they  represent 
several  groups,  or  are  they  one  and  the  same  cell  mas- 
querading now  under  one  name,  now  another? 

It  was  with  a  view  of  coming  to  some  conclusion 
on  this  point  that  the  series  of  experiments  here  re- 
ported was  undertaken.  The  means  employed  was 
a  combination  of  methods  which  were  used  by  other 
experimenters  singly.  Goldmann  in  1909  published 
bis  first  article  on  the  action  of  benzidine  dyes  and 
followed  this  by  another  paper  three  years  later. 
In  the  latter  he  discussed  many  and  varied  topics. 
Vital  staining  of  the  macrophages  and  the  behavior 
of  these  ceUs  in  miliary  tubercles,  trichiniasis, 
and_  carcinoma  were  among  the  more  important 
subjects.  Foot  believes,  however,  that  our  knowl- 
edge regarding  the  origin  of  the  cell  is  still  far  from 
certain. 

A  series  of  experiments  was  performed  by  Foot  on 
guinea  pigs,  mice,  and  a  rabbit.  He  summarizes  his 
findings  as  follows: 

^The  phagocytes,  or  macrophages,  of  the  "cellu- 
lar" or  loose  connective  tissue  of  the  rabbit  were  of 
endothelial  origin. 

They  do  not  originate  either  in  the  omentum  or 
the  connective  tissue  cells  or  from  lymphocytes. 

They  are  derived  probably  from  the  prolifer- 
ating vascular  endothelium  in  the  imniediate  vicin- 
ity of  the  lesion  which  calls  them  forth  rather  than 
from  the  vascular  endothelium  in  general. 
_  They  do  not  appear  to  come  entirely  from  the 
circulating  mononuclear  leucocytes,  as  Mcjunkin 
has  suggested.  G.  E.  Beilby. 

Ebeling,  A.  H.:  A  Strain  of  Connective  Tissue 
Seven  Years  Old.    J.Exper.  M.,  1919,  xxx,  531. 

Ebeling  speaks  of  Carrel's  report  on  the  condition 
of  a  strain  of  connective  tissue  twenty-eight  months 
old  which  was  isolated  from  a  fragment  of  heart 
extirpated  from  a  chick  embryo  in  January,  191 2. 
This  tissue  is  still  alive  after  having  been  under 
cultivation  in  vitro  for  over  seven  years  and  having 
undergone  1,390  passages.  His  purpose  in  this 
article  is  to  describe  the  technique  employed  in  per- 
petuating the  strain  during  the  last  five  years  and 
in  measuring  the  increase  of  the  tissue,  the  factors 
which  influenced  the  rate  of  growth,  and  the  present 
condition  of  the  strain. 


The  technique  employed  has  not  differed  funda- 
mentally from  that  reported  by  Ebeling  in  a  previ- 
ous article.  The  investigations  and  its  results  are 
summarized  as  follows: 

A  strain  of  connective  tissue  is  still  very  active 
after  more  than  seven  years  of  life  in  vilro. 

The  rate  of  growth  of  the  fragments  of  tissue  was 
measured  accurately  and  tests  were  made  of  the 
action  of  many  different  factors  on  the  growth  of 
connective-tissue  cells. 

The  rate  of  growth  is  at  least  as  rapid  as  it  was 
five  years  ago,  and  perhaps  more  active. 

Like  micro-organisms,  the  connective-tissue  cells 
appear  to  have  the  power  of  multiplying  in  a 
culture  medium  indefinitely.  G.  E.  Beilby. 

Gallie,  W.  E.,  and  Robertson,  D.  E.:   The  Repair 
of  Bone.    Brit.  J.  Surg.,  19 19,  vii,  211. 

In  order  to  investigate  the  truth  of  the  generally 
accepted  views  both  old  and  new  concerning  the 
processes  of  inflammation  and  repair  in  bones,  the 
authors  conducted  a  series  of  experiments  on 
animals.  The  results  of  these  experiments  and 
clinical  observations  are  recorded  in  this  paper. 

The  studies  included  experiments  on  the  peri- 
osteum, the  transplantation  of  bone  into  muscle, 
and  of  autogenous,  homogeneous,  heterogeneous, 
and  boiled  bone  grafts  in  living  bone;  studies  on  the 
changes  occuiring  in  autogenous  grafts  in  cases  of 
non-union  and  when  used  to  bridge  gaps;  and 
studies  of  the  plating  of  recent  fractures  and  the 
bridging  of  gaps  with  boiled  bone. 

In  the  work  on  the  periosteum  the  experiments  of 
Macewen  (191 2)  were  reviewed  and  his  conclusions 
as  to  the  absence  of  osteogenetic  power  in  the 
periosteum,  were  reaffirmed.  When  transplanted 
into  muscle,  bone  grafts  with  and  without  a  periosteal 
covering  reacted  equally  in  the  production  of  new 
bone  cells.  Thus  we  see  that  osteogenesis  is  due  to 
the  subperiosteal  osteoblasts  —  cells  lying  on  the 
surface  of  the  bone  and  in  the  haversian  canals  — 
rather  than  to  the  periosteum. 

The  authors  state  that  not  only  is  it  unnecessary 
to  leave  the  periosteum  attached  to  the  graft,  but 
that  by  reflecting  it  and  later  suturing  it  over  the  gap 
in  the  bone  the  formation  of  a  postoperative  baema- 
toma  may  be  prevented,  the  normal  outline  of  the 
bone  restored,  and  the  tendency  of  the  skin  to 
adhere  to  the  deep  structures  reduced. 

To  observe  the  changes  in  a  bone  graft  which  must 
be  attributed  to  cells  of  the  graft  itself,  the  graft 
must  be  placed  in  such  a  position  that  none  of  the 
changes  can  be  attributed  to  cells  derived  from 
neighboring  living  cells.  In  the  series  of  experiments 
in  which  autogenous  grafts  were  placed  into  muscle 
and  recovered  at  intervals  of  one.  two,  three,  five 
and  eight  weeks  respectively,  a  definite  series  of 
changes  were  noted.  The  bone  itself  died  with  the 
exception  of  the  cells  on  the  surface  in  contact  with 
the  lymph  supply.  These  continued  to  live  and 
functionate.  The  periosteum  also  lived  and  gradually 
became  vascularized.   The  subperiosteal  osteoblasts 
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lived  and  showed  moderate  proliferation.  The 
earliest  and  most  marked  change,  which  consisted 
of  the  rapid  formation  of  granulation  tissue,  was 
shown  by  the  endosteal  surface.  The  dead  bone  was 
absorbed  by  osteoblasts  and  replaced  in  response  to 
Wolff's  law. 

In  the  transplantation  of  heterogeneous  bone  into 
muscle  the  bone  graft  died  and  the  circulation  was 
slowly  re-established.  In  no  case  up  to  eight  weeks 
were  osteoblasts  found.  Those  of  the  graft  were 
killed  by  the  fluids  of  the  other  animal. 

The  results  of  experiments  in  which  boiled  bone 
was  transplanted  into  muscle  closely  paralleled 
those  obtained  when  heterogeneous  bone  was  used. 
Absorption,  however,  was  somewhat  delayed. 

When  the  bone  was  placed  in  contact  with  living 
bone  the  processes  of  absorption  and  replacement 
were  similar  to  those  which  occur  in  grafts  placed  in 
muscle,  but  more  rapid.  There  was  a  marked 
formation  of  granulation  tissue,  especially  on  the 
medullary  side  of  the  living  bone  bed,  and  it  was 
evident  that  most  of  the  new  cells  came  from  the 
living  bone^nd  not  from  the  graft.  Firm. union  had 
resulted  in  two  weeks.  In  similar  experiments  with 
heterogeneous  and  boiled  bone  absorption  and 
replacement  were  delayed.  Firm  union  did  not 
occur  until  the  third  week. 

Experiments  in  bridging  gaps  in  bone  showed  that 
the  portion  of  the  graft  in  contact  with  living  bone 
was  replaced  earlier  than  the  portion  forming  the 
bridge.  The  process  of  absorption  was  accomplished 
before  that  of  replacement  and  at  about  the  fifth 
week  the  graft  was  very  fragile. 

In  using  boiled  bone  to  bridge  short  gaps  the 
results  at  five  weeks  were  indistinguishable  from 
those  observed  when  autogenous  bone  grafts  were 
used.  In  a  long  bridge,  however,  the  osteoblasts 
from  the  living  bone  did  not  penetrate  far  enough 
and  the  middle  portion  was  gradually  absorbed  and 
replaced  only  by  fibrous  tissue. 

In  the  experiments  two  factors  seemed  chiefly 
responsible  for  non-union.  These  were  lack  of 
fixation  and  lack  of  sufficient  apposition  of  the 
graft  and  fragments. 

Of  the  four  methods  of  implanting  grafts  in  com- 
mon use.  the  inlay  method  has  been  most  successful 
in  the  hands  of  the  authors.  The  intermedullary 
method  is  successful  but  can  be  used  only  when  the 
gap  is  of  considerable  size.  In  many  cases  the  exter- 
nal plate  is  successful.  The  chief  objection  to 
the  latter  is  that  no  use  is  made  of  the  endosteal 
laj'er  of  the  fragments  from  which  most  of  the 
osteogenetic  cells  come.  When  the  fragments  are 
small  the  wedge  method  is  of  value. 

In  comparing  the  value  of  homogeneous  grafts  in 
dogs  withjautogenous  grafts  as  controls  no  difference 
in  the  amount  of  reaction  could  be  determined  at  the 
end  of  three  and  one-half  weeks.  The  recent  work  on 
skin  grafting  by  Masson  suggests  that  when  it  is 
necessary  to  use  homogeneous  grafts  in  man  the 
compatibility  of  blood  as  shown  by.  the  agglutination 
test  should  be  taken  as  a  guide. 


Boiled  bone  plates  and  screws  used  for  the  fixation 
of  recent  fractures  were  very  successful.  In  the 
experiments  no  dead  bone  was  present  at  the  end  of 
eight  months. 

Experience  has  shown  that  sepsis  is  fatal  to  bone 
grafts.  J.  I.  -Mitchell. 

De  Gaulejac  and  Nathan:  The  Restoration  of 
Spongy  Tissue  in  the  Neighborhood  of  Trau- 
matic Hsematomata;  the  Fertile  Element  of 
the  Diaphyseal  Parenchyma  and  Its  Part  in 
Bone  Restoration  (La  restauration  du  tissu 
spongieux  au  voisinage  des  h6matomes  traumatiques; 
I'dl^ment  fertile  du  parenchyme  diaphysaire;  son 
r61e  dans  la  restauration  osseuse) .  Rev.  de  chir. ,  Far. , 
1919,  Ivii,  250;  264. 

From  their  experimental  research  on  dogs  re- 
garding the  phenomena  of  bone  regeneration  the 
authors  make  the  following  conclusions: 

1.  Bone  may  be  repaired  at  the  expense  of  the 
fibrous  tissues  the  collagen  of  which  is  transformed 
into  pre-osseous  substance  under  the  influence  of 
the  surrounding  bone  tissue. 

2.  The  method  of  ossification  varies  according 
to  the  structure  of  the  connective  tissue  which  serves 
as  a  substratum. 

3.  Periosteun\  in  no  way  differs  from  ordinary 
connective  tissue. 

4.  Connective  tissue  therefore  may  be  used  in 
the  vicinity  to  fill  all  bone  losses  and  to  insure  their 
rapid  and  integral  restoration. 

5.  Compact  bone  has  a  fertile  bed  which  is  its 
middle  Jayer  or  the-layer  in  which  are  the  haversian 
canals. 

6.  This  osseous  bed  reacts  to  all  traumatisms  or 
inflammations  by  a  more  or  less  complete  return  to 
the  state  of  indifference. 

7.  This  reaction,  appreciable  to  radiography, 
shows  the  following  histologic  characteristics:  en- 
largement of  the  haversian  canals,  separation  of  the 
bone  lamellae,  and  diminution  in  the  aflSnity  of  the 
bone  substances. 

8.  When  its  external  limit  is  destroyed,  the 
middle  bed  is  capable  of  proliferating  into  the 
surrounding  connective  tissues  if  it  is  intact  or  only 
slightly  damaged.  Hyperostosis  becomes  an  ex- 
ostosis. 

9.  The  anatomical  processes  can  be  reproduced 
experimentally. 

10.  The  repair  of  bone  tissue  by  means  of  the 
connective  tissue  deserves  a  place  in  surgical  tech- 
nique. 

11.  The  limiting  external  layer  represents  an 
arresting  system  interposed  between  the  middle 
bone  bed  and  the  surrounding  connective  tissues. 

W.  A.  Brennan. 

Ely,  L.  W.:  Experimental  Resection  of  the  Dog's 
Knee  Joint.    Ann.  Surg.,  1919,  Ixx,  586. 

In  order  to  demonstrate  the  methods  of  repair 
after  a  break  in  the  continuity  of  the  shaft  of  a  bone, 
the  author  undertook  a  very  extensive  series  of 
experimental  resections  of  the  knee  joint  in  the  dog. 
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The  time  allowed  to  elapse  before  examining  the 
results  of  thcse_  operations  varied  from  fourteen 
days  to  three  years  and  one  week. 

The  resections  varied  in  the  amount  of  bone 
removed,  and  in  some  instances  a  mortise  was  made. 
The  results  of  these  experiments  would  seem  to 
indicate  that  the  less  bone  removed  the  greater  the 
likelihood  that  a  new  joint  may  be  constructed. 
It  should  be  remembered  that  in  the  dog  absolute 
immobilization  is  impossible.  In  cases  in  which 
much  bone  was  removed  it  is  probable  that  the  line 
of  resection  passed  through  the  bone  at  a  level  where 
it  was  covered  by  periosteum.  In  the  region  of  the 
joint  periosteum  is  not  present.  It  is  not  possible 
therefore  to  obtain  a  so-called  "wiped  joint"  which 
is  usually  essential  to  bony  union.  In  resections  of 
the  knee  in  man,  bony  union  usually  results  after 
a  year  or  so,  but  in  some  joints,  such  as  the  elbow 
and  the  ankle,  more  than  a  fibrous  union  almost 
never  occurs.  In  the  mortise  operations  on  the  dog, 
in  which  the  shape  of  the  bone  ends  was  radically 
changed,  better  immobilization  was  obtained  and  a 
bony  union  occurred. 

Whitman  has  partially  answered  the  question  as 
to  the  cause  of  non-union  after  fracture  of  the  fem- 
oral neck  by  maintaining  that  faulty  apposition  and 
immobilization  are  at  the  bottom  of  the  difficulty. 
If  good  apposition  is  maintained  and  immobilization 
is  continued  for  a  sufficient  period  of  time,  bony 
union  will  probably  occur  in  spite  of  the  absence  of 
periosteum.  Gatewood. 

Morris,  D.  H.,  and  Bullock,  F.  D. :  The  Importance 
of  the  Spleen  in  Resistance  to  Infection.  Ann. 
Surg.,  1919,  Ixx,  513. 

The  authors  report  the  results  obtained  in  severa 
series  of  experiments  with  rats  undertaken  for  the 
purpose  of  arriving  at  a  conclusion  regarding  the 
importance  of  the  spleen  in  resistance  to  infection. 

Four  series  of  experiments  were  carried  out  on 
large  numbers  of  white  and  brindle  rats.  Half  of  the 
rats  in  each  series  were  splenectomized  and  half 
were  castrated  by  laparotomy.  The  first  two  series 
were  then  exposed  to  chance  laboratory  infection  of 
rat  plague.  In  the  first  series  80.5  per  cent  of  the 
splenectomized  rats  died  as  compared  with  38.9  per 
cent  of  the  controls.  Necropsy  showed  congestion 
and  parenchymatous  degeneration  of  nearly  all  the 
important  organs  and  as  a  rule  the  bacillus  of  rat 
plague  was  found  in  the  heart's  blood.  Similar 
results  were  obtained  in  the  second  series. 

In  the  third  series,  immediately  following  splenec- 
tomy and  orchidectomy,  a  sublethal  dose  of  a  broth- 
culture  of  thebacillusof  rat  plague  was  injected  into 
each  animal.  The  mortality  of  the  splenectomized 
rats  was  87.5  per  cent  while  that  of  the  castrated 
group  was  22.7  per  cent. 

In  the  fourth  series  of  experiments  the  procedure 
followed  was  the  same  but  the  rats  were  all  older. 
The  mortality  in  the  splenectomized  group  was  87.5 
per  cent  as  against  12.5  per  cent  in  the  castrated 
animals. 


The  authors  conclude  that  while  animals  may  get 
along  fairly  well  without  the  spleen  in  the  absence 
of  infection,  the  reverse  holds  true  when  the  body 
is  put  to  the  strain  of  resisting  acute  bacterial  in- 
vasion, and  that  therefore  the  spleen  aids  tremen- 
dously in  resisting  infection.  Accordingly  it  may 
be  reasonably  inferred  that  when  the  human  body 
is  deprived  of  the  spleen  its  susceptibility  to  infec- 
tion is  increased,  an  assumption  which  readily 
explains  some  of  the  fatalities  attributed  to  infection 
following  splenectomy.  P.  M.  Chase, 

Pearce,  L.,  and  Brown,  W.  H.:  Chemotherapy  of 
Trypanosome  and  Spirochaete  Infections.  II. 
The  Therapeutic  Action  of  N-Phenylglycine- 
amide-P-Arsonic  Acid  in  Experimental  Try- 
panosomiasis of  Mice,  Rats,  and  Guinea  Pigs. 
J.Exper.  M.,  1919,  xxx,  437. 

In  experimental  trypanosomiasis  of  laboratory  ani- 
mals N-phenylglycineamide-p-arsonic  acid  exer- 
cises a  powerful  therapeutic  effect.  As  it  occurs  in 
mice  and  rats  trypanosomiasis  is  characterized 
chiefly  by  the  constant  and  progressively  increasing 
number  of  trypanosomes  in  the  peripheral  blood 
stream,  the  absence  of  clinical  manifestations,  and 
the  relatively  early  death  of  the  infected  animal. 
An  effective  therapeutic  compound  for  the 
treatment  of  trypanosomiasis  in  these  animals, 
therefore,  must  be  biologically  available  within  a 
very  short  time  after  its  administration  and  must 
have  a  sufficient  speed  and  duration  of  action  to  halt 
and  eventually  overcome  a  rapidly  increasing  blood 
infection  comparable,  in  part,  to  a  bacteraemia 
which  if  not  checked  will  cause  death  in  a  few  days 
or  even  a  few  hours.  On  the  other  hand,  in  many  of 
the  larger  animals,  especially  the  rabbit,  trypano- 
somiasis is  preeminently  a  tissue  infection  and  in 
the  acute  stages  is  characterized  by  conspicuous 
cedematous  and  inflammatory  swellings  of  the  soft 
parts,  particularly  of  the  head  and  external  genitalia, 
with  loss  of  appetite,  weakness,  and  emaciation,  and 
in  the  more  chronic  stages  by  induration  of  the  in- 
flammatory lesions  and  even  necrosis  with  involve- 
ment of  the  deeper  tissues  including  the  periosteum 
and  bone.  The  duration  of  the  infection  in  rabbits 
is  a  matter  of  weeks  or  months  and  the  presence  or 
absence  of  trypanosomes  in  the  blood  stream  is  dis- 
tinctly of  minor  importance.  It  is  obvious,  accord- 
ingly, that  a  drug  which  is  used  for  the  treatment  of 
this  type  of  infection  must  possess,  in  addition  to 
trypanocidal  action,  the  power  of  penetrating  disease 
tissue,  and  since  this  may  require  a  considerable 
amount  of  time,  the  drug  must  remain  biologically 
active  in  the  animal  host  as  long  as  may  be  necessary. 

In  order  to  arrive  at  a  full  appreciation  of  the 
therapeutic  action  of  a  drug  in  experimental  try- 
panosomiasis, therefore,  we  have,  from  the  point  of 
view  of  the  animal  factor,  two  general  types  of  in- 
fection the  treatment  of  which  will  furnish  informa- 
tion as  to  the  speed  of  action  of  the  drug  on  the  one 
hand  and  the  duration  of  its  action  or  potency  on 
the  other.    This  information  should  include  such 
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data  as  the  determination  of  the  therapeutic  range 
in  different  animal  species,  the  curative  dose,  the 
therapeutic  action  against  different  species  of  try- 
panosomes,  the  comparative  value  of  different  routes 
of  administration,  the  results  of  a  repeated  dose  sys- 
tem of  therapy,  and  the  toxicological  and  pathologi- 
cal action  of  the  drug  in  various  animal  species.  It 
will  then  furnish  a  logical  foundation  for  an  accur- 
ate appraisal  of  the  action  of  the  drug  under  experi- 
mental laboratory  conditions  and  at  the  same  time 
establish  a  basis  for  estimating  its  probable  value  in 
the  treatment  of  trypanosomal  infections  as  they 
occur  in  nature. 

The  article  reviewed  includes  the  therapeutic  re- 
sults obtained  with  the  amide  of  N-phenylglycine- 
p-arsonic  acid  in  experimental  trypanosomiasis. 
While,  strictly  speaking,  trypanosomiasis  of  the 
guinea  pig  is  a  chronic  infection  of  cyclic  character, 
the  results  of  its  treatment  with  the  drug  are  incor- 
porated with  those  obtained  in  the  treatment  of  acute 
infections  of  mice  and  rats.  On  the  basis  of  these 
experiments  the  authors  draw  the  following  con- 
clusions: 

N-pheny]glycineamide-p-arsonic  acid  is  an  agent 
of  marked  therapeutic  action  in  the  treatment  of 
experimental  trypanosomiasis  of  mice,  rats,  and 
guinea  pigs.  It  possesses  an  average  curative  range 
of  from  0.2  to  0.3  gram  per  kilo  of  body  weight  of 
the  sodium  salt  against  a  twenty-four  hour  infec- 
tion in  mice  and  rats  produced  by  several  species  of 
pathogenic  trypanosomes.  Since  the  lethal  dose  for 
mice  is  from  2  to  2.25  grams  and  for  rats  0.75  gram 
per  kilo  of  body  weight,  we  have  curative  ratios  of 
1 :8  and  i  .-3  gram  respectively.  The  curative  dose  for 
guinea  pigs  is  o.  1 5  gram  per  kilo  of  body  weight,  thus 
giving  a  curative  ratio  of  1:10.  The  trypanocidal 
activity  of  the  compound  is  relatively  rapid  in  all 
three  animal  species  for  the  peripheral  blood  is 
cleared  of  organisms  within  twenty-four  hours  after 
its  administration,  and  in  addition,  the  lower  limits 
of  the  curative  range  are  comparatively  sharply  de- 
fined. For  all  practical  purposes,  the  intraperitoneal, 
intravenous,  and  subcutaneous  routes  of  adminis- 
tration may  be  considered  equally  efficacious. 

G.  E.  Beilby. 

Barbour,  H.  G.,  and  Devenis,  M.  M. :  Antipyretics. 
II.  Acetylsalicylic  Acid  and  Heat  Regulation 
in  Normal  Individuals.  Arch.  Int.  Med.,  1919, 
xxiv,  617. 

Although  acetylsalicylic  acid  (aspirin) ,  introduced 
into  therapeutics  by  Dreser,  is  today  the  most  wide- 
ly used  of  antipyretic  drugs,  its  action  on  the  heat- 
regulating  mechanism  has  not  received  either  the 
careful  or  the  extensive  study  it  deserves.  That  other 
salicylates  possess  antipyretic  and  analgesic  prop- 
erties of  a  more  feeble  order  than  those  of  acetyl- 
salicylic acid  was  emphasized  by  the  work  of  Bondi 
and  Katz  who  associated  the  difference  with  the  fact 
that  the  acetyl  ester  appears  to  be  absorbed  and 
distributed  largely  intact  while  the  salicylate 
is  but  slowly  split  off  in  the  intestine. 


In  this  paper  the  authors  deal  with  the  effects 
of  acetylsalicylic  acid  on  the  heat  regulation  of  nor- 
mal human  subjects.  Five  normal  persons  served  as 
subjects,  three  medical  students  and  the  authors. 
The  findings  in  the  experiments  carried  out  were 
as  follows: 

Normal  persons  usually  responded  to  acetylsal- 
icylic acid  (i  gm.  per  os)  by  an  increase  in  the  carbon 
dioxide  output  and  heat  production.  The  maximum 
effect  was  reached  during  the  fourth  half  hour  after 
administration. 

The  average  heat  production  of  the  five  subjects 
was  40.3  calories  per  square  meter  per  hour  after 
the  drug  was  taken,  in  contrast  to  the  basal  aver- 
age for  the  same  persons  of  37.8  calories.  The  in- 
crease therefore  amounted  to  6.1  per  cent. 

In  spite  of  the  increased  metabolism,  heat  dissi- 
pation was  not  significantly  altered. 

During  the  control  experiments  the  average 
change  in  body  temperature  was  —  0.08  C. ;  after 
the  drug  it  was  +0.03  C. 

The  respiratory  quotient  and  the  pulse  rate  did 
not  appear  to  be  altered  by  the  drug,  and  sleep  did 
not  seem  to  favor  the  exhibition  of  any  antipyretic 
action  by  the  acetylsalicylic  acid. 

G.  E.  Beilby. 

Barbour,  H.  G.:  Antipyretics.  III.  Acetyl- 
salicylic Acid  and  Heat  Regulation  in  Fever 
Cases.     Arch.  Int.  Med.,  1919,  xxiv,  624. 

In  a  previous  paper  the  author  showed  that 
acetylsalicylic  acid  in  i  gm.  doses  has  but  a  slight 
effect  on  the  heat  balance  of  normal  persons.  The 
average  increase  above  the  normal  heat  production 
obtained  in  five  cases  was  6.1  per  cent,  the  maximum 
effect  occurring  during  the  fourth  half  hour  after 
the  drug  was  taken  by  mouth.  The  rise  in  the  body 
temperature  was  very  slight. 

In  this  paper  Barbour  reports  the  effects  of  acetyl- 
salicylic acid  given  in  the  same  amounts  in  fever 
cases.  During  febrile  and  afebrile  phases,  as  well  as 
in  the  first  stages  of  convalescence,  the  phenomena 
manifested  were  similar. 

In  determining  the  means  by  which  a  substance 
exerts  its  antipyretic  action,  it  is  necessary  to  know 
how  the  energy  exchange  is  affected  and  whether 
the  reduction  in  temperature  is  due  to  an  increase  in 
heat  elimination  or  a  decrease  in  heat  production, 
or  both. 

The  author  gives  the  method  and  results  of  these 
experiments  which  were  also  carried  out  on  five  sub- 
jects, and  summarizes  his  results  as  follows: 

Acetylsalicylic  acid  in  i  gm.  doses  exhibited  a 
marked  antipyretic  effect  in  febrile,  temporarily 
afebrile,  and  convalescent  subjects. 

In  one  and  one-half  hours  the  temperature  change 
averaged  —0.81  C.  in  six  experiments  on  four  per- 
sons in  contrast  to  an  average  rise  of  0.18  C.  on  four 
control  days. 

In  the  control  experiments  the  heat  elimination 
averaged  37.7  calories  per  square  meter  per  hour. 
When  acetylsalicylic  acid  was  given  it  became  52.1 
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calories,  an  increase  of  38.2  per  cent.  The  antipy- 
retic effect  was  due  essentially  to  this  change  which 
was  associated  with  marked  perspiration  and  sub- 
jective warmth. 

The  fall  in  temperature  was  accompanied  by  a 
heat  production  of  38.8  calories  per  square  meter 
per  hour,  a  decrease  of  3.5  per  cent  below  the  40.2 
calories  of  the  control  days.  This  change  was  due 
probably  to  the  cooling  of  the  body. 

In  the  pulse  rate  the  drug  caused  an  averaged  de- 
crease of  ten  beats  per  minute.  Temporary  cardiac 
disturbances  were  noted  in  two  cases. 

The  return  to  the  initial  temperature  level  was 
brought  about  essentially  by  a  reduction  of  the  heat 
elimination  to  about  one  half  the  normal  figure  and 
was  unaccompanied  by  shivering  or  marked  increase 
in  the  carbon  dioxide  output. 

The  sensitivity  of  febrile,  temporarily  afebrile, 
and  convalescent  subjects  to  antipyretics  was  not 
explained.  These  drugs  did  not  "stimulate"  a  "de- 
pressed" heat  regulating  mechanism,  nor  was  the 
sensitivity  due  to  a  lack  of  readily  combustible  mate- 
rial (dextrose).  On  the  other  hand,  the  respiratory 
quotient  of  persons  sensitive  to  antipyretics  ap- 
peared to  be  increased  by  doses  of  acetylsalicylic 
acid  which  did  not  affect  the  quotient  of  normal 
persons.  The  author  hopes  to  elucidate  this  ques- 
tion of  sensitivity  by  further  studies  of  the  carbo- 
hydrate metabolism.  G.  E.  Beilby. 

Park,  E.  A.,  and  McGlure,  R.  D.:  The  Results  of 
Thymus  Extirpation  in  the  Dog,  with  a  Review 
of  the  Experimental  Literature  on  Thymus 
Extirpation.    Am.  J.  Dis.  Child.,  1919,  xviii,  317. 

The  experiments  described  in  this  paper  were 
undertaken  by  the  authors  after  reading  reports  of 
the  results  of  thymus  extirpation  by  Klose  and  Vogt 
and  by  Matti  and  in  the  belief  that  it  might  be 
possible  in  this  way  to  produce  a  condition  closely 
related  to,  if  not  actually  identical  with,  rickets  in 
man. 

To  the  reports  of  their  experiments  they  have 
added  also  a  description  of  the  development  of  the 
thymus  in  the  higher  mammals  in  order  to  make 
plain  the  diflferences  in  the  anatomical  arrangement 
of  the  thymus  in  the  species  which  have  been  used 
for  thymectomy  experiments  most  commonly  and 
to  make  clear  the  variations  which  often  have  been 
found  in  different  members  of  the  same  species. 

In  supplementing  their  own  work  with  the  histori- 
cal and  developmental  studies  mentioned  their  pur- 
pose has  been  also  to  obtain  more  than  a  mere  orien- 
tation of  ideas  in  regard  to  the  results  of  experimen- 
tal extirpation  of  the  thymus;  they  have  sought  to 
indicate  the  parts  of  the  thymus  problem  which  re- 
quire further  investigation  and  the  lines  of  approach 
which  offer  possibilities  of  success. 

The  article  under  consideration  is  limited  in  its 
scope  to  a  consideration  of  the  removal  of  the  thy- 
mus gland  and  its  effects  upon  animals,  and  does 
not  go  into  the  question  of  the  histogenesis  of  the 
thymus,  its  pathology,  its  role  in  clinical  medicine, 


or  the  effects  produced  on  the  thymus  by  the  re- 
moval of  the  various  endocrine  glands. 

The  results  of  their  experiments  the  authors  sum- 
marize as  follows: 

Extirpation  of  the  thymus  failed  to  cause  death. 
It  did  not  produce  rickets  or  any  disease  of  the 
skeleton.  It  was  impossible,  in  fact,  to  be  certain 
that  it  caused  any  alteration  in  the  animal.  A  great 
minority  of  experiments  suggested  the  possibility 
that  removal  of  the  thymus  retarded  or  diminished 
the  growth  of  the  skeleton,  and  therefore  of  the 
animal  as  a  whole,  while  some  of  them  indicated  that 
it  had  provoked  changes  resembling  hyperplasia  in 
the  thyroid  and  hypertrophy  of  the  suprarenal,  or 
had  retarded  the  development  of  the  testes.  These 
changes,  however,  were  actually  due  to  some  other 
cause  than  deprivation  of  thymus  function  because 
they  did  not  occur  in  combination  in  the  same  ani- 
mals. 

As  a  result  of  their  experiments  the  authors  found 
it  possible  to  draw  some  general  conclusions  in  re- 
gard to  the  function  of  the  thymus  in  the  dog.  Thy- 
mus function  they  found  to  be  absolutely  unessential 
to  life  and  not  necessary  for  the  normal  process  of 
ossification.  It  is  not  required  for  the  normal  growth 
and  development  of  the  hair,  teeth,  or  muscles  or 
for  normal  intelligence.  They  point  out,  however, 
that  even  if  there  had  not  been  any  change  in  any 
of  the  organs  of  internal  secretion  in  the  experimen- 
tal animals  it  would  still  have  been  impossible  to 
state  that  the  destruction  of  thymus  function  did  not 
produce  any  changes  for  the  reason  that  their  in- 
vestigations did  not  cover  the  period  which  imme- 
diately followed  thymectomy.  Changes  might  have 
been  present  in  the  endocrine  glands  of  the  thymec- 
tomized  dogs  of  their  experiments  which  had  van- 
ished completely  or  had  been  reduced  to  mere  traces 
by  the  time  the  organs  were  examined.  Attention 
has  never  been  directed  to  the  possibility  that  the 
period  immediately  following  thymectomy  may  be 
that  in  which  alterations  in  the  endocrine  glands 
are  best  developed  or  may  be  the  only  one  in  which 
they  are  present.  All  investigators  have  awaited 
the  development  of  symptoms  of  thymus  insuffi- 
ciency in  the  living  animal. 

In  attempting  to  explain  the  positive  findings  of 
other  investigators  the  authors  hazard  the  opinion 
that  ultimately  it  will  be  generally  accepted  that 
the  changes  ascribed  by  many  investigators  and 
perhaps  by  all  to  deprivation  of  thymus  function 
have  nothing  to  do  with  loss  of  thymus  function 
but  are  the  result  of  chance  variations,  confinement, 
other  unfavorable  environmental  influences,  unsuit- 
able food,  or  disease  on  animals  whose  vitality 
already  has  been  lowered  by  the  shock  of  a  severe 
operation. 

The  authors  have  previously  indicated  that  many 
of  those  who  have  reported  characteristic  changes  in 
the  living  animal  after  thymectomy  or  in  the  skele- 
ton or  organs  after  death  seemed  to  have  proceeded 
from  the  assumption  that  all  deviation  from  the 
standards  set  by  the  control  animals  was  necessarily 
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the  result  of  deprivation  of  thymus  function  and 
that  the  operation  of  thymectomy  was  a  factor  alto- 
gether negligible  which  did  not  render  the  thyn'ec- 
tomized  animal  any  more  susceptible  to  disease  than 
the  normal  animal  or  any  less  resistant  to  a  variety 
of  injurious  in'lucnces.  They  have  pointed  out  also 
that  no  two  animals  are  exactly  alike  in  size  or  form 
or  the  morphology  of  the  internal  organs,  even 
though  they  are  of  the  same  litter  and  of  selected 
stock,  and  hence  chance  variations  are  bound  to 
appear.  Further,  in  the  offspring  of  mongrel  stock 
— such  as  has  been  used  by  all  investigators  without 
exception — normal  variation  has  extremely  wide 
limits.  They  have  indicated  also  that  the  operation 
itself  was  always  the  cause  of  temporary  retardation 
in  growth  or  development  through  the  entrance  of 
infection,  the  existence  of  which  might  never  be 
recognized.  They  have  endeavored,  in  addition,  to 
make  clear  that  the  animal  confined  in  a  cage  or 
cellar  while  still  in  a  weakened  condition  resulting 
from  the  operation,  or  given  unsuitable  food,  or 
infected  with  mange  or  round  worms  or  distemper 
may  be  unable  to  rally  and  so  remains  feeble  and 
retarded  in  growth  and  development,  and  perhaps 
finally  dies  while  the  control  animal  remains  un- 
equally aflfected  or  is  not  afTected  at  all.  They  con- 
sider it  absurd  to  suppose  that  ten  animals  in 
which  the  thorax  was  opened  when  they  were  a 
few  days  old  and  a  large  structure  dissected  from 
the  beating  heart  and  the  nerve  trunks  and  vessels 
of  the  thorax  and  neck  should  all  grow  as  rapidly  and 
thrive  as  well,  once  they  had  survived  the  immediate 
danger  to  life,  as  animals  which  had  remained 
untouched,  and  that  the  ultimate  mortality  in  the 
one  group  should  not  be  greater  than  in  the  other. 
Experimental  results  such  as  those  obtained  in  the 
rabbit  by  Lucien  and  Parisot,  or  by  Bash  in  the  dog, 
consisting  essentially  in  temporary  retardation  of 
growth,  could  be  most  naturally  and  simply  ex- 
plained, in  the  authors'  opinion,  as  the  direct  or 
indirect  effects  of  the  operation  or  of  the  operation 
and  confinement.  Experimental  results  like  those 
'of  TaruUi  and  Lo  Monaco,  Cozzolino  and  Fulci, 
in  which  one  or  two  thymectomized  animals  out  of 
a  group  failed  to  grow  at  the  normal  rate  and  devel- 
oped skeletal  changes  of  one  sort  or  another,  are 
susceptible  to  interpretation  on  the  ground  that  the 
one  or  two  animals  whose  powers  of  resistance  had 
been  most  reduced  by  the  operation  were  the  ones 
least  able  to  throw  off  infection  or  withstand  en- 
vironmental conditions  or  disease.  Doubtless  the 
positive  findings  of  the  experiments  of  Matti  and 
Klose,  in  which  a  considerable  proportion  of  the 
thymectomized  dogs  were  affected  and  finally  died, 
are  explicable  on  the  same  general  principles.  It  is 
not  asserted,  however,  that  none  of  the  positive 
experimental  results  after  thymectomy  reported  by 
other  workers  could  have  been  due  to  deprivation 
of  thymus  function,  it  being  merely  pointed  out  that 
there  are  other  explanations  than  deprivation  of 
thymus  function  for  the  symptoms  and  pathologic 
changes  in  thymectomized  animals  whicli  have  been 


reported,  that  these  explanations  must  be  seriously 
considered  in  the  interpretation  of  all  positive  ex- 
perimental findings,  and  that  for  the  interpretation 
of  the  positive  experimental  findings  reported  by 
some  investigators  these  explanations  become  abso- 
lutely essential. 

In  evaluating  the  results  obtained  by  thymus 
extirpation  the  greatest  importance  must  be 
ascribed  to  the  fact  that  the  symptoms  and  patho- 
logic changes  attributed  to  deprivation  of  thymus 
function  are  almost  without  exception  the  symp- 
toms and  pathologic  changes  which  occur  in  labora- 
tory animals  as  the  result  of  confinement,  improper 
food,  unhygienic  conditions,  and  bacterial  and  para- 
sitic infections,  and  are  identical  with  or  closely 
related  to  those  which  have  been  reported  after  the 
removal  of  at  least  two  organs  of  internal  secretion 
in  addition  to  the  thymus,  excision  of  the  carotid 
bodies,  and  a  number  of  different  abdominal  opera- 
tions. 

On  the  basis  of  their  own  experiences  the  authors 
make  certain  suggestions  in  regard  to  the  experi- 
mental work  in  thymus  extirpation  which  may  be 
undertaken  in  the  future.  They  believe  that  it  is 
certain  that  extirpation  of  the  thymus  does  not 
produce  death  or  the  development  of  rickets.  They 
conclude,  however,  that  the  question  of  the  influence 
of  thymus  extirpation  on  growth  and  development 
and  on  certain  of  the  organs  of  internal  secretion, 
notably  the  thyroid,  testis,  and  suprarenal,  is  not 
settled.  For  the  study  of  the  effects  on  growth  and 
development  they  suggest  that  only  thoroughbred 
stock,  standardized  in  point  of  size,  be  used,  that 
each  thymectomized  animal  have  his  own  control 
animal  of  the  same  sex  and  of  the  same  litter,  and 
that  the  animals  be  not  confined  nor  placed  in  large 
groups,  but  kept  under  conditions  which  are  abso- 
lutely natural  for  that  particular  species  of  animal. 
They  believe  that  the  problem  of  the  effects  of  thy- 
mectomy on  growth  and  development  can  never  be 
solved  unless  the  experimental  conditions  mentioned 
are  complied  with  rigidly. 

For  the  determination  of  the  effects  of  thymec- 
tomy on  the  organs  of  internal  secretion  they 
suggest  that  studies  of  the  organs  of  internal  secre- 
tion be  made  in  the  first  few  weeks  which  follow 
thymectomy  as  well  as  at  a  later  period,  that  each 
thymectomized  animal  have  his  own  control  animal 
of  the  same  sex,  and  that  the  conditions  under  which 
the  animals  are  placed  be  normal.  Further,  they 
urge  that  the  completeness  of  the  thymectomy  be 
judged  solely  by  the  experience  of  the  operator  at 
the  time  of  operation  and  by  the  results  of  the  most 
careful  examination  of  the  animal  at  necropsy  for 
thymus  rests,  and  that  all  experiments  in  which 
there  is  every  evidence  that  the  thymus  was  com- 
pletely extirpated  be  regarded  as  valid,  whether  the 
results  happen  to  meet  the  preconceived  ideas  of 
the  investigator  of  not.  They  believe  that  positive 
conclusions  in  regard  to  these  effects  of  thymectomy 
should  be  drawn  only  from  evidence  which  is  over- 
whelming.   -  -•       -  ^='  •■<.£---  G.iE.'Beilby.' 
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Matronola,  G. :  Experimental  Research  upon  the 
Thymic  Theory  of  Basedow's  Disease  (Riccrche 
cxperimentali  sulla  tcoria  timica  del  morbo  di  Base- 
dow).   Clin,  chir.,  igig,  xxvi,  865. 

The  author  reviews  the  various  theories  as  to  the 
cause  of  Basedow's  disease  j,nd  reports  the  details  of 
14  experimental  investigations  on  dogs  in  which  he 
endeavored  to  determine  whether  hyperthymiza- 
tion  would  cause  the  appearance  of  Basedow  symp- 
toms. The  results  of  thescexperiments  are  summed 
up  as  follows: 

1.  The  thymus  grafts  did  not  take  in  any  sense; 
perhaps  the  entire  thymus  rather  than  pieces  should 
be  employed  or  the  experiments  should  be  performed 
on  puppies  rather  than  on  adult  dogs.  The  glandular 
tissue  rapidly  degenerated  beginning  with  the  disap- 
pearance of  Hassall's  corpuscles.  Simultaneously 
the  host  tissues  circumscribed  it  with  a  connective 
capsule  from  which  septa  spread  and  became 
interwoven  among  the  thymic  lobules  which  they 
absorbed  by  degrees  until  finally  nothing  of  the 
graft  was  left  but  a  scar. 

2.  During  the  period  of  absorption  the  weight  of 
the  animals  did  not  undergo  any  notable  altera- 
tion beyond  the  normal. 

3.  The  pulse  seemed  almost  constantly  increased 
during  the  first  days  following  operation. 

4.  A  leucopaenia  was  never  observed  nor  any 
lymphocytosis,  but  frequently  there  was  a  slight 
increase  in  the  number  of  neutrophile  leucocytes. 

5.  Large  heterogeneous  thymus  grafts  were  better 
tolerated  if  inserted  in  the  omentum  than  if  inserted 
subcutaneously.  In  2  cases  in  which  they  were  in- 
serted subcutaneously  the  animals  died  a  few  days 
after  operation.  This  was  perhaps  due  to  the  fact 
that  the  site  being  badly  irrigated,  the  grafted  pieces 
rapidly  disintegrated  and  a  large  quantity  of  toxic 
matter  was  rapidly  absorbed. 

6.  Histologic  changes  in  the  thyroid  suggested 
hyperfunctioning  and  hypertrophy. 

In  support  of  the  thymic  theory  of  Basedow's 
disease  there  was  only  the  simple  transitory  increase 
in  the  number  of  pulsations  and  a  slight  thyroid 
hypertrophy.  It  is  possible  of  course  that  the  hy- 
perthymization  was  insufficient  and  the  animals 
were  far  from  the  condition  present  in  thymic  hyper- 
trophy. The  grafts  did  not  take  and  hence  there 
was  only  the  resorption  of  the  small  quantity  of 
thymus  secretion  contained  in  the  gland  and  of  the 
organic  products  of  the  dead  tissue. 

The  method  used  is  therefore  useless  and  further 
experiments  should  be  performed  in  such  a  way  that 
the  animal  will  obtain  repeatedly  and  continually 
a  quantity  of  thymic  juice  sufficient  to  produce  a 
constant  state  of  hyperthymization.  Following 
attempts  made  in  this  way  the  symptoms  might 
be  more  evident  and  perhaps  develop  a  picture 
similar  to  that  of  Basedow's  disease.  Perhaps 
it  might  be  better  to  inject  into  the  animals  repeated 
doses  of  thymus  autolysate.  So  far  as  the  author 
knows  this  method  has  not  yet  been  experimentally 
tried.  W.  A.  Brennan. 


ROENTGENOLOGY  AND  RADIUM  THERAPY 

Macleod,  N. :  Experiments  on  the  Detection  of  Pus- 
Soaked  Cloth  in  Animal  Tissues.  Arch.  Radiol. 
(5" Eleclrotherapy,.igig,  xxiv,  192. 

These  experiments  were  made  by  embedding  a 
sac  of  sausage  skin  containing  pus  and  a  piece  of  pus- 
soaked  cloth  in  a  mass  of  fresh  beef  and  then  inject- 
ing an  emulsion  of  bismuth  salt  into  the  sac  through 
a  wooden  tube  tied  into  its  mouth.  It  was  found  that 
when  the  mass  of  the  injected  emulsion  was  not  too 
thick  the  markings  of  the  cloth  could  easily  be 
shown  by  rocntgenographic  examination.  The 
author  arrived  at  the  following  conclusions: 

r.  No  attempt  should  be  made  to  inject  fresh 
wounds  with  bismuth  or  other  substance  for  radio- 
graphic purposes. 

2.  After  injecting  as  much  of  an  emulsion  of  i 
part  of  bismuth  salt  to  3,4,  5,  or  6  parts  of  mucilage 
of  acacia  as  can  be  introduced,  plug  the  opening  and 
gently  knead  the  area  under  suspicion,  if  this  is 
possible,  and  mix  the  emulsion  and  pus  thoroughly 
before  making  the  radiograph. 

3.  If  the  presence  of  cloth  is  suspected  remove 
the  plug  and  drain  away  the  injection  by  gentle 
hand  pressure  at  right  angles  to  the  plate  before 
making  the  radiograph,  in  order  to  flatten  the  cloth 
and  reduce  the  emulsion  mass. 

4.  The  slight  extra  effort  thus  involved  in  the 
radiographic  examination  of  fistulae  containing  pus- 
soaked  cloth  will  be  amply  rewarded  if  the  cloth  is 
detected  three  times  out  of  four  as  was  the  case  in 
the  last  twelve  of  the  experiments  reported. 

5.  Stereoscopic  negatives  should  be  made  inva- 
riably in  such  cases  if  operating  surgeons  with 
binocular  vision  are  to  have  all  the  assistance  the 
radiographer  can  give  them.        Adolph  Hartung. 

Diamond,  J.  S.:  The  Roentgen  Diagnosis  of 
Diseases  of  the  Thoracic  Viscera.  Med.  Rec. 
1919,  xcvi,  873. 

The  roentgen  ray  will  record  tissue  changes  be- 
fore they  are  discernible  by  other  methods.  The 
importance  of  clinical  study  of  individual  cases, 
however,  should  not  be  minimized  for  while  there 
may  be  roentgen-ray  or  physical  signs  of  tuberculo- 
sis before  the  patient  manifests  any  sign  of  tuber- 
culous toxaemia  the  final  interpretation  rests  upon 
clinical  studies. 

It  is  always  advisable  to  follow  a  certain  routine 
in  the  roentgen-ray  examination  of  the  chest,  noting 
the  type  of  thorax,  the  width  or  variation  of  the 
interspaces,  the  diaphragmatic  domes  and  their 
excursion,  the  illumination  of  the  cardiophrenic 
angles,  etc.  The  author  describes  in  detail  also  the 
normal  anatomy  of  the  thoracic  viscera  as  depicted 
in  roentgenograms. 

In  discussing  pathologic  conditions  Diamond 
contrasts  bronchopneumonia,  which  spreads  from 
the  hilus  outward  with  densities  more  or  less  isolated 
and  areas  of  aeration  shining  through,  with  lobar 
pneumonia  in  which   consolidation  begins  at  the 
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periphery  and  spreads  en  masse  toward  the  hilus. 
P'ormerly  when  the  presence  of  pneumonia  could 
not  be  determined  by  the  ear  it  was  thought  to  be 
central  and  therefore  inaccessible  to  auscultation. 
As  a  matter  of  fact,  however,  the  exudates  are 
cortical  and  the  reason  their  vibrations  are  not 
transmitted  to  the  ear  is  because  they  have  not 
reached  the  larger  bronchi. 

Pleural  effusion  casts  a  dense  shadow  in  which 
there  is  total  disappearance  of  lung  markings;  if 
large,  the  mediastinal  contents  are  displaced  and 
the  upper  level  of  the  fluid  assumes  a  concave  line 
reaching  higher  at  the  periphery.  If  air  is  present 
(pneumothorax)  the  level  of  the  fluid  is  straight. 

Tuberculosis  may  be  confined  to  the  hilus  and 
appear  as  an  infiltration  of  the  glands.  In  such 
cases  it  causes  distortion  of  the  natural  outline  of 
the  hilus  and,  when  extreme,  throws  the  shadow  of  a 
dense  mass.  A  similar  picture  is  seen  in  many  other 
diseases,  including  Hodgkin's  disease  and  syphilis. 
The  hilus  is  always  more  or  less  affected  before 
tubercles  are  visible  in  the  parenchyma.  Often  the 
process  stops  here,  the  glands  becoming  later  in- 
spissated with  lime  salts.  When  it  does  not  stop 
here  the  tubercle  forms  in  the  smallest  and  most 
distant  bronchioles.  It  is  seen  as  an  irregular  small 
area  of  increased  density  and  is  spoken  of  as  peri- 
bronchial infiltration.  The  blocking  of  the  lym- 
phatics adds  to  the  engorgement  and  increases  the 
prominence  of  the  markings.  The  apex  of  the  lung 
may  show  reduced  illumination.  A  diagnosis  of 
pulmonary  tuberculosis  cannot  be  made  unless 
peribronchial  infiltrations  are  seen.  Congestion 
may  be  caused  by  other  factors  and  the  reduced 
illumination  may  be  due  to  old  thickened  pleura. 
Some  enlargement  of  the  hilus  with  the  presence  of 
calcified  glands  is  frequently  found  in  healthy  per- 
sons. Healing  processes  such  as  fibrosis  and  cal- 
cification are  very  distinct  in  roentgen  plates. 

The  acute  miliary  type  of  tuberculosis  is  seen  as 
small  discrete,  punctate  densities  scattered  from 
apex  to  base,  usually  in  both  lungs. 

Pneumonoconiosis  is  the  result  of  irritative 
changes  in  the  lungs  due  to  the  inhalation  of  dust. 
In  time,  a  characteristic  mottling  becomes  evident. 
At  a  certain  stage  it  is  often  difficult  to  diflferentiate 
this  disease  from  tuberculosis;  it  does  not  begin 
in  the  apices,  however,  and  its  distribution  is  usually 
symmetrical. 

Cylindrical,  fusiform,  or  sacculated  bronchiectasis 
is  recognized  by  characteristic  areas  of  increased 
illumination  usually  in  the  lower  lobes. 

Malignant  tumors  are  usually  secondary.  Sar- 
comata are  easily  recognized  as  rounded  dense 
masses  which  generally  are  well  defined.  Carcinomata, 
which  are  more  diflScult  to  recognize,  appear  as  small 
dense  areas  in  the  interstitial  tissue  of  the  lung 
and  along  the  larger  trunks.  When  secondary  they 
are  seen  in  both  lungs. 

Roentgen-ray  examination  of  the  heart  has  be- 
come both  accurate  and  simple  and  often  gives 
conclusive  findings  when  percussion  has  failed.   The 


size  of  the  heart  can  be  determined  accurately  by 
plates  made  at  a  distance  of  6  ft. — teleroentgeno- 
grams. The  outline  of  the  diseased  heart  grossly 
considered  assumes  one  of  two  distinct  shapes, 
spherical  or  oval.  The  first  is  seen  in  cases  of  mitral 
lesions;  the  second,  in  aortic  lesions.  In  mitral 
stenosis  the  left  auriculopulmonic  curve  bulges 
while  the  aortic  arch  recedes.  In  mitral  insufficiency 
the  left  ventricle  also  enlarges.  In  aortic  lesions  the 
aortic  arch  becomes  widened,  the  auriculopulmomc 
curve  is  more  accentuated,  there  is  a  very  marked 
increase  in  the  size  of  the  left  ventricle,  and  the 
heart  assumes  an  oval  shape. 

Pericardial  effusion  causes  an  increase  in  the  size 
of  the  heart  shadow  and  gives  it  a  triangular  shape. 
In  this  condition  also  there  is  loss  of  pulsation. 

Aortic  aneurism  is  distinguished  from  other 
mediastinal  tumors  by  its  expansile  pulsation.  This 
diagnosis,  needless  to  say,  is  conclusive. 

Concluding  his  general  resume  Diamond  calls 
attention  to  the  fact  that  while  in  some  instances 
roentgen-ray  diagnosis  is  conclusive,  in  others  it  is 
but  corroborative  and  conclusions  can  not  be 
reached  without  the  aid  of  clinical  manifestations. 
It  is  for  this  reason  that  the  roentgenologist  should 
have  clinical  acumen  and  it  behooves  the  clinician 
to  familiarize  himself  with  the  roentgen  appearance 
of  pathologic  states.  D.  R.  Bowen. 

Groover,  T.  A.,  and  Christie,  A.  C:  An  Analysis  of 
1,300  Cases  Referred  for  Gastro- Intestinal 
Study,  with  Special  Reference  to  the  Import- 
ance of  Chest  Examination  of  Such  Cases.  Am. 

J.  Roentgenol.,  1919,  n.  s.  vi,  571. 

To  emphasize  the  fact  that  gastro-intestinal 
symptoms  frequently  have  their  source  in  lesions 
above  the  diaphragm,  the  authors  analyzed  1,300 
cases  examined  by  them  during  the  past  two  years. 
Of  this  number,  506  showed  actual  pathologic  con- 
ditions and  in  170  of  these  there  were  lesions  in  the 
chest.  In  other  words,  the  gastro-intestinal  lesions 
were  only  about  twice  as  numerous  as  the  chest 
lesions  in  cases  referred  for  gastro-intestinal  study. 
Pulmonary  disease  was  found  in  98  cases  and  in  84 
of  these  the  lung  condition  was  tuberculosis.  Sixty- 
nine  cases  belonged  to  the  cardiovascular  group  and 
3  were  cases  of  intrathoracic  goiter.  Coincident 
lesions  of  the  lung  and  gastro-intestinal  tract  were 
noted  in  only  6  cases,  whereas  coincident  lesions  of 
the  lung  and  cardiovascular  tract  were  found  in  11. 
Special  emphasis  is  laid  upon  the  need  for  stereo- 
scopic plates  in  chest  examinations  in  addition  to 
the  fluoroscopic  examination.     Adolph  Hartung. 

Metcalfe,  J.:  Stereoscopic  Radiography  in  the 
Treatment  of  Fractures  of  the  Femur.  Proc. 
Roy.  Soc.  Med.,  Lond.,  1919,  xii,  Sect.  Electro- 
therap.,  72. 

Stereoscopic  radiography  in  the  treatment  of 
fractures  of  the  femur  produced  uniformly  better 
results  than  the  ordinary  methods.  A  special  bed 
was  used  to  facilitate  the  examination  and  frequent 
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exposures  were  made.  The  information  thus  ob- 
tained served  as  a  guide  for  proper  corrective 
measures.  As  a  result  most  cases  showed  very  little 
shortening  and  no  after-stiffness  of  the  knee  joint. 
The  author  believes  that  the  examination  of  reduced 
stereoscopic  prints  shows  the  appearance  and  con- 
tour of  the  bone  much  better  than  the  large  plates 
in  a  Wheatstone  or  similar  stereoscopic  device. 

Adolph  Hartung. 

Thompson,  H.  B.:  Osteomyelitis  and  Its  Classifi- 
cation Radiograpliically.  Northwest  Med.,  1919, 
xviii,  270. 

The  roentgenologist's  report  of  a  case  of  osteo- 
myelitis should  aim  to  give  not  only  information  as 
to  diagnosis  but  also  such  data  concerning  the  origin, 
extent,  probable  virulence  and  prognosis  of  the  condi- 
tion, both  with  and  without  operation,  as  may  be 
gathered  from  a  careful  study  of  the  roentgenogram. 
The  author  classifies  the  disease  according  to  its 
origin  into  the  medullary,  cortical,  and  periosteal 
type. 

The  medullary  type  corresponds  to  the  idiopathic, 
acute  osteomyelitis  of  the  old  classification  and 
occurs,  as  is  usual  among  virulent  infections,  in  a 
restricted  space.  In  this  connection  operation 
should  not  await  X-ray  findings  unless  a  diagnosis 
cannot  be  established  without  them. 

The  cortical  type  corresponds  to  the  chronig  form 
of  the  old  classification.  It  is  due  to  some  low-grade 
infection  and  usually  follows  an  injury.  It  tends  to 
remain  localized,  produces  less  bone  destruction  and 
more  bone  production,  and  therefore  gives  a  much 
better  prognosis. 

The  periosteal  type  can  be  diagnosed  radio- 
graphically  only  after  some  weeks,  when  it  usually 
affects  the  cortex  secondarily.  It  gives  a  pre- 
ponderance of  bone  production  over  bone  destruc- 
tion, usually  follows  an  injury,  and  is  very  often 
specific  in  character. 

Roentgen  findings  relative  to  the  detection  of 
sequestration  are  given,  as  is  also  the  differential 
diagnosis  between  osteomyelitis  and  such  lesions  as 
bone  cysts,  ossifying  haematomata,  myositis  ossifi- 
cans, malignancies,  and  Paget's  disease. 

Adolph  Hartung. 

Morrow,  H.,  and  Lee,  A.  W. :  Radium  in  Dermatol- 
ogy.   /.  Am.  M.  Ass.,  1919,  Ixxiii,  1523. 

This  is  a  summary  of  three  years'  experience  in 
the  treatment  of  certain  forms  of  skin  diseases 
with  radium.  Varying  quantities  and  different 
types  of  containers  were  used  according  to  the 
particular  lesion.  Practically  all  cases  were  treated 
by  rnore  or  less  direct  juxta-position  of  the  radium 
with'  intervening  screens  of  several  types. 

The  best  results  were  obtained  in  cases  of  true 
basal-cell  epithelioma.  Eighty-nine  of  112  cases 
of  this  nature  cleared  up  without  recurrences.  In 
15  there  were  recurrences  which  cleared  again 
following  further  radium  treatment.  Bowen's 
type  of  epithelioma  also  showed  uniformly  good 


results.  With  squamous-cell  carcinoma  the  au- 
thors have  had  limited  experience  as  most  of  the 
patients  with  this  type  of  growth  were  referred  for 
surgical  treatment.  A  few  inoperable  cases,  however, 
were  favorably  influenced.  Only  a  few  sarcomata 
were  treated,  but  the  results  obtained  were  more 
satisfactory  than  in  any  other  form  of  malignant 
disease  except  basal-cell  epithelioma. 

Of  various  najvi  treated,  thesp-called  strawberry 
mark  or  cavernous  angioma  showed  the  most 
decided  improvement,  disappearing  entirely  after 
a  few  applications  and  leaving  a  scar  almost  like 
the  normal  skin.  Horny  or  warty  linear  najvi  as 
well  as  pigmentary  naevi  were  successfully  removed. 
The  angioma  simplex  or  port- wine  marks  gave  less 
satisfactory  results.  Warts  could  be  readily  re- 
moved, but  other  forms  of  treatment  are  probably 
to  be  preferred  except  for  plantar  warts  and  those 
which  occur  at  the  side  of  or  under  the  finger  nail. 
In  cases  of  the  latter  type  the  results  left  nothing 
to  be  desired. 

In  the  majority  of  instances  of  keloid  excellent 
results  followed  the  treatment,  especially  if  the  lesion 
was  of  recent  origin  and  appeared  in  young  sub- 
jects. For  the  discoid  and  the  red,  scaly,  thickened 
areas  of  erythematous  lupus,  radium  was  found  of 
value.  Beneficial  effects  were  obtained  also  in  the 
treatment  of  myxomatous  cysts  on  the  dorsal  and 
lateral  aspects  of  the  distal  phalanges.  In  addition, 
a  small  number  of  cases  of  lupus  vulgaris,  leukopla- 
kia, and  pruritus  ani  were  treated  successfully. 

Adolph  Hartung. 

MILITARY  SURGERY 

Jones,  R.:  A  Few  Surgical  Lessons  of  the  War. 

Brit.  M.  J.,  1919,  ii,  587. 

In  nerve  injuries  no  interval  between  the  injury 
and  operation  is  too  long  to  preclude  possible  recov- 
ery after  treatment.  In  the  majority  of  cases  the 
end-results  are  dependent  on  the  condition  of  the 
muscles,  tendons,  and  joints.  Complications  such 
as  septic  wounds  involving  the  bones,  muscles,  and 
tendons,  and  stiffness  of  the  joints  necessitate  de- 
laying surgical  procedure. 

Early  operation  is  desirable  not  because  delay  in 
operating  on  the  nerve  lessens  its  chances  of  regen- 
eration, but  because  long-standing  infection  and 
contracture  seriously  impair  the  ability  of  the 
muscle  to  react  when  the  nerve  path  is  re-established. 

Spontaneous  regeneration  should  not  be  awaited 
for  more  than  two  months.  An  exploratory  opera- 
tion requires  a  surgeon  experienced  in  nerve  sur- 
gery. The  wound  should  be  closed  without  inter- 
ference if  the  sheath  of  the  nerve  is  intact  and  the 
nerve  gives  a  faradic  response  when  tested  with  a 
weak  current. 

Nerve  grafting,  bridging  with  catgut  or  other 
foreign  material,  the  turning  down  of  nerve  flaps, 
nerve  crossing  and  anastomoses  are  all  invariably 
failures.  End-to-end  suture  is  the  only  method  by 
which  satisfactory  results  are  obtained. 
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End-to-end  approximation  can  be  obtained  in  the 
majority  of  cases  by  posturing  the  joints  and  trans- 
posing the  nerves.  One  and  one-half  inches  can  be 
gained  by  transposing  the  musculospiral  nerve  to 
the  inner  side  of  the  humerus,  and  several  inches  by 
transposing  the  ulnar  to  the  front  of  the  elbow. 

Scar  tissue  should  be  excised  if  possible.  When 
nerve  protection  is  necessary,  a  living  muscle  flap 
is  indicated  as  nothing  is  to  be  gained  by  surround- 
ing the  suture  line  with  Cargile  membrane  or  vein 
or  fat  transplants. 

In  cases  of  irreparable  nerve  damage  tendon  trans- 
plantations properly  carried  out  are  very  satisfac- 
tory. The  prognosis  with  regard  to  functional  util- 
ity depends  both  upon  the  nerve  injured  and  the 
patient's  occupation. 

In  cases  of  musculospiral,  sciatic,  and  brachial 
plexus  lesions  good  recoveries  are  generally  obtained. 
In  ulnar  and  median  nerve  lesions  the  results  are  not 
so  satisfactory  as  often  there  is  interference  with  the 
finer  movements  of  the  hands. 
lii  Regarding  gunshot  fractures  of  the  femur  the 
author  states  that  in  1916  the  mortality  was  about 
80  per  cent.  In  191 8  this  high  mortality  was  re- 
duced to  20  per  cent  by  the  use  of  the  Thomas 
splint.  The  Thomas  splint  adequately  mobilizes 
the  fracture,  minimizes  the  resulting  shock,  simpli- 


fies transportation,  and  gives  the  most  satisfactory 
end-results.  In  300  cases  of  compound  fracture  the 
average  shortening  was  yi  in. 

The  most  common  cause  of  non-union  in  fractures 
was  loss  of  bone  substance.  Esquillectomy,  which  at 
times  is  necessary,  accounts  for  many  gaps  which  do 
not  fill  in. 

In  the  later  stages  of  treatment  it  was  noticed 
that  a  number  of  fragments  removed  showed  consid- 
erable osteogenetic  power  and  this  led  to  the  prac- 
tice of  maintaining  the  length  of  the  limb  rather  than 
approximating  the  bone  ends.  Gaps  which  exhibited 
only  faint  X-ray  shadows  ultimately  filled  with 
bone. 

In  restoring  function  to  joints  forcible  movements 
are  rarely  indicated.  If  in  cases  of  joint  injuries  the 
pain  which  may  occur  after  manipidation  is  of  short 
duration,  the  movements  may  be  continued.  If  the 
pain  persists  for  lengthy  periods,  however,  rest  is 
indicated.  If  the  increased  range  of  movement  is 
maintained  after  manipulation,  further  movements 
may  be  prescribed  safely.  If  in  spite  of  movement 
and  even  in  the  absence  of  great  pain,  the  range  is 
continually  diminished,  rest  is  indicated.  The  dura- 
tion of  the  pain  when  the  tissues  are  relaxed  rather 
than  its  intensity  should  be  our  clinical  guide. 

A.  J.  ScHOLL,  Jr. 
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UTERUS 

Ghenhall,  W.  T. :  A  Method  of  Suspension  of  the 
Uterus.     M.  J.  Australia,  1919,  ii,  395. 

The  author  lays  stress  on  the  importance  of 
selecting  the  correct  point  in  the  round  ligaments  at 
which  to  place  the  guide  suture.  This  is  determined 
by  studying  the  uterovesical  folds,  the  infundibulo- 
pelvic  tissues,  and  the  utero-ovarian  ligaments. 

Through  a  median  incision  the  abdomen  is  ex- 
plored and  associated  pathologic  conditions  are 
dealt  with.  The  uterus  is  elevated  with  the  hand  to 
determine  the  level  of  attachment  of  the  round 
ligaments.  At  a  point  about  3.75  cm.  from  the 
uterus  the  round  ligament  is  caught  up  by  a 
chromic  gut  suture  passed  beneath  it.  A  curved 
forceps  is  then  pushed  through  the  middle  of  the 
rectus  muscle  and  peritoneum  about  3.75  cm.  above 
the  pubes.  The  forceps  is  made  to  grasp  the  guides 
and  the  ligament  made  to  follow  it  out  through  the 
rectus.  The  procedure  is  repeated  on  the  opposite 
side.  The  peritoneum  is  then  closed,  each  ligament 
is  fixed  to  the  edge  of  the  opposite  rectus  sheath 
with  the  guide  suture,  and  the  rest  of  the  wound 
closed  with  a  continuous  suture  in  the  sheath,  the 
fat,  and  the  skin.  M.  J.  Gelpi. 

Wardlow,  Y. :  The  Interstitial  Transplant  of  the 
Round  Ligaments  in  the  Treatment  of  Se- 
lected Cases  of  Uterine  Retroversion.  Surg., 
Gynec,  &°  Obst.,  1919,  xxix,  603. 

.\  special  instrument  devised  by  the  author,  called 
the  "hysterotome, "  is  necessary  for  the  technique 
described.  After  the  abdomen  is  opened  a  suture 
ligature  is  applied  without  too  much  tension  to  each 
round  ligament  at  the  point  where  both  ligaments 
meet  in  the  median  line  and  its  ends  are  left  long. 
The  hysterotome  is  then  inserted  into  the  uterus  at 
the  origin  of  the  round  ligament  in  such  a  way  that 
the  direction  of  the  insertion  is  backward  under  the 
interstitial  portion  of  the  tube,  then  downward  and 
inward  so  that  the  point  will  emerge  in  the  midline 
about  I  in.  below  the  fundus.  When  this  occurs 
a  loop  of  Pagenstecher  or  silk  is  threaded  through 
the  eye  of  the  hysterotome  and  pulled  through  the 
uterine  wall  as  the  hysterotome  is  withdrawn. 

The  same  procedure  is  followed  on  the  opposite 
side.  The  loops  are  then  tied  to  the  traction  sutures 
on  the  round  ligaments  and  the  latter  pulled  through 
the  uterine  wall  by  means  of  the  loops.  The  traction 
sutures  on  the  ligaments  are  then  tied  to  each  other 
and  cut.  Usually  no  further  suturing  is  necessary, 
but  in  some  cases  a  stitch  or  two  may  be  put  in  the 
puncture  wound  in  the  posterior  wall  of  the  uterus. 
The  same  technique  may  be  used  when  one  or  both 
tubes  have  been  removed. 


The  advantages  claimed  for  the  technique  are: 
(i)  the  ligaments  are  shortened  in  their  anatomical, 
direction;  (2)  only  the  stronger  tendinous  portions 
of  the  ligaments  are  used;  (3)  the  danger  of  recur- 
rence is  lessened;  (4)  there  is  no  interference  with  the 
lymphatic,  vascular,  or  nerve  supply;  (5)  no  artificial 
bands  are  formed;  (6)  traumatism  is  reduced  to  a 
minimum;  (7)  the  transplanted  portion  of  the 
ligament  hypertrophies  with  the  uterine  wall 
during  pregnancy  and  adjusts  itself  physiologically; 
(8)  the  operation  is  simple;  (9)  the  anatomical 
results  are  permanent;  (10)  function  is  restored  to  the 
pelvic  organs;  and  (11)  pelvic  adhesions  are  avoided. 

M.  J.  Gelpi. 

Piccardo,  T.  J.:  Bazterrica's  Stomatoplasty  in  the 
Treatment  of  Sterility  Due  to  Congenital  Cervi- 
cal Stenosis  (La  estomatoplastia  Bazterrica  en  el 
tratamiento  de  la  esterilidad  por  estenosis  cervical 
congenita).  Rev.  argent,  de  obst.  y  ginec,  1919,  iii, 
81. 

"The  primary  role  in  the  initial  phenomena  of 
fecundation  belongs  indisputably  to  the  cervix 
uteri.  Its  external  orifice  is  the  true  gateway  of 
fecundation."    Thus  Piccardo  quotes  Doleris. 

The  spermatozoa  deposited  in  the  vagina  must 
pass  through  the  external  os  and  for  this  a  certain 
normality  in  the  size,  shape,  and  reaction  of  the 
external  os  is  necessary. 

The  cervical  canal  normally  contains  a  trans- 
parent, colorless  mucus  which  is  distinctly  alkaline 
in  reaction,  while  the  vaginal  secretion  is  acid. 
The  latter  being  unfavorable  to  the  spermatozoa, 
a  positive  chemotaxis  is  set  up  between  the  sper- 
matozoa and  the  mucus  which  fills  the  cervix. 

It  is  apparent,  therefore,  that  fecundation  is  im- 
possible if  there  is  any  marked  stenosis  of  the  cer- 
vical orifice. 

Congenital  stenosis  of  the  cervix  Piccardo  defines 
as  an  anatomical  state  due  to  a  disturbance  of 
development  which  prevented  the  uterus  from  under- 
going all  the  proper  modifications  of  puberty.  The 
cervix  in  this  anomaly  is  characterized  by  elonga- 
tion, conical  shape,  and  stenosis  of  the  external  os. 
This  condition  is  frequently  accompanied  by  an 
exaggerated  anteflexion  of  the  uterine  body  and 
stenosis  of  the  internal  os.  Dysmenorrhoea  and 
leucorrhoea  are  prominent  symptoms. 

Aside  from  medical  treatment  (dilatation),  a 
number  of  operations  have  been  suggested  for  this 
condition,  some  to  correct  the  stenosis  of  the  exter- 
nal OS  (excision),  and  others  to  correct  the  shape 
and  dimensions  of  the  cervix  itself  (amputation, 
stomatoplasty). 

Bilateral  excision  is  not  satisfactory  because  the 
upper  and  lower  lips  are  in  such  close  apposition 
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that  the  os  is  impervious  to  any  fluid.  Amputation 
involves  the  loss  of  a  large  portion  of  the  cervical 
mucosa.  Pozzi's  stomatoplasty  is  complicated  and 
difTicult  to  execute. 

Bazterrica's  operation  lies  about  midway  between 
the  simple  bilateral  excision  of  Sims  and  Pozzi's 
operation  and  is  very  easy  to  perform.  The  field 
of  operation  is  disinfected  with  tincture  of  iodine 
and  alcohol.  The  cervix  uteri  is  then  well  exposed 
and  the  anterior  lip,  held  by  a  Museaux  forceps, 
is  brought  down  to  the  vulval  orifice  by  traction. 
A  transverse  incision,  i  or  2  cm.  long,  is  then 
made  with  the  scissors  on  each  side  of  the  os  as 
in  Thomas'  operation,  and  extended  to  the  level 
of  the  insertion  of  the  vaginal  vault  above  the 
cervix.  In  the  base  of  the  angle  formed  by  the 
incisions  a  portion  of  the  cervical  parenchyma  is 
resected,  care  being  taken  to  respect  the  cervical 
and  the  vaginal  mucosa.  The  operation  is  com- 
pleted by  placing  a  suture  which  approximates  the 
cervical  and  vaginal  mucosa  and  closes  the  area 
left  by  the  cuneiform  resection.  These  sutures  serve 
in  addition  for  the  haemostasis  of  the  region.  A 
small  strip  of  gauze  is  introduced  and  the  vagina 
lightly  tamponed. 

The  cuneiform  resection  has  a  beneficial  effect 
on  the  internal  os  uteri  because  the  cicatricial  re- 
traction tends  to  dilate  it. 

.  Piccardo  is  emphatic  concerning  the  choice  of 
cases  in  which  this  treatment  is  indicated.  It 
should  be  used  only  in  cases  of  congenital  stenosis 
of  the  cervix  uteri  in  which  the  development  of  the 
uterus  and  the  conditions  of  menstruation  warrant 
the  assumption  that  pregnancy  is  possible. 

M.  M,  Matthtes. 

Peart,  J.  F.:  On  the  Removal  of  Large  Cervi- 
cal Tumors  Occupying  the  Vagina.  Lancet, 
19 19,  cxcvii,  1194. 

Peart  reports  a  case  of  intravaginal  fibroid  and 
describes  the  method  by  which  he  removed  it.  The 
patient  was  a  multipara  48  years  old  who  had  had 
uterine  haemorrhages  for  three  years.  Examination 
disclosed  a  hard  tumor  filling  the  vagina  and  pre- 
senting at  the  vulva.  The  mass  reached  to  three 
finger-breadths  below  the  umbilicus.  On  the  right 
side  was  a  cystic  swelling.  Vaginal  examination 
was  impossible.  At  operation  the  right  tube  was 
found  to  be  cystic  and  bound  by  adhesions.  The 
left  tube  and  ovary  were  also  bound  by  adhesions. 
The  uterus  was  small.  The  incision  was  made  into 
the  anterior  wall  of  the  vagina.  The  tumor  origi- 
nated from  the  inner  side  of  the  anterior  cervical  wall 
below  the  internal  os.  The  proximal  portion  was 
enucleated  and  the  rest  delivered  through  the 
vagina.  The  whole  tumor  measured  5  by  3  J/2  in.  and 
weighed  10  oz.  The  tubes  and  ovaries  were  also 
removed  and  the  vaginal  wall  was  sutured  and 
drained. 

An  abdominal  operation  is  essential  in  such  a  case 
because  of  frequently  associated  pathologic  condi- 
tions of  the  uterus  and  adnexa,  possible  malignant 


degeneration  in  an  associated  intra-abdominal 
growth,  and  the  impossibility  of  diagnosing  the  pres- 
ence of  the  growth  because  a  bimanual  examination 
cannot  be  made.  Malignant  degeneration  of  fibroids 
is  estimated  to  occur  in  between  2  and  4  per  cent 
of  cases.  Beknice  Jameson. 

McCann,  F.  J.:  The  Precancerous  Uterus.  Proc. 
Roy.  Soc.  Med.,  Lend.,  1919,  xiii,  Sect.  Obst,  & 
Gynaec,  3. 

The  author  believes  that  no  real  progress  will  be 
made  in  the  cancer  problem  until  the  clinician  can 
seek  out  and  identify  the  pre-cancerous  changes  in 
the  different  organs  and  tissues  where  cancer  is 
prone  to  originate.  He  laments  the  present  tendency 
to  relegate  the  clinician  to  the  background  and  to 
look  toward  the  laboratory  worker  for  a  solution  of 
the  problem.  Mutual  co-operation  he  believes  is 
essential. 

To  operate  when  cancer  is  easily  recognizable  is 
not  enough;  we  must  anticipate  its  development, 
and  for  this  must  be  able  to  recognize  pre-cancerous 
changes  as  definite  clinical  entities. 

The  subject  was  brought  forcibly  to  the  author's 
mind  by  two  cases  the  after-history  of  which  has  an 
important  bearing  on  this  subject.  The  first  was 
that  of  a  woman  aged  38  who  underwent  the  opera- 
tion of  curettage  for  what  is  termed  "fungous 
endometritis."  The  scrapings  were  examined  by  a 
pathologist  and  pronounced  benign.  While  there 
was  a  suspicious  multiplication  of  cells  within  cer- 
tain gland  tubules,  there  was  no  evidence  of  pene- 
tration beyond  the  basement  membrane.  Five 
years  later  the  patient  was  found  to  have  an  ad- 
vanced uterine  cancer  and  from  this  she  ultimately 
died. 

The  second  case  was  that  of  a  single  woman,  aged 
54,  from  whom  the  author  removed  a  polypus  about 
the  size  of  a  hazelnut  which  grew  from  the  upper 
end  of  the  cervical  canal.  On  microscopic  examina- 
tion this  proved  to  be  benign  but  eight  years  later 
the  patient  died  from  uterine  cancer  with  secondary 
hepatic  deposits. 

The  age  incidence  of  uterine  cancer  is  both 
interesting  and  important.  From  a  study  of 
statistics  46  may  be  taken  as  that  for  cancer  of  the 
cervix,  and  53  for  cancer  of  the  uterine  body. 

The  following  points  are  emphasized  by  the 
author: 

CERVIX    UTERI 

In  the  cervix  uteri  the  changes  which  should  give 
rise  to  suspicion  of  cancer  may  be  grouped  as 
follows:  (i)  erosions;  (2)  fissures;  (3)  chronic 
endocervicitis;  and  (4)  chronic  hypertrophy. 

Cervical  erosions:  In  the  past  erosions  have  been 
termed  "ulcerations,"  and  upon  this  faulty  pathol- 
ogy faulty  methods  of  treatment  have  followed.  An 
erosion  is  a  new  growth  composed  of  glandular 
tubules  and  interglandular  tissue  which  under  cer- 
tain circumstances  may  undergo  true  ulceration.  In 
the  absence  of  traumatism  a  definite  ulcer  in  the 
cervix  uteri  is  either  tuberculous,  syphilitic,  or  malig- 
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luint,  and  as  ihe  two  former  arc  relatively  rare,  it 
should  be  assumed  to  be  malignant  until  the  con- 
trary is  proved  by  microscopic  examination.  An 
erosion  being  a  new  growth— adenoma — it  should  be 
treated  as  other  new  growths  are  treated,  viz.,  by 
excision  and  not  by  repeated  application  of  irritants 
in  the  form  of  caustics  and  similar  substances. 

Fissures:  The  r61e  of  cervical  lacerations — 
fissures — in  the  etiology  of  cancer  has  been  debated 
for  many  years.  It  is  not  only  the  single  tear,  but 
the  innumerable  smaller  ones  which  cause  disloca- 
tion of  epithelium  and  are  associated  with  chronic 
inflammatory  changes  that  predispose  to  cancer. 
Statistics  have  been  produced  favoring  the  view 
that  stitching  the  lacerated  cervix  after  labor  has  an 
influence  in  diminishing  the  incidence  of  cervical 
cancer.  No  other  treatment  is  so  effectual  in  retard- 
ing the  chronic  inflammatory  changes  which  de- 
velop and  predispose  to  cancerous  formation. 

Chronic  endocervicitis:  When  a  chronic  dis- 
charge continues  to  flow  from  the  cervical  canal  of  a 
woman  approaching  the  cancer  age  there  is  danger 
of  the  subsequent  development  of  cancer  within  the 
cervical  canal.  Moreover,  the  glandular  involve- 
ment often  extends  so  deeply  into  the  tissues  of  the 
cervix  that  no  local  application  or  curetting  reaches 
the  full  extent  of  the  diseased  area.  To  eradicate  the 
disease  and  to  prevent  the  development  of  cancer 
a  supravaginal  amputation  of  the  cervix  should  be 
performed.  If  in  addition  to  the  chronic  endocer- 
vicitis the  uterine  body  is  enlarged  and  the  menstrual 
flow  increased  or  if  between  menstruations  there  is 
an  irregular  blood  loss,  the  uterus  should  be  re- 
moved. Pan-hysterectomy  with  conservation  of  the 
ovaries  if  otherwise  normal  is  the  operation  which 
should  be  adopted. 

Chronic  hypertrophy:  Reference  has  already 
been  made  to  chronic  inflammatory  thickening  of 
the  cervical  tissues  in  association  with  lacerations 
or  fissures.  Should  such  hypertrophic  thickening 
be  marked,  especially  in  women  approaching  the 
cancerous  age,  the  cervix  should  be  removed  by 
supravaginal  amputation  whether  there  are  cervical 
lacerations  or  not.  If  this  operation  is  done  skill- 
fully with  due  regard  to  asepsis  there  should  not  be 
any  subsequent  contraction  of  the  outlet  to  the 
uterine  canal. 

■  CORPUS   UTERI 

Fungous  endometritis:  Fungous  endometritis, 
which  is  in  reality  a  new  growth  adenomatous  in 
character,  bears  a  relationship  to  cancer  of  the 
corpus  uteri  similar  to  that  between  a  cervical 
erosion  and  cancer  of  the  cervix  uteri.  Examples 
are  on  record  in  which,  after  repeated  curettings, 
the  scrapings  which  at  first  were  benign  in  character 
were  later  found  to  be  malignant.  If  exploration  of 
the  uterine  cavity  shows  that  there  is  a  considerable 
amount  of  new  growth  in  the  endometrium,  and  if 
the  woman  is  nearing  the  menopause,  the  uterus 
should  be  removed. 

Chronic  metritis:  When  in  a  woman  over  40  years 
of  age  the  uterus  is  large  and  painful,  bleeds  pro- 


fusely during  menstruation,  and  pours  out  a  dis- 
charge in  the  interval,  it  should  be  removed.  Such 
women  are  frequently  treated  by  curetting,  caustics, 
and  other  irritants  without  benefit,  and  many  of 
them  subsequently  develop  malignant  disease. 

Intra-uterine  polypi:  If  adenomatous  polypi  are 
found  in  the  uterine  cavity  the  uterus  should  be 
removed.  "Fibroid  polypi"  should  be  examined 
microscopically  on  removal  to  make  sure  that  the 
disease  is  not  sarcomatous. 

After  the  menopause:  In  the  normal  course  of 
events  the  uterus  diminishes  in  size  as  age  ad- 
vances and  remains  quiescent,  not  giving  rise  to  any 
local  disturbance.  The  normal  post-climacteric 
uterus  is  a  decadent  organ  showing  no  sign  of 
pathologic  activity.  If  examples  of  uterine  prolapse 
and  acute  infections  be  excluded  it  may  be  stated 
that  post-climacteric  uteri  showing  pathologic 
activity  which  is  evidenced  clinically  by  bleeding, 
discharge,  or  increased  size  should  be  removed. 

The  disease  termed  "senile  endometritis"  is  a 
pre-cancerous  condition  and  frequently  associated 
with  cancer  of  the  corpus  uteri.  It  must  be  the 
work  of  the  future  to  anticipate  the  development  of 
cancer  by  defining  the  conditions  which  experience 
teaches  are  followed  at  a  later  date  by  cancerous 
growth  and  to  treat  them  by  radical  methods. 
Real  progress  will  result  from  work  along  these  lines, 
much  suffering  will  be  mitigated,  and  many  lives 
saved.  C.  H.  Davis, 

Peterson,    R. :    The   Age   Distribution   and    Age 
Incidence  in  500  Cases  of  Cancer  of  the  Uterus. 

Surg.fGynec.  b'Obst.,  1919,  xxix,  544. 

The  author  has  collected  500  cases  of  carcinoma 
of  the  uterus  from  the  University  of  Michigan 
Hospital,  his  private  clinic,  and  the  Pathological 
Laboratory  of  the  University  of  Michigan.  These 
cases  were  selected  chronologically,  were  all  con- 
firmed microscopically  by  the  Director  of  the 
Pathological  Laboratory  of  the  University  of 
Michigan,  and  represent  the  average  population  of 
the  State  of  Michigan.  The  term  "age  distribution  " 
is  used  to  refer  to  the  number  of  cases  in  the  series 
of  500  which  were  found  in  each  age  period,  and 
the  term  "age  incidence"  to  refer  to  the  ratios 
at  any  given  age  period,  obtained  by  considering 
the  percentage  of  carcinoma  at  that  age  period 
with  reference  to  the  percentage  of  the  population 
at  the  same  period. 

The  cases  are  discussed  under  the  following  head- 
ings: (i)  carcinoma  of  the  uterus,  (2)  carcinoma  of 
the  cervix  (3)  carcinoma  of  the  fundus,  (4)  squamous- 
cell  carcinoma  of  the  cervix,  and  (5)  adenocarcinoma 
of  the  cervix. 

The  author  contrasts  his  own  findings  with  those 
of  others  and  gives  the  following  summary: 

1.  The  maximum  age  distribution  in  500  cases 
of  cancer  of  the  uterus  is  at  the  age  period  between 
40  and  45. 

2.  Eighty-two  per  cent  of  uterine  cancers  occur 
between  the  ages  of  35  and  65. 
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3.  The  young  female  is  not  immune  to  cancer 
since  in  7  of  the  500  cases  (1.4  per  cent)  the  cancer 
developed  between  the  ages  of  20  and  25. 

4.  Uterine  carcinoma  is  exceedingly  rare  below 
the  age  of  20  but  occurs  in  an  appreciable  percentage 
of  cases  between  the  ages  of  20  and  25. 

5.  In  6  out  of  7  cancers  developing  between  the 
ages  of  20  and  25  the  cervix  was  the  seat  of  the 
disease. 

6.  The  maximum  number  of  cases  of  carcinoma 
of  the  cervix  is  to  be  found  in  the  age  period  from 
40  to  45. 

7.  In  the  cases  reported,  carcinoma  of  the  fundus 
was  found  in  an  unusually  large  percentage,  i.e., 
in  04  cases  out  of  the  500  (18.8  per  cent). 

8.  The  number  of  cases  of  adenocarcinoma  of  the 
fundus  reaches  its  maximum  between  the  ages  of  55 
and  60,  fifteen  years  later  than  the  maximum 
incidence  of  squamous-cell  carcinoma  of  the  cervix 
which  is  reached  between  the  ages  of  40  and  45. 

9.  Adenocarcinoma  of  the  fundus  is  not  a  disease 
of  early  life  as  in  the  series  of  cases  reported  there 
were  only  3  cases  in  94  in  which  it  occurred  before 
the  age  of  35. 

10.  From  the  analysis  of  the  series  reported  and 
the  statistics  of  other  writers  it  is  fair  to  assume 
that  from  10  to  15  per  cent  of  uterine  carcinomata 
are  situated  in  the  fundus. 

11.  A  large  proportion  of  the  500  cases  of  uterine 
cancer  were  cases  of  squamous-cell  carcinoma  of  the 
cervix  —  369  in  all. 

12.  In  contradistinction  to  carcinoma  of  the 
fundus,  23  .  s  per  cent  of  squamous-cell  carcinomata 
of  the  cervix  were  found  in  patients  under  40  years 
of  age. 

13.  Practically  50  per  cent  of  the  369  squamous- 
cell  carcinomata  of  the  ceivix  occurred  between 
the  ages  of  40  and  55. 

14.  Adenocarcinoma  of  the  cervix  is  much  more 
rare  than  the  other  two  forms,  occurring  in  only 
37  of  the  500  cases. 

15.  The  number  of  cases  is  greatest  in  the  age 
period  from  40  to  45. 

16.  Thirty  per  cent  of  the  37  cases  of  adeno- 
carcinoma of  the  cervix  occurred  between  the  ages 
of  20  and  40. 

17.  The  age  incidence  of  carcinoma  of  the  uterus 
at  diflferent  age  periods  is  determined  as  follows: 

Ratio  for  age  period 

! .  .,  -vj percentage  of  carcinoma  for  age  period  N 

,,    "  ,  percentage  of  population  for  age  period  N 

18.  The  maximum  age  incidence  of  carcinoma 
of  the  uterus  is  at  the  period  between  55  and  60. 
From  this  age  period  it  declines  rapidly  to  the 
period  between  70  and  75. 

1 9 .  The  greatest  age  incidence  of  adenocarcinoma 
of  the  fundus  is  the  same  as  that  of  cancer  of  the 
uterus  as  a  whole,  i.e.,  the  age  period  between  50  and 
60. 

20.  The  highest  carcinoma  incidence  of  carcinoma 
situated  in  the  cervix,  of  squamous-cell  carcinoma 


of  the  cervix,  and  of  adenocarcinoma  of  the  cervix 
is  the  age  period  from  50  to  55. 

21.  After  each  age  period  of  greatest  carcinoma 
incidence  is  reached  the  incidence  decreases  sharply, 
a  fact  which  demonstrates  the  incorrectness  of  the 
statement  that  the  age  incidence  of  carcinoma 
increases  with  the  age  period.         S.  A.  Chalfant. 

Forgue:  The  Operative  Treatment  of  Cancer  of  the 
Uterine  Cervix  (Traitement  op^ratoire  du  cancer 
du  col  de  I'ut^rus).    Presse  mid.,  Par.,  1919,  xxvii, 

577- 
Forgue  has  investigated  the  subject  of  the  opera- 
tive treatment  of  cancer  of  the  uterine  cervix  from 
the  following  points  of  view: 

1.  The  means  of  obtaining  early  op>eration. 

2.  The  limits  of  operability. 

3.  The  principles  which  should  regulate  the 
choice  of  operation^nd  the  technique. 

4.  The  interpretation  of  the  results. 

The  factor  of  first  importance  in  accelerating 
operation,  is  of  course,  early  diagnosis,  and  to  make 
early  diagnosis  more  general  family  physicians, 
midwives,  and  the  public  should  have  further  in- 
struction regarding  the  early  signs  of  cancer. 

The  physician  should  examine  every  woman 
with  the  least  suggestive  symptoms  and  if  the  find- 
ings are  positive  should  see  that  the  patient  is 
operated  upon  at  once.  Precancerous  states  call  for 
particular  study. 

As  regards  the  limits  of  operability  Forgue  states 
that  since  the  adoption  of  the  extensive  Wertheim 
technique  the  limits  of  operability  have  been 
doubled  but  at  the  same  time  the  operative  mor- 
tality has  also  been  doubled.  The  advantages  of 
operation  will  be  greater  and  its  risk  less  if  the  diag- 
nosis is  made  early  when  the  anatomical  lesions  are 
less  extensive. 

The  most  advantageous  radical  hysterectomy  is 
the  vagino-abdominal  operation.  The  objects  of 
treatment  are  to  reduce  the  risk  of  infection  jand  to 
increase  the  security  against  recurrence.  These  are 
best  attained  by  avoiding  all  septic  inoculation  from 
the  ulcerous  cervical  neoplasm.  Therefore  the 
cancerous  cervix  should  be  removed  as  a  closed  mass 
sealed  within  the  vagina.  This  can  be  done  in 
either  one  of  two  ways:  (i)  by  the  abdominal  route 
alone,  the  section  of  the  vagina  being  made  below 
two  large  forceps  enclosing  the  ulcerous  lesion; 
and  (2)  by  the  vagino-abdominal  route,  the  opera- 
tion being  begun  by  a  circular  vaginal  incision 
at  a  good  distance  from  the  neoplasm,  or  by  a 
colpohysterectomy,  the  vagina  being  then  dissected 
and  sutured. 

To  avoid  operative  contamination  it  is  very  im- 
portant to  establish  a  solid  barrier  between  the  ab- 
dominal cavity  and  the  pelvic  wound.  No  drainage 
is  used.  The  vesical  peritoneum  and  the  prerectal 
peritoneum  are  sutured  to  the  anterior  and  posterior 
walls  of  the  vagina  and  further  peritonization  is 
obtained  by  utilizing  the  walls  of  the  sigmoid  loop  or 
the  rectum. 
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The  study  of  recurrence  has  shown  that  in  the 
great  majority  of  cases  recurrence  is  a  continuation 
of  the  growth  of  cancerous  foci  not  completely  ex- 
tirpated. In  such  cases  there  is  early  and  rapid 
invasion  of  the  cylindrical  epithelium  of  the  cervical 
canal  but  it  is  the  extended  infiltration  of  the  para- 
metria which  is  the  most  unfavorable  element  in  the 
prognosis. 

As  regards  the  extirpation  of  the  glands,  Forgue 
believes  it  is  sufficient  to  remove  the  palpable  and 
enucleable  glands  on  each  side  in  the  region  of  the 
bifurcation  of  the  iliac  artery. 

In  a  series  of  40  cases  treated  by  the  author  there 
were  4  operative  deaths.  Of  the  36  survivors  23  had 
a  recurrence.  Thirteen  had  no  recurrence  after 
three  years  and  of  the  latter  6  had  no  recurrence  in 
five  years. 

Forgue  believes  that  in  uterine  cancer  as  in  all 
others  there  is  an  individual  "coefficient  of  malig- 
nancy" which  renders  the  prognosis  more  or  less 
uncertain. 

As  a  preventive  of  recurrence  the  pre-  and  post- 
operative use  of  radium  has  been  found  of  value. 

W.  A.  Brennan. 

Daels,  P.:  The  Indications  and  Technique  of 
Abdominal  Hysterectomy  (Indications  at 
technique  de  rhysterectomie  abdominale).  Bull. 
Acad.  roy.  de  med.  deBelg.,  1919,  xxix,  702. 

Because  of  the  poor  results  obtained  from  partial 
operations  in  the  treatment  of  chronic  inflammatory 
lesions  of  the  internal  genital  organs,  Daels  believes 
that  radical  measures  are  best. 

The  greater  part  of  the  article  deals  with  the 
fechnique  of  hysterectomy  in  cancer  of  the  cervix 
to  the  uterus.  As  a  result  of  his  study  of  aseptic  and 
infectious  conditions  of  the  tissues  before  operation, 
the  author  has  reached  the  conclusion  that  6  times 
out  of  ID  the  streptococcic  infection  which  is  pres- 
ent about  the  cancerous  tumor  in  60  per  cent  of  the 
cases  extends  to  the  parametric  tissues  and  even  to 
the  lymphatic  glands. 

The  treatment  of  this  infection  prior  to  the  opera- 
tion proper  consists  in  curettage  and  cauterization  of 
the  cancerous  craters  followed  for  fifteen  days  by  the 
application  of  radium.  Such  treatment  disinfects 
and  isolates  the  cancer  and  improves  the  general 
condition.  These  advantages  Daels  believes  more 
than  compensate  for  the  danger  of  the  extension  of 
the  disease  in  the  two  weeks  during  which  the  pre- 
liminary treatment  lasts.  It  does  not,  however, 
cut  ofT  infection  nor  prevent  the  infected  tissues  from 
coming  into  contact  with  the  peritoneum,  ligatures, 
and  sutures  during  the  course  of  the  hysterectomy. 

In  clinical  and  experimental  research  regarding 
disinfection  of  the  parametric  tissues  Daels  has 
found  that  silver  nitrate  has  a  bactericidal  effect 
and  stimulates  reactional  proliferation.  In  spite  of 
the  good  results  obtained  by  its  use,  however,  he 
considers  pelvic  peritonization  as  the  best  prophy- 
lactic treatment  against  the  extension  of  the 
condition. 


After  the  completion  of  the  hysterectomy  Daels 
fixes  the  vaginal  walls  to  a  band  formed  by  the 
round  ligaments  sutured  to  each  other. 

The  report  is  based  on  43  hysterectomies. 

W.  A.  Brennan. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Robinson,  M.  R.:  Actinomycosis  of  Both  Ovaries 
and  Fallopian  Tubes;  the  Report  of  a  Case, 
Operation,  and  Recovery;  with  a  Tabulation 
of  All  the  Cases  of  Actinomycosis  of  the 
Female  Genitalia  Recorded  in  the  Literature. 
Surg.,  Gynec,  &  Obst.,  1919,  xxix,  569. 

The  invasion  of  the  human  body  by  the  ray 
fungus  was  first  described  by  Israel  in  1877,  just 
one  year  after  its  discovery  in  cattle  by  Bollinger. 
The  author  has  succeeded  in  collecting  from  the 
literature  only  19  cases  in  which  he  believes  the 
diagnosis  was  proved  and  the  condition  involved 
the  reproductive  organs.  These  cases  he  presents 
briefly  in  a  table.  After  discussing  the  subject  and 
describing  his  own  case,  he  draws  the  following 
conclusions: 

1 .  The  microscopic  study  proved  beyond  a  doubt 
that  the  tumors  removed  from  our  patient  were 
the  ovaries  and  the  fallopian  tubes. 

2.  The  fact  that  at  the  time  of  the  first  operation 
only  the  mesosigmoid  was  involved  would  seem  to 
indicate  that  the  primary  focus  was  the  lower  bowel. 

3.  The  fact  that  the  involvement  of  the  internal 
generative  organs  was  not  found  until  a  second 
operation  was  performed  six  months  later  excludes 
the  possibility  that  the  infection  was  primary  in  the 
genital  tract. 

4.  The  location  of  the  actinomyces  colonies,  both 
within  the  tube  lumen  as  well  as  deep  in  the  ovarian, 
stroma  and  not  immediately  beneath  the  germinal 
epithelium  or  upon  it,  speaks  for  the  possibility  that 
the  spreading  of  the  infection  proceeded  by  both 
continuity  and  the  blood  stream. 

5.  The  absence  of  enlargement  of  the  retroperi- 
toneal, mesenteric,  and  inguinal  lymph  glands  at  the 
time  of  both  operations  and  since  operation  excludes 
the  possibility  that  the  lymph  current  was  the  carrier 
of  the  actinomycotic  infection.  C.  H.  Davis.    . 

Reder,  F.:  The  Cystic  Ovary.  Am.  J.  Obst.,  1919, 
Ixxx,  719. 

In  such  a  delicately  constructed  organ  as  the 
ovary,  the  extraordinary  function  of  which  con- 
stitutes one  of  the  most  puzzling  and  interesting 
problems  in  physiology,  it  is  reasonable  to  assume 
that  impairment  in  the  vascular  supply  need  not 
be  severe  to  bring  about  textural  changes.  Mild  dis- 
turbances are  sufficient  to  change  normal  into  ab- 
normal conditions  if  they  persist  long  enough.  The 
whole  picture  appears  to  be  somewhat  analogous 
to  the  changes  the  surgeon  sees  in  a  partially 
strangulated  intestine.  It  seems  wholly  a  me- 
chanical condition  in  which  the  circulation  plays  the 
principal  part.    Textural  changes  in  the  tissues  are 
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brought  about,  not  by  inadequacy  of  the  supply  of 
arterial  blood,  but  by  embarrassment  of  the  venous 
circulation  bordering  on  stasis.  Such  changes  in  an 
organ  as  intricate  as  the  ovary,  in  which  the  growth 
potentialities  of  the  cells  are  so  astonishingly  pro- 
nounced, are  the  result  of  tension  and  a  certain 
degree  of  torsion  of  the  mesovarium  at  its  broad- 
ligament  attachment. 

Recent  investigators  admit  that  atresia  of  the 
graafian  follicles  and  a  certain  degree  of  cystic  forma- 
tion in  an  ovary  during  the  menstruating  period  of 
life  are  physiological.  Granting  this,  the  question 
arises  as  to  when  this  form  of  cystic  degeneration 
reaches  its  physiological  limits.  The  answer  must 
be  guarded  for  the  following  reasons: 

1.  Cystic  degeneration  of  an  ovary  seldom 
mirrors  a  definite  clinical  picture. 

2.  There  is  rarely  severe  pain,  and  the  menstrual 
disturbances  are  of  the  ordinary  type. 

3.  Should  there  be  pain,  it  must  be  ascribed 
to  torsion  of  the  mesovarium,  engorgement  of  the 
veins  of  the  broad  ligaments,  or  the  presence  of 
adhesions. 

4.  A  bimanual  vaginal  examination  when  the 
ovary  is  enlarged  and  lodged  in  the  cul-de-sac  will 
elicit  pain,  but  will  not  reveal  anything  more  defi- 
nite unless  multicystic  follicular  degeneration  has 
caused  the  ovary  to  become  unusually  large. 

The  author's  diagnoses  were  made  invariably 
during  abdominal  sections  for  other  than  ovarian 
lesions.  Most  frequently  the  operations  were  for 
chronic  lesions  of  the  appendix  or  retrodeviation  of 
the  uterus.  The  patients  were  all  unmarried  and 
varied  in  age  from  14  to  25  years.  Although  the 
cystic  degeneration  was  frequently  found  to  affect 
both  ovaries,  in  the  cases  operated  upon  for  chronic 
appendicitis  the  lesions  were  confined  to  the  right 
ovary  as  compared  with  the  left  ovary  in  the  ratio 
of  about  10  to  I.  This  may  be  explained  on  the 
ground  that  the  chronic  inflammatory  condition  of 
the  appendix  was  the  cause  of  an  excessive  and  pro- 
longed vascular  supply  in  which  the  ovary  was  com- 
pelled to  share  on  account  of  its  proximity  to  the 
appendix.  Frequently  under  such  conditions  the 
uterus  was  found  apparently  in  a  normal  position. 
At  any  rate,  the  retrodeviation  was  so  slight  that  it 
could  not  be  considered  pathologic.  From  this  fact 
the  inference  is  justifiable  that  a  chronic  lesion  of  the 
appendix  may  invite  cystic  degeneration  of  the 
ovary  without  concomitant  malposition  of  the 
uterus. 

About  one-half  of  the  ovaries  not  subjected  to 
radical  surgical  procedure  were  suspended  as  close 
to  the  uterine  cornual  angle  as  possible.  When  the 
uterus  was  in  malposition  the  displacement  was  cor- 
rected by  the  simplest  operative  method.  When  the 
ovarian  ligament  was  found  so  extremely  relaxed 
that  a  proper  ovarian  suspension  could  not  be  ob- 
tained otherwise,  the  sutures  were  carried  through 
the  sides  of  the  uterine  body  near  the  cornual  zone. 
Operations  pertaining  to  ovarian  suspension  should 
be  confined  to  the  median  portion  of  the  organ,  as 


far  remote  from  its  lateral  border  as  is  feasible. 
When  resection  was  decided  upon,  the  number  of 
cysts  present  was  the  determining  factor.  The 
author's  technique  in  such  cases  is  presented. 

Edwakd  L.  Cornell. 

Gaifami,  P.:  Three  Cases  of  VoluminouH  Cystic 
Ovary  in  the  New-Bom  (Trois  cas  d'ovaire  kys- 
tique  volumineux  chez  le  nouveau-n6).  Rev.  franf. 
de  gynic.  el  d'obsl.,  1919,  xiv,  345, 

In  one  year  during  which  he  made  autopsies 
on  50  female  infants  at  the  Obstetrical  Institute 
of  the  University  of  Rome,  the  author  found  3  cases 
of  voluminous  cystic  ovaries.  The  macroscopic  and 
microscopic  details  with  illustrations  are  given  in 
full. 

In  discussing  the  findings  Gaifami  states  that  this 
congenital  condition  might  perhaps  be  the  initial 
stage  of  a  true  ovarian  tumor,  or  at  least  that  it  may 
throw  some  light  on  the  genesis  of  ovarian  tumors, 
especially  cystomata. 

The  fact  that  3  such  cases  were  found  in  50  autop- 
sies might  be  considered  as  sufficient  evidence  that 
their  occurrence  is  not  infrequent,  but  although  the 
author  has  performed  autopsies  on  many  newly  born 
children,  he  has  found  few  voluminous  cystic 
ovaries. 

In  2  of  the  cases  reported  the  condition  was  uni- 
lateral, and  in  the  third,  bilateral.  In  two  cases 
the  ovary  was  twisted  on  its  pedicle. 

Examination  showed  also  that  the  altered  ovaries 
contained  more  or  less  large  cavities  which  gave 
them  the  appearance  of  sponges  and  that  the 
ovarian  tissue  was  reduced  to  a  thin  layer  in  which 
some  primordeal  ovules  and  graafian  follicles  were 
found.  W.  A.  Brennan. 

Jayle,  F.:  The  Transverse  Lateral  Suprapubic 
Incision  in  Unilateral  Salpingo-Oophorectomy 
and  in  Appendicectomy  (L'incision  esthetique 
sus-pubienne  transversale  et  laterale  dans  la  salpingo- 
oviarectomie  unilaterale  et  dans  rappendicectomie) . 
Bull.  Acad,  de  m6d.  de  Par.,  1919,  Ixxxii,  255. 

It  is  most  desirable  in  abdominal  surgery  that 
the  incision  should  be  such  as  to  leave  a  perfectly 
solid  scar  which  should  also  be  as  invisible  as  pos- 
sible. Therefore  a  lateral  transverse  is  better  than 
a  vertical  incision.  Jayle  has  used  the  former  for 
twenty  years. 

In  cases  of  a  unilateral  lesion  of  the  genital  organs 
it  appears  more  logical  to  approach  it  from  outside 
the  rectus  muscle  than  from  inside  on  the  median 
line  as  in  this  way  the  organ  to  be  extirpated  is- 
reached  directly. 

The  chief  difficulty  in  the  use  of  the  vertical  in- 
cision is  the  difficulty  of  diagnosing  between  chronic 
appendicitis  and  ovaritis  and  right  salpingitis^ 
Many  more  or  less  abnormal  appendices  are  re^ 
moved  from  women  without  any  particular  benefit 
because  there -is  also  an  ovarian  or  tube  lesion  which 
was  not  suspected.  The  transverse  lateral  incision 
avoids  this  error  because  it  gives  access  to  the  Oivary 
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and  lube  as  well  as  to  the  appendix.  In  20  cases  in 
which  Jayle  operated  during  the  past  two  years  on 
a  diagnosis  of  appendicitis  alone,  the  ovary  and 
right  tube  were  normal  in  only  2,  hasmorrhagic 
ovaritis  was  found  in  s,  polycystic  ovaritis  in  4,  a 
fibroma  of  the  ovary  in  i,  and  salpingo-ovaritis  in  8. 

Jayle  makes  a  transverse  incision  6  or  7  cm.  long 
in  the  pubic  region,  draws  the  underlying  tissues 
and  the  hypogastric  vessels  back  with  retractors, 
and  opens  the  peritoneum.  When  the  patient  is 
placed  at  an  angle  of  45  degrees  the  tube  and  right 
ovary  are  seen  easily.  By  turning  her  on  the  right 
side  the  caecum  and  appendix  are  brought  into  view. 

Jayle  has  used  this  incision  for  appendicectomies 
on  women  since  1 913  as  salpingo-ovaritis  is  usual  in 
such  cases  and  this  route  makes  possible  pelvic 
exploration.  Moreover  the  incision  gives  a  minimum 
amount  of  traumatism.  In  cases  in  which  salpingitis 
or  ovaritis  with  or  without  appendicitis  complicates 
a  beginning  pregnancy  the  transverse  lateral  inci- 
sion permits  operation  without  encroaching  on  the 
uterus  which  remains  practically  outside  the  oper- 
ative field.  W.  A.  Brennan. 

MISCELLANEOUS 

Spalding,  A.  B. :  A  Study  of  Frozen  Sections  of  the 
Pelvis  with  the  Description  of  an  Operation 
for  Pelvic  Prolapse.  Surg.,  Gyncc.  b"  ObsL,  1919, 
xxix,  529. 

The  pelvis  of  a  32-year-old  woman,  a  nullipara 
who  died  of  tuberculosis,  was  cut  by  frozen  section 
into  four  segments.  The  surfaces  of  the  segments 
wete  photographed  and  the  pelvic  fasciae  outlined. 

From  these  photographs  it  can  be  seen  that  the 
uterus  hangs  in  the  paracervical  tissue  which  is 
intimately  attached  to  the  pelvic  fascia  at  the  arcus 
tendinous  which  gives  strong  support  to  the  bladder, 
vagina,  and  rectum.  The  levator  ani  muscles  and 
the  facia  support  it  below  and  bring  the  lower  part 
of  the  vagina  and  rectum  toward  the  symphysis. 
The  ligaments  of  the  uterus,  the  peritoneum  and  the 
pelvic  fascia  above  the  white  line  give  support  from 
above  and  serve  to  bring  the  fundus  of  the  uterus 
forward. 

The  operation  described  by  the  author  has  been 
done  only  during  the  past  few  months.  Its  first 
step  consists  in  dissecting  the  fascia  in  the  anterior 
vaginal  wall  free  to  the  arcus  tendinous  and  over- 
lapping it  as  was  described  last  year  by  Rawls. 
The  cervix  is  then  amputated  according  to  the  old 
method  of  Hagar,  and  two  deep  sutures  are  placed 
on  either  side  to  control  the  haemorrhage  from  the 
cervical  branches  of  the  uterine  arteries.  The 
peritoneum  is  then  opened  below  the  bladder  and  a 
subtotal  vaginal  hysterectomy  is  done,  the  cervical 
stump  being  attached  to  the  sacro-uterine  and 
severed  broad  ligaments.  The  round  ligaments  are 
then  drawn  through  the  cervical  canal  and  sutured 
on  the  vaginal  surface.  This  lifts  up  the  cervix  to 
which  the  overlapped  fascia  is  attached.  In  cases 
of  rectal  prolapse  the  rectum  is  supported  by  oper- 


ations described  heretofore  by  Ward,   Studdiford, 
and  others. 

In  describing  his  own  operation  the  author  em- 
phasizes particularly  the  value  of  preserving  the 
paracervical  tissue  by  means  of  a  subtotal  vaginal 
hysterectomy  and  of  supporting  the  cervix  by  draw- 
ing the  round  ligaments  through  the  cervical  canal. 

M.  J.  Gelpi. 

Draper,  W.  F.:  The  Detention  and  Treatment  of 
Infected  Women  as  a  Measure  of  Control  of 
Venereal  Diseases  in  Extra-Cantonment 
Zones.     Am.  J.  Obsl.,  1919,  Ixxx,  618. 

Women  in  the  extra-cantonment  zones  in  Vir- 
ginia who  were  found  conducting  themselves  in  an 
immoral  manner  were  apprehended  by  the  local 
police  working  in  co-operation  with  the  military 
police  and  law  enforcement  officers  of  the  Commis- 
sion on  Training  Camp  Activities.  Upon  appear- 
ance before  the  police  court  magistrate  they  were 
immediately  ordered  to  the  Public  Health  Service 
and  Red  Cross  out-patient  clinics  for  examination 
to  determine  whether  or  not  they  were  infected 
with  venereal  disease.  Pending  the  outcome  of  the 
examination  they  were  usually  held  in  the  detention 
home  although  the  jails  were  sometimes  utilized 
for  this  purpose. 

Those  found  to  be  infected  with  venereal  disease 
were  committed  to  the  detention  hospital  for  treat- 
ment until  such  time  as  they  were  considered  non- 
infectious. They  were  then  returned  to  the  police  court 
for  trial  on  the  charge  for  which  they  were  arrested. 

The  period  during  which  infected  women  were 
detained  in  the  hospitals  for  treatment  lasted  from 
one  to  eight  months.  The  average  time  spent  in 
the  detention  hospital  was  about  three  months. 

In  cases  of  gonorrhoea  three  successive  negative 
slides  taken  one  week  apart  were  required  for 
release.  Women  with  syphilis  were  released  as  non- 
infectious when  there  were  no  visible  lesions  of  the 
skin  or  mucuous  membranes,  and  after  they  had 
received  mercurial  treatment  and  several  injections 
of  salvarsan. 

In  the  opinion  of  the  writer  the  detention  hos- 
pitals were  a  potent  factor  in  controlling  the  spread 
of  venereal  diseases  in  extra-cantonment  zones  in 
the  following  ways: 

1 .  By  making  it  possible  to  remove  a  large  num- 
ber of  infected  immoral  women  from  the  community 
and  hold  them  absolutely  apart  from  the  general 
population  for  a  number  of  months. 

2.  By  making  the  chances  of  isolation  for  a  con- 
siderable period  of  time  so  great  as  to  discourage 
immoral  women  from  operating  in  these  areas. 

3.  By  giving  a  practical  demonstration  to  the 
community  of  the  high  prevalence  of  venereal 
diseases  in  immoral  women,  and  of  the  time  and 
effort  necessary  for  the  treatment  of  these  diseases. 

4.  By  actually  removing  foci  of  infection  by 
medical  measures. 

The  treatment  of  the  women  in  the  detention 
hospitals  is  believed  to  have  been  of  less  importance 
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in  controlling  venereal  diseases  in  the  extra-can- 
tonment zones  than  the  other  factors  mentioned. 
On  one  occasion  eleven  out  of  twelve  women 
released  from  the  detention  hospital  at  Newport 
News,  Virginia,  were  returned  with  new  infections. 
Comparatively  few  of  the  inmates  expressed  them- 
selves as  having  any  intention  of  changing  their 
mode  of  life.  On  the  other  hand,  it  is  difficult 
indeed  to  estimate  the  number  of  venereal  infec- 
tions which  were  prevented  in  a  year's  time  by 
holding  two  hundred  and  forty  infected  and  im- 
moral women  in  isolation. 

Hopkins,  A.  H. :    The  Treatment  of  Climacteric 
Hypertension.     N.   York  M.  J.,  1919,  ex,  930. 

This  type  of  hypertension  occurs  principally  in 
apparently  healthy  women  who  are  overweight  at 
or  soon  after  the  menopause.  They  are  high-strung, 
intense,  excessively  nervous,  susceptible  to  worries, 
and  very  apprehensive.  The  early  evidence  of 
trouble  is  a  variable  high  blood  pressure  followed 
later  by  gastric  and  nervous  disorders,  headache, 
and  cardiac  embarrassment.  The  blood  is  normal 
and  the  kidney  changes  and  peripheral  fibrosis 
occur  only  very  late. 

The  author  attributes  the  cause  to  the  following 
three  factors:  (i)  an  alteration  in  the  glands  of 
internal  secretion;  (2)  continued  nervous  strain; 
and  (3)  constipation. 

These,  one  or  all,  result  in  an  increased  vascular 
tonicity  which  in  the  beginning  is  spasmodic  but 
gradually  becomes  more  constant  until,  near  the 
age  of  60,  the  first  evidences  of  fibrosis  appear. 


From  the  standpoint  of  treatment  the  condition 
may  be  considered  to  have  three  stages:  (i)  a  stage 
characterized  by  high  blood  pressure  and  nervous- 
ness; (2)  a  second  stage  with  higher  and  more  con- 
stant pressure,  gastic  neurosis,  and  cardiac  "or 
pressure  symptoms;  and  (3)  a  third  stage  in  the 
sixth  or  seventh  decade  presenting  the  early  evi- 
dences of  senility. 

In  the  first  stage  the  hypertension  should  not  be 
attacked  too  energetically  but  attention  should  be 
paid  to  rest  and  exercise,  diet,  elimination,  and  the 
control  of  the  nervousness.  For  the  latter,  the 
author  advises  corpus  luteum,  especially  by  hypo- 
dermic, and  for  some  of  the  more  obese  patients 
very  small  doses  of  thyroid  extract. 

In  the  second  stage  the  same  general  treatment 
is  indicated,  but  it  must  be  supplemented  by  more 
active  measures  such  as  properly  guarded  sweat 
baths,  nitroglycerin,  aconite,  benzyl  benzoate,  or 
blood  letting.  The  latter  should  consist  of  the  with- 
drawal of  from  250  to  300  c.  c.  of  blood  for  several 
days. 

In  many  cases  rest  in  bed  for  two  or  three 
weeks  is  of  very  great  benefit.  The  gastric  neurosis 
is  to  be  treated  symptomatically,  the  condition  of 
the  gastro-intestinal  tract  first  having  been  investi- 
gated. 

In  the  third  stage  the  two  great  dangers  are 
cerebral  haemorrhage  and  cardiac  decompensation. 
As  a  rule,  drugs  are  not  indicated.  Instead,  rest 
and  general  supervision  of  activities  to  guard 
against  mental  and  physical  strain  are  advised. 

S.  A.  Chalfant. 
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PREGNANCY  AND  ITS  COMPLICATIONS 

Villaneuva,  D.  F. :  Intermittent  Intestinal  Occlu- 
sion in  Pregnancy  (Oclusion  intestinal  inter- 
mitente  en  el  embarazo).  Rev.  de  med.  y  drug, 
prdct.,  igig,  xliii,  233. 

Villaneuva  gives  a  detailed  report  of  two  cases  of 
intermittent  intestinal  occlusion  observed  by  him 
in  pregnant  women.  Well-marked  symptoms  of 
auto-intoxication,  which  was  demonstrated  also  by 
urinalysis,  were  present  in  both. 

The  various  factors  during  gestation  which  might 
cause  intestinal  occlusion,  some  of  which  are  ob- 
stetrical in  character  and  others  purely  surgical, 
are  discussed. 

In  the  two  cases  reported  the  uterus  was  in  normal 
position  and  there  were  no  uterine  or  pelvic  tumors. 
While  the  small  intestine  was  displaced  by  the 
gravid  uterus,  the  displacement  was  not  sufficient 
to  cause  the  occlusion.  Neither  did  it  seem  probable 
that  the  condition  was  due  to  uterine  adhesions  as  in 
such  case  it  would  have  been  persistent.  There  was 
no  evidence  of  past  or  present  hernia.  Intestinal 
invagination  is  infrequent  in  adults  and  associated 
with  diarrhoea.  Gall-stones  and  faecal  inpaction 
were  also  considered  but  were  excluded  by  the  ab- 
sence of  colic  and  the  intermittent  nature  of  the 
complaint. 

Since  he  could  find  no  other  explanation,  Villaneuva 
came  to  the  conclusion  that  an  alteration  or  dis- 
turbance of  the  nerve  supply  of  the  intestine  pro- 
duced the  spasmodic  obstruction. 

M.  M.  MATTHrES. 

Kaufman,  B.:  The  Relation  of  Malaria  to  Preg- 
nancy.    N.  York  M.  J.,  1919,  ex,  1028. 

In  discussing  the  relation  of  malaria  to  pregnancy 
and  the  puerperium  the  author  contends  that  the 
presence  of  malaria  need  cause  no  great  alarm.  It 
may  occur  during  any  stage  of  the  pregnancy  or 
manifest  itself  early  or  late  in  the  puerperium.  It 
is  encountered  chiefly  in  districts  where  the  disease 
is  prevalent  in  either  its  acute  or  latent  form. 

No  matter  when  malaria  occurs,  suitable  doses  of 
quinine  should  be  administered.  It  is  essential, 
however,  that  the  presence  of  the  plasmodia  be 
proved  both  chemically  and  microscopically  in 
several  specimens  of  blood.  That  quinine  should  be 
administered  is  axiomatic.  The  exact  salt  used  is 
immaterial  so  long  as  the  requisite  amount  is  given 
and  absorbed.  The  drug  itself  is  a  well-known 
abortifacient  but  in  true  cases  of  malaria  its  use 
has  a  directly  opposite  effect.  Moreover,  if  it  is 
not  given  in  sufficiently  large  doses  to  overcome  the 
infection  quickly,  abortion  or  miscarriage  will  be 
produced  by  the  disease  itself. 


Even  after  the  infection  has  been  controlled  the 
use  of  quinine  should  be  continued  as  a  prophylactic 
measure  throughout  the  pregnancy.  In  this  way 
only  can  a  recrudescence  or  a  new  infection  be  pre- 
vented. The  best  time  to  take  quinine  as  a  prophy- 
lactic is  on  retiring. 

In  malarial  attacks  occurring  during  the  preg- 
nant state  urine  examination  shows  a  marked 
amount  of  albumin.  This  decreases  and  disappears 
when  the  infection  has  been  controlled. 

The  author's  experience  in  badly  infected  malarial 
districts  proves  conclusively  that  the  disease  must 
be  recognized  in  its  early  stages  and  treated  with 
quinine  in  sufficient  doses  to  overcome  it.  It  is 
also  essential  that  the  quinine  treatment  be  con- 
tinued as  a  prophylactic  measure  during  the  re- 
mainder of  the  pregnancy  and  during  the  puerperal 
state. 

That  malaria  does  not  predispose  to  eclampsia  is 
also  quite  evident  from  the  author's  study. 

In  the  case  of  persons  with  an  idiosyncrasy  to 
quinine  it  is  best  to  start  the  treatment  by  giving 
I  c.c.  of  a  I  per  cent  sterile  solution  of  quinine  and 
urea  by  hypodermic  intramuscular  injection.  This 
has  no  ill  effect  and  is  well  tolerated.  The  dose 
may  be  increased  until  the  amount  given  is  suffi- 
ciently large  to  control  even  the  most  obstinate 
cases. 

If  during  the  puerperal  state  chills,  fever,  and 
sweats  are  present  in  a  proven  case  of  malaria, 
quinine  may  be  given  for  two  or  three  days.  If  at 
the  end  of  that  time  there  is  no  change  in  the  clinical 
picture,  it  is  evident  that  the  symptoms  are  not  due 
to  malaria. 

Quinine  taken  by  the  mother  has  no  harmful 
effect  on  the  child,  but  the  child  may  be  harmed  by 
the  milk  of  a  mother  who  has  fever. 

The  author  begins  giving  quinine  immediately 
after  delivery  and  continues  it  for  about  ten  days 
as  in  malaria  a  postpartum  rise  in  temperature 
occurs  invariably. 

The  reason  given  for  the  postpartum  recru- 
descence of  the  disease  is  that  the  ergot  given  during 
or  after  the  third  stage  of  labor  causes  the  muscular 
coat  of  the  spleen  to  drive  the  plasmodia  held  within 
the  spleen  out  into  the  blood  stream  and  in  this  way 
a  fresh  infection  in  either  the  fully  developed  or  the 
latent  form  is  set  up. 

Postpartum  haemorrhage  occurred  only  once  in  a 
large  series  of  cases  and  this  particular  patient  "had 
not  received  any  quinine. 

The  uterus  in  malaria  shows  a  relative  sluggish- 
ness in  undergoing  natural  involution.  Quinine 
stimulates  this  important  process.  The  healing  of 
perineal  wounds  is  also  slow  in  malaria. 

N.  W.  Vaux. 


303 


304 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


Phaneuf,  L.  £. :  Abruptio  Placentae  Associated 
with  Spontaneous  Rupture  of  the  Uterus; 
with  Report  of  Two  Cases.  Surg.,  Cynec.  &• 
Obst.,  1919,  xxix,  575. 

Case  i.  The  patient  was  a  primipara  33  years 
of  age.  Bleeding  was  started  by  the  jolting  received 
while  she  was  riding  in  a  street  car.  The  first  signs 
of  haemorrhage  were  noticed  at  5:30  p.m.  At  8:30 
the  same  evening  the  patient  showed  signs  of  marked 
exsanguination. 

When  the  peritoneal  cavity  was  opened  consi- 
derable bloody  fluid  gushed  out.  The  incision  hav- 
ing been  extended  downward,  the  uterus  was  found 
ruptured  in  the  median  line  half  way  between  the 
cervix  and  the  fundus.  The  rent,  which  was  about 
2  in.  long,  was  through  the  peritoneum  and  muscu- 
laris  but  not  through  the  endometrium. 

Since  the  tear  was  longitudinal  and  in  the  median 
line,  the  endometrium  was  incised  over  the  area  of 
the  rupture  and  the  incision  in  the  uterus  was 
enlarged  upward.  A  small  still-bom  female  foetus 
corresponding  in  size  to  a  pregnancy  of  about  seven 
and  a  half  months  was  delivered  by  breech  extrac- 
tion. Half  the  placenta  was  found  to  be  separated. 
The  placenta,  the  membranes,  and  large  clots 
which  filled  the  uterus  were  removed. 

This  case  was  almost  hopeless  from  the  start, 
but  the  patient  reacted  to  treatment  so  well  the 
first  two  days  that  hope  of  saving  her  life  was  en- 
tertained. Abdominal  distention  developed,  how- 
ever, and  death  occurred  on  the  fifth  day. 

Case  2.  The  patient,  a  primipara,  was  admitted 
to  the  hospital  at  9  p.m.,  April  26.  At  this  time 
she  had  moderate  pains  and  a  pulse  of  68.  At 
3:45  a.  m.,  April  27,  she  was  bleeding  slightly  and 
her  pulse  was  go  but  of  good  quality.  The  foetal 
heart  had  not  been  heard.  An  hour  later  the  pulJse 
was  120,  thready,  and  of  poor  quality,  and  there 
was  free  bleeding  from  the  vagina.  The  uterus  was 
tense  and  tonic. 

When  the  peritoneal  cavity  was  opened  a  rent 
about  2  in.  long  was  discovered  running  obliquely 
from  the  fundus  toward  the  right  tube  and  extending 
through  the  serosa  and  muscularis,  but  not  through 
the  mucosa.  The  uterus  was  incised  in  the  median 
line,  and  there  was  practically  no  bleeding  from 
the  cut  uterine  wall.  Practically  all  of  the  placenta 
was  separated.  A  small  still-born  foetus  at  term 
was  extracted  by  the  breech,  the  placenta,  meip- 
branes  and  clots  were  removed,  and  the  cervix  was 
dilated  from  above.  The  patient  was  discharged 
well  on  the  twenty-sixth  day  after  operation. 

Edward  L.  Cornell. 

Cornell,    E.    L.:     Ruptured    Uterus     Occurring 
■  Twice  in  the  Same  Patient.    Surg.,  Gynec.  & 
Obst.,  1919,  xxix,  574. 

The  patient  was  a  colored  woman  27  years  of  age. 
Her  father  and  mother  were  living  and  well.  She 
had  no  sisters  or  brothers.  As  a  child  she  had  had 
rickets  and  was  unable  to  walk  until  she  was  5 
years  old.   At  26  she  had  scarlet  fever. 


In  1913  she  was  operated  upon  at  St.  Luke's 
Hospital  for  threatened  rupture  of  the  uterus.  The 
uterus  was  found  to  be  intact  and  the  baby  lived  for 
two  days.  A  classical  caesarean  section  was  done. 
On  July  27,  191 5,  she  went  into  labor  for  the  second 
time.  In  this  instance  a  diagnosis  of  rupture  of  the 
uterus  was  made  and  another  classical  caesarean 
was  performed  at  St.  Luke's  Hospital  several  hours 
after  labor  began.  Recovery  was  good.  The  baby 
was  dead  before  the  operation. 

On  Sept.  21,  1918,  at  7  a.m.,  the  patient  began 
to  have  pain  in  the  lower  abdomen  which  was  cramp- 
like in  character  and  recurred  at  half-hour  intervals. 
At  4  p.m.  it  became  worse  and  she  was  scarcely 
able  to  walk.  One  attack  of  the  pain  was  particularly 
sharp,  but  she  did  not  know  when  the  rupture  took 
place.  She  thought  she  felt  the  baby  move  late  in 
the  afternoon  and  evening.  At  6  p.m.  she  decided 
to  go  to  the  hospital  as  she  believed  that  she  was  in 
labor. 

On  admittance  to  the  hospital  at  9  p.m.  she 
showed  signs  of  abdominal  haemorrhage.  No  foetal 
heart  tones  could  be  heard.  The  condition  was 
diagnosed  as  rupture  of  the  uterus  and  the  patient 
was  prepared  for  operation.  At  operation  the  usual 
abdominal  incision  for  the  classical  caesarean  section 
was  made.  Free  blood  and  clots  were  found  as  soon 
as  the  abdomen  was  opened.  Between  the  old 
abdominal  scar  and  the  uterine  scar  was  a  dense 
adhesion  made  up  of  omentum  and  scar  tissue.  When 
this  was  severed  the  uterine  scar  came  into  view. 
'The  rupture  was  situated  in  the  old  scar  and  was 
about  8  cm.  long.  The  placenta,  which  filled  the  gap, 
was  covered  with  blood  clots.  On  passing  the  hand 
through  the  placenta  the  sac  was  found  to  be  intact. 
The  foetus  was  in  breech  presentation,  the  back  on 
the  left  side.  Delivery  was  made  in  the  usual  manner. 

The  child  was  found  to  be  in  a  state  of  rigor  mortis, 
and  its  head  was  bent  and  fixed  to  the  left.  The 
uterus  contracted  doAvn  nicely.  The  delivery  of 
the  placenta  was  followed  by  a  Porro  caesarean 
operation,  and  the  abdomen  was  closed  in  the  usual 
manner.  The  operation  was  practically  bloodless. 
A  direct  salt  solution  transfusion  was  given.  The 
patient  was  pulseless  for  a  short  time  but  soon  re- 
vived. She  was  put  to  bed  in  fair  condition. 

The  convalescence  was  stormy  for  about  six 
weeks.  During  this  time  a  rather  large  abscess 
formed  in  the  pelvis  on  the  right  side  and  a  severe 
bronchitis  developed.  Associated  with  the  latter 
was  an  infiltration  of  both  lung  apices  so  marked 
that  an  internist  made  a  tentative  diagnosis  of. 
pulmonary  tuberculosis. 

The  abdominal  abscess  opened  through  the  lower 
end  of  the  abdominal  scar  and  through  the  cervix. 
Three  days  later  the  temperature  dropped  to  normal 
and  the  patient  went  on  to  recovery.  She  was  dis- 
charged from  the  hospital  nine  weeks  after  the 
operation.  Examination  four  months  later  showed 
the  abdominal  viscera  to  be  normal.  The  patient 
had  gained  in  weight  and  was  in  good  general  con- 
dition. Edward  L.  Cornell. 
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Wolf,  E.  B.:  A  Case  of  Ectopic  Gestation  which 
Burst  into  the  Rectum.  Indian  M.  Gaz., 
igig,  Hv,  419. 

The  patient,  an  ignorant  country  woman  ad- 
mitted to  the  hospital  Aug.  7,  1019,  complained 
of  abdominal  pain  and  obstruction  in  the  rectum. 

Three  years  previously  menstruation  had  stopped 
for  two  months  when  suddenly  she  had  a  very 
acute  attack  of  pain  in  the  lower  abdomen  and  a 
slight  red  vaginal  discharge.  The  pain  gradually 
passed  off.  From  that  time  on  she  again  had  sup- 
pression of  the  menses,  noticed  that  her  abdomen 
was  larger,  and  suffered  slight  intermittent  abdom- 
inal pain.  Soon  she  felt  abdominal  movements  and 
her  relatives  believed  her  to  be  pregnant.  This 
condition  lasted  until  the  ninth  month  when  she 
had  severe  pain  again  with  tightness  of  the  ab- 
domen. As  labor  did  not  set  in,  however,  her 
relatives  concluded  that  the  condition  was  an 
"air  tumor"  and  gave  her  native  medicine  to 
"melt"  it.  In  the  course  of  several  months  the 
abdomen  gradually  decreased  in  size  and  menstrua- 
tion was  re-established.  Slight  pain,  however, 
persisted  in  the  lower  abdomen.  Subsequently  the 
patient  was  in  comparatively  good  health  until 
six  months  previous  to  examination  when  she  began 
to  have  frequent  stools  which  eventually  were 
mixed  with  blood  and  mucus. 

Vaginal  examination  showed  a  relaxed  outlet,  a 
firm  and  enlarged  cervix,  and  induration  and  in- 
definite masses  in  the  cul-de-sac  and  both  fornices. 
It  was  impossible  to  outline  the  uterus.  Rectal 
examination  revealed  large  external  haemorrhoids 
and  a  sanio-purulent  faecal  discharge  with  a  most 
offensive  odor.  On  introducing  the  finger  a  sharp 
cutting  edge  of  a  flat  bone  was  felt  and  the  bone  was 
removed  with  some  difficulty.  This  seemed  to  be  a 
portion  of  a  fcEtal  skull. 

At  operation  there  was  still  an  offensive  dis- 
charge, and  about  3  in.  from  the  external  sphincter, 
a  little  to  the  right  of  the  mid-line,  a  mass  of  bones 
which  apparently  extended  from  the  cul-de-sac 
into  the  right  wall  of  the  rectum  was  found.  These 
were  gradually  removed  with  the  fingers.  A  large 
blind  sac  with  irregular  edges  was  then  discovered 
opening  into  the  right  rectal  wall.  Vaginal  examina- 
tion after  the  operation  showed  that  the  bulging 
mass  in  the  cul-de-sac  had  disappeared,  that  there 
was  still  some  induration  in  both  fornices,  and  that 
the  uterus  was  in  good  position,  a  little  larger  than 
normal  and  with  slightly  restricted  movement  on 
the  right.  The  patient  stood  the  operation  well  and 
made  an  uninterrupted  recovery. 

The  bones  removed  numbered  62.    There  were 

4  very  thin  cranial  bones,  the  largest,  the  occipital 
bone,  measuring  5  by  3.5  cm.;  22  ribs,  the  longest 

5  cm.;  both  femurs,  each  measuring  5.5  cm.;  both 
tibiae,  each  measuring  4.5  cm.;  5  smaller  long  bones 
hard  to  differentiate;  both  iliac  bones,  each  measur- 
ing 2  by  2  cm.;  both  scapulae;  9  small  vertebrae; 
and  14  imperfect  bones  difficult  to  identify. 

Edward  L.  Cornell. 


Essen -Moeller:  The  Results  and  Indications  for 
Abdominal  Caesarean  Section  (Ueber  die  Erfol- 
ge  und  Indikationen  des  abdominalen  Kaiserscbnitts) . 
XII  Versamml.  nord.  chir.  Verein.,  Christianla,  1919, 
July. 

In  the  gynecological  clinic  at  Lund  106  abdominal 
caesarean  sections  were  performed  for  the  following 
indications:  eclampsia  and  premature  detachment 
of  the  placenta,  10  cases  with  3  deaths  (eclampsia); 
placenta  praevia,  7  cases  with  i  death  (embolus); 
myomata,  8  cases  with  i  death  (ileus);  mechanical 
malformations,  74  cases  with  i  death  (peritonitis); 
vaginal  stenosis  and  other  rare  conditions,  7  cases 
with  no  deaths. 

Of  the  foetuses  7  were  dead  before  the  operation 
and  2  were  born  alive,  but  died  soon  afterward  be- 
cause of  malformation  of  the  heart  and  umbilical 
haemorrhage.   The  others  lived. 

In  eclampsia  the  author  advocates  abdominal 
caesarean  section  only  when  the  difficulties  of  the 
vaginal  caesarean  section  appear  to  be  too  great. 

In  placenta  praevia  he  does  an  abdominal  caesarean 
section  only  on  non-infected  patients  when  haemor- 
rhage is  threatening  and  the  width  of  the  cervix  is 
such  that  version  is  impossible. 

In  cases  of  myoma  the  indication  for  caesarean  sec- 
tion is  either  absolute  or  altogether  wanting  because 
during  the  birth  the  myoma  has  become  pulled  up- 
ward from  the  pelvis. 

In  narrow  pelves  the  indication  for  the  operation 
is  most  difficult  to  determine.  The  author  discusses 
each  operation  separately  and  comes  to  the  conclu- 
sion that  when  it  is  certain  the  patient  is  not  infected 
and  the  labor  pains  cannot  overcome  the  obstruc- 
tion, caesarean  section  is  to  be  preferred  to  the  use 
of  high  forceps,  version,  or  perforation. 

If  the  patient  is  infected,  version  or  use  of  the  for- 
ceps should  be  tried  before  perforation  of  a  living 
foetus  is  undertaken. 

Only  when  it  is  not  probable  that  the  patient  will 
ever  be  able  to  give  birth  to  a  living  child  should 
the  Porro  operation  be  performed  even  in  the  pres- 
ence of  infection.  W.  A.  Brennan. 

Lecocq,  R. :  Delivery  of  a  Living  Child  by  Hyster- 
ectomy without  Prior  Opening  of  the  Uterus 

(L'accouchement  par  hysterectomie  sans  ouverture 
preable  de  I'uterus,  I'enfant  6tant  vivant).  Ann.  de 
gynec.  et  d'obsL,  1919,  Ixxii,  541. 

Removing  the  uterus  containing  a  living  child 
without  previously  opening  it  was  first  done  by  Rey- 
mond  at  Paris  in  191 1.  In  this  instance  it  was  done 
in  a  desperate  case  in  which  the  mother's  life  was  at 
stake.  Both  mother  and  child  lived.  Since  then,  the 
procedure  has  been  repeated  by  Reymond  in  4  other 
cases  and  each  time  the  child  was  saved.  In  i  case 
the  mother  died  from  general  peritonitis,  being  se- 
verely infected  at  the  time  of  operation. 

Lecocq's  article  is  based  on  these  5  cases  and  gives 
the  history  of  each.  The  operative  indications  in 
the  5  cases  were  for  a  hysterectomy  or  a  Porro  opera- 
tion.   The  instruments  necessary  for  the  operation 
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described  in  this  article  are  those  required  for  an 
ordinary  hysterectomy.  As  soon  as  the  uterus  is 
freed  it  is  removed  to  another  room  where  the  child 
is  extracted  by  an  assistant.  The  surgeon  does  not 
concern  himself  with  the  uterus  after  its  removal. 

In  some  cases  it  is  necessary  to  resuscitate  the 
child.  It  is  most  important  that  the  time  between 
the  last  ligation  and  the  delivery  of  the  child  should 
be  as  short  as  possible.  In  the  cases  reported  it 
varied  from  twenty-seven  to  thirty  seconds.  The 
life  of  the  child  is  not  compromised  by  an  interrup- 
tion of  the  circulation  for  thirty  seconds  as  there  is 
sufficient  oxygen  in  the  placentary  blood  to  prevent 
asphyxiation.  The  haemorrhage  following  the  remov- 
al of  the  uterus  is  slight,  a  fact  which  is  interesting 
when  the  usual  extensive  blood  loss  in  the  caesarean 
operation  is  considered.  In  all  of  the  cases  the 
mother  was  able  to  nurse  the  child  three  days  after 
the  operation.  W.  A.  Brennan. 

LABOR  AND  ITS  COMPLICATIONS 

Macias  de  Torres :  Some  New  Theories  Regarding 
the  Mechanism  of  Flexion  and  Engagement  in 
Vertex  Presentations  (Algunas  ideas  nuevas 
acerca  del  mecanismo  de  la  flexion  y  el  encajamiento 
en  las  presentaciones  de  vertice).    Thesis,  1919. 

Macias  de  Torres  undertakes  to  explain  the  ordin- 
ary means  by  which  flexion  is  brought  about  in 
vertex  presentations.  The  older  authors  supposed 
that  the  foetus  arranges  itself  in  the  most  favorable 
situation  in  the  limited  space  available  in  the  uterine 
cavity  and  that  consequently  the  vertex  is  presented 
when  the  head  is  the  lower  pole.  It  has  also  been 
explained  as  the  effect  of  the  curve  of  the  primitive 
line  which  persists  during  all  the  phases  of  fcetal 
development.  In  modern  times  both  explanations 
have  been  discarded  since  it  has  been  proved  by 
direct  observation  that  when  engagement  does  not 
take  place  during  the  pregnancy,  the  foetus  presents 
itself  at  the  time  of  parturition  at  the  superior  straight 
in  an  attitude  which  might  be  called  indifferent, 
that  is,  intermediate  between  flexion  and  extension. 
It  is  admitted  also  that  the  oblique  and  transverse 
diameters  of  the  superior  straight  are  sufficiently 
ample  to  permit  engagement  without  previous 
flexion  and  that  this  would  then  take  place  afterward 
in  the  concavity  or  when  the  lowest  portion  of  the 
foetus  impinges  on  the  perineum,  though  this  is  not 
true  in  the  majority  of  cases. 

Those  who  admit  that  flexion  may  not  be  pro- 
duced even  at  the  time  of  engagement  try  to  explain 
it  in  two  ways.  Zweifel's  theory  is  based  on  the  in- 
equality of  the  arms  of  the  lever  on  which  the 
uterine  force  works  which  is  transmitted  to  the  head 
by  the  vertebral  column.  The  axial  pressure  trans- 
mitted to  the  head  is  not  distributed  equally 
between  the  facial  and  occipital  portion  because  the 
point  on  which  the  impulsive  force  acts  is  nearer  the 
occiput  than  the  forehead,  the  facial  arm  of  the  lever 
being  somewhat  longer  than  the  occipital  and  the 
vertex,  therefore,  progressing  more  rapidly  than  the 


face.  Support  has  been  given  also  to  the  theory  that 
the  f(i;tal  head  engaged  without  flexion  arrives  in 
this  manner  at  the  perineal  floor  and  that  the  flexion 
is  caused  by  the  reaction  of  the  pelvic  diaphragm. 

That  flexion  is  produced  in  the  concavity,  as 
claimed  by  certain  authors,  is  true  is  some  cases  but 
these  are  few  as  ordinarily  flexion  precedes  engage- 
ment. On  the  other  hand,  the  study  of  the  pelvic 
and  foetal  diameters  demonstrates  that  engagement 
in  the  indifferent  attitude,  while  possible,  would 
require  such  a  compression  of  the  soft  parts  that  it  is 
not  apt  to  occur.  Furthermore,  the  maximum 
transverse  diameter,  the  only  one  which  would  per- 
mit engagement  without  flexion,  is  considerably 
*  shortened  at  both  ends  by  the  prominence  of  the 
psoas  muscles.  To  this  must  be  added  the  fact  that 
fa'tal  engagement  in  the  superior  straight  is  pro- 
duced center  for  center,  and  since  the  greatest  trans- 
verse diameter  is  nearer  the  promontory  than  the 
pubis,  it  is  not  practicable  because  one  of  the 
parietal  eminences  would  impinge  upon  the  prom- 
ontory while  a  considerable  space  would  be  left 
between  the  other  and  the  pubis,  and  a  more  anterior 
transverse  diameter  which  might  be  practicable  is 
easily  shorter  than  the  oblique  diameters.  These 
are,  therefore,  the  diameters  most  easily  negotiable 
by  the  foetal  pole. 

For  these  reasons  Macias  believes  the  fact  indis- 
putable that  in  almost  all  cases  flexion  must  precede 
engagement.  Even  supposing  that  this  were  not  so 
and  that  the  head  entered  the  concavity  without 
flexion,  the  theory  of  Zweifel  seems  to  him  to  be 
impractical,  for  while  the  slightest  difference  in  the 
length  of  the  arms  of  the  occipitofacial  lever  would 
be  sufficient  to  provoke  flexion,  the  resistance  at  both 
points  being  equal,  it  remains  to  be  proved  that  this 
resistance  is  uniform,  because  if  it  were  ever  so  Uttle 
greater  on  the  shorter  arm  of  the  lever,  flexion  could 
not  be  produced.  It  is,  indeed,  very  probable  that 
the  resistance  which  the  two  cephalic  poles  encounter 
in  their  descent  through  the  concavity  varies  a  great 
deal.  So  far  as  the  possibility  that  the  head  of  a 
mature  foetus  would  reach  the  perineum  without 
flexion  is  concerned,  the  previous  arguments 
demonstrate  the  difficulty  of  this  occurrence  in  the 
vast  majority  of  cases. 

Becerro  de  Bengoa  explains  the  deflexion  which 
is  frequently  observed  in  occipitoposterior  presenta- 
tions as  due  to  the  diminution  of  the  sine  of  the  angle 
formed  by  the  uterine  axis  and  the  vertebral  column 
which  is  produced  when  the  uterus  contracts  and  the 
woman  is  lying  in  a  horizontal  position.  By  the 
same  reasoning  applied  to  occipito-anterior  cases  this 
explanation  would  logically  require  the  diminution 
of  the  sine  of  the  uterovertebral  angle  to  produce 
flexion.  A  point  presented  by  this  theory  which 
Macias  considers  worthy  of  consideration  is  that  the 
diminution  of  the  value  of  the  stated  angle  has  an 
influence  on  the  flexion  or  deflexion  of  the  head, 
though  he  interprets  in  a  different  manner  the 
mechanism  by  which  this  cause  works,  since  to 
admit  the  theory  of  Becerro  in  its  entirety  it  would 
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be  necessary  for  the  head  to  remain  fixed  with  such 
energy  at  the  edge  of  the  superior  straight  that  it 
could  not  follow  the  movements  of  the  trunk. 
Flexion  which  might  be  produced  in  this  way  would 
always  be  very  limited,  while  as  a  matter  of  fact  it 
is  usually  profound,  particularly  in  cases  in  which 
the  presentation  is  occipito-anterior. 

While  Macias  accepts  none  of  these  theories,  even 
in  their  general  lines,  he  states  his  beliefs  as  follows: 

1.  The  greatest  foetal  diameter  always  presents 
according  to  one  of  the  oblique  diameters  which  as  a 
general  rule  is  the  left.  The  only  exceptions  occur 
in  cases  of  flat  pelvis  in  which  the  mechanism  of 
engagement  is  somewhat  different. 

2.  The  head  of  the  foetus  adopts  primarily  an 
indifferent  attitude. 

3.  It  is  difficult  to  admit  in  a  general  way  that 
flexion  follows  engagement,  and  in  cases  of  engage- 
ment without  flexion  parturition  is  always  consider- 
ably lengthened. 

Before  explaining  his  own  theory  in  detail  Macias 
describes  the  anatomical  superior  straight  and  the 
clinical  straight  and  compares  the  planes  and  axes 
of  the  two  and  their  relation  to  the  uterine  axis. 
For  obstetrical  purposes,  the  only  planes  and  axes 
of  interest  are  those  which  pertain  to  the  clinical 
straight,  and  as  the  axis  of  this  is  in  front  of  the  axis 
of  the  classical  straighti  it  follows  that  the  uterine 
axis  is  considerably  posterior  to  that  of  the  plane  of 
engagement;  i.  e.,  the  uterine  force  does  not  work 
upon  the  obstetrical  straight  directly  but  with  a 
certain  inclination.  To  this  fact  there  are  no  excep- 
tions except  in  cases  in  which  the  abdomen  is  exces- 
sively pendulous.  If  the  uterus  is  represented  as  a 
tube  set  up  vertically,  the  superior  straight  repre- 
sents a  narrowing  of  the  tube  situated  at  a  somewhat 
higher  level  posteriorly  than  in  front.  As  a  conse- 
quence, the  foetal  head  which  descends  in  the  in- 
different attitude  finds  itself  held  up  by  an  obstacle 
which  cannot  be  overcome  at  the  posterior  extremity 
of  the  oblique  diameter,  while  in  the  anterior  portion 
of  the  same  diameter  there  is  no  appreciable  obstacle 
to  oppose  its  descent.  It  is  not,  therefore,  as  Zweifel 
believes,  the  inequality  of  the  arms  of  the  lever 
which  determines  flexion,  for  then  it  would  be  pro- 
duced always  and  would  be  equally  complete  in  all 
cases  except  when  the  arms  of  a  lever  might  be  equal 
or  the  posterior  longer  than  the  anterior.  That 
which  determines  flexion  before  engagement  takes 
place  is  the  inequality  of  the  resistance  which  is 
opposed  to  each  of  the  arms  of  the  lever,  i.  e.,  bony 
resistance  at  the  posterior  portion  and  only  the 
weak  obstruction  of  the  soft  parts  at  the  anterior 
portion.  Starting  from  this  base,  Macias  describes 
the  manner  in  which  flexion  and  engagement  are  pro- 
duced in  each  type  of  case. 

In  occipito-anterior  vertex  presentations,  the  head 
descending  in  the  indifferent  attitude  finds  itself 
detained  at  the  level  of  the  forehead  by  the  sacro- 
iliac synchondrosis,  and  therefore  the  impulsive 
force  of  the  uterus  encounters  an  immovable  obstacle 
at  the  level  of  the  forehead  and  not  at  the  level  of  the 


occiput.  Thus  all  the  energy  is  expended  upon  the 
latter  point,  causing  it  to  descend  forcibly  while  the 
forehead  remains  immovable.  The  consequence  is 
a  profound  flexion  presenting  in  the  oblique  diameter 
which  corresponds  to  the  frontosuboccipital  foetal 
diameter,  and  the  head  enters  the  concavity  in  a 
manner  which  permits  descent  and  rotation  with 
ease,  being  held  back  only  by  the  resistance  of  the 
soft  parts. 

In  occipitoposterior  presentations  conditions  are 
very  different.  The  occiput  being  detained  at  the 
level  of  the  sacro-iliac  synchondrosis  and  all  the 
uterine  force  acting  upon  the  anterior  extremity  of 
the  head,  the  face  descends  and  there  is  always  a 
certain  degree  of  extension  which  may  lead  finally  to 
a  face  presentation.  Occipitoposterior  presentations 
have  a  greater  tendency  to  be  transformed  into  face 
presentations  than  have  occipito-anterior  presenta- 
tions, and  this  Macias  considers  an  argument  of 
great  force  in  support  of  his  hypothesis. 

The  transformation  of  occipitoposterior  presenta- 
tions to  mento-anterior  presentations,  however,  does 
not  take  place  in  every  case.  The  occiput  being 
stationary  at  the  sacro-iliac  synchondrosis  and  the 
anterior  extremity  of  the  fronto-occipito  diameter 
descending,  the  result  is  not  the  same  as  in  a  case  of 
occipito-anterior  presentation  when  the  diameter 
which  presents  at  the  superior  straight  is  a  small 
diameter,  such  as  the  suboccipitobregmatic.  In 
this  case  the  presenting  diameter  is  a  large  one, 
occipitofrontal  or  occipitonasal,  and  the  further  the 
chin  descends,  considering  the  occipital  point  im- 
movable, the  more  all  the  diameters  are  increased 
from  the  occipitofrontal  to  the  occipitomental  which 
is  the  largest  of  all.  Consequently  the  pelvic  diame- 
ters become  insufficient  and  the  head  is  detained  at 
the  level  of  the  superior  straight  in  a  position  of 
slight  extension  but  unengaged.  This  accounts  for 
the  frequency  with  which  vertex  presentations  in 
occipitoposterior  positions  remain  unengaged  until 
the  time  of  parturition.  Even  though  some  of  them 
appear  to  be  engaged,  it  is  not  so.  In  reality  they 
remain  stationery  at  the  superior  straight  without 
entering  it. 

In  the  moment  of  parturition,  when  the  uterine 
contractions  represent  an  infinitely  impulsive  force, 
progress  occurs  in  the  following  manner:  If  the 
disproportion  between  the  oblique  diameter  and 
the  foetal  presenting  diameter  is  not  large,  the 
uterine  force  is  able  to  cause  engagement  in  the 
attitude  in  which  the  foetal  pole  happens  to  be  found, 
but  always  there  will  result  an  engagement  with  the 
head  arranged  in  such  a  manner  that  later  move- 
ments of  the  parturition  do  not  take  place  easily. 
The  slowness  of  parturition  in  occipitoposterior  cases 
is  due  to  the  absence  of  flexion,  and  it  is  equally  true 
that  in  such  cases  the  labor  progresses  rapidly  as 
soon  as  the  head  is  flexed,  always  within  the  con- 
cavity, by  one  mechanism  or  another.  The  greater 
length  of  the  arc  of  the  circle  which  the  occiput  has 
to  travel  in  order  to  pass  from  the  posterior  ex- 
tremity of  an  oblique  diameter  to  the  anterior  end  of 
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the  anteroposterior  diameter  is  not  responsible, 
therefore,  for  the  difficulties  encountered  in  thjese 
labors.  The  proof  lies  in  the  fact  that  the  steps 
which  are  longest  are  the  engagement  and  the 
descent.  Rotation  is  rapid  after  a  somewhat  accen- 
tuated flexion  has  been  obtained.  At  least  in  the 
majority  of  cases  this  flexion  takes  place  somewhat 
before  the  foetal  pole  reaches  the  perineum.  The 
wall  of  the  anterior  arc  of  the  pelvis  represents  a 
bony  plane  with  a  uniform  inclination,  i.  e.,  it  can 
be  considered  bony  because  the  obturator  foramen 
is  closed  by  the  aponeurosis  which  is  reinforced  by 
muscles  which  contract  actively  in  the  moment  of 
parturition  and  make  the  opening  of  the  obturator 
foramen  useless  as  a  means  to  make  the  passage  of 
the  foetal  head  easier. 

The  anatomical  condition  of  the  posterior  arc  is 
very  different.  After  the  narrowing  which  repre- 
sents the  superior  straight,  there  is  a  hollow  corre- 
sponding to  the  lateral  surface  of  the  anterior  aspect 
of  the  sacrum  and  the  coccyx.  Therefore,  the  foetal 
head,  pushed  forcibly  through  the  superior  straight, 
encounters  anteriorly  a  uniform  resistance.  Pos- 
teriorly, once  past  the  promontory  of  the  sacrum,  a 
hollow  permits  the  occiput  to  progress  with  relative 
rapidity  and  consequently  a  certain  degree  of 
flexion  results  which  compensates  for  and  over- 
passes the  slight  extension  which  was  present  at  the 
moment  of  engagement.  Then  follows  the  difficult 
progression  of  the  foetal  head  until  the  occipital  end 
reaches  the  sciatic  notch.  Here  there  are  no  ob- 
structing membranes,  as  in  the  anterior  portion,  and 
the  organs  which  traverse  the  notch  are  easily  com- 
pressed. Accordingly,  the  anterior  extremity  of  the 
foetal  pole  encounters  throughout  its  descent  a 
uniform  resistance  while  the  posterior  end  meets 
less  resistance  and  resistance  that  is  uneven.  As  a 
result  there  is  produced  a  flexion  which  is  particular- 
ly rapid  when  the  occiput  reaches  the  sciatic  notch, 
and  once  accomplished,  the  remaining  steps  go  on 
without  difficulty. 

Some  cases  of  occipitoposterior  presentation  are 
irreducible,  i.  e.,  rotation  does  not  take  place 
spontaneously.  If  the  cause  of  this  anomaly  is 
investigated  it  is  seen  that  flexion  is  always  lacking. 
A  certain  degree  of  width  in  the  pelvis  at  the  level 
of  the  superior  straight  in  these  cases  or  a  relative 
smallness  of  the  foetal  head  does  not  have  a  bene- 
ficial influence  on  the  progress  of  parturition,  but 
up  to  a  certain  point  is  rather  prejudicial  since  it 
permits  the  engagement  of  the  foetal  pole  in  a 
diameter  nearer  the  occipitomental  than  that  which 
is  typical,  and  from  this  comes  a  sincipital  or  a  fore- 
head presentation.  As  a  consequence  conditions 
are  even  less  favorable  to  the  spontaneous  solution 
of  this  obstetrical  problem. 

•  Another  type  of  case  which  occurs  with  great 
frequency  in  primary  occipitoposterior  presentations, 
especially  in  the  multipara,  is  the  following: 

The  head  is  lying  in  an  oblique  diameter  and  with 
the  occiput  directed  toward  the  sacro-iliac  syn- 
chondrosis, but  the  diameter  is  too  small  to  permit 


engagement  by  a  diameter  which  must  be  greater 
than  the  occipitofrontal  and  less  than  the  occipito- 
mental. The  uterine  contraction  is  not  able  to 
produce  engagement  and  the  head  therefore  re- 
mains a  long  time  upon  the  superior  straight  without 
entering  it. 

The  natural  evolution  of  these  cases  can  be 
summed  up  in  a  few  words:  rotation  precedes  en- 
gagement. That  is,  the  foetal  head  turns,  remaining 
always  free  upon  the  straight  until  the  foetal  diam- 
eter takes  a  frankly  transverse  position.  After- 
ward the  occiput  becomes  anterior  so  that  the 
primary  occipitoposterior  presentation  becomes 
changed  before  engagement  into  occipito-anterior. 
After  this,  the  remaining  steps  take  place  with  a 
truly  marvelous  rapidity  in  many  cases.  In  such 
instances  it  is  easy  to  assume  on  digital  examination 
that  the  pelvis  is  flattened  as  the  promontory  is 
always  especially  noticeable  in  front.  This,  however, 
is  perfectly  normal  as  mensuration  will  prove.  If 
the  obstetrician  is  deceived  by  the  momentary  im- 
pression and  assumes  that  the  pelvis  is  flat  he  will 
do  a  podalic  version  with  such  success  that  he  will 
be  much  surprised.  Many  of  the  brilliant  results 
obtained  in  cases  of  alleged  narrow  pelvis  treated  by 
version  are  due  to  this  simple  explanation,  i.  e.,  that 
there  is  no  narrowing  but  simply  an  occipito- 
posterior or  an  occipito-anterior  presentation  which 
has  not  engaged  as,  because  of  great  laxity  of  the 
abdominal  walls,  the  uterine  axis  coincides  with  that 
of  the  straight  or  is  anterior  to  it  and  therefore  does 
not  permit  the  mechanical  action  necessary  to  pro- 
duce flexion  which  would  eflfect  engagement. 

Another  factor  which  is  easily  proved  clinically 
and  lends  great  weight  to  the  author's  theory  is  the 
manner  in  which  parturition  takes  place  in  flattened 
pelves.  In  these  the  anteroposterior  diameter  is 
shortened  in  greater  or  less  proportion  and  conse- 
quently the  oblique  diameters  are  also  somewhat 
shorter  than  normal,  to  the  point  of  impeding  en- 
gagement, whatever  may  be  the  degree  of  flexion 
and  the  orientation  of  the  occiput.  Under  the  influ- 
ence of  the  uterine  contractions,  the  head  turns  until 
it  reaches  the  transverse  diameter  which  is  not  only 
the  largest  of  all  in  flat  pelves,  but  usually  larger 
than  in  the  normal  pelvis.  In  this  diameter  engage- 
ment takes  place,  but  it  will  be  without  flexion  for 
flexion  cannot  be  produced  since  the  two  ends  of  the 
transverse  diameter  are  always  found  at  the  same 
height  and  in  the  descent  through  the  concavity 
the  same  resistances  act  upon  the  occiput  and  upon 
the  forehead  since  both  halves  of  the  pelvis  are 
symmetrical.  Thus  the  attitude  is  indifferent,  until 
rotation  of  the  foetal  trunk  produces  rotation  of  the 
head  and  conditions  change  and  permit  some  flexion. 
This  fact  alone  suffices  to  refute  the  hypothesis  of 
Zweifel,  since  the  inequality  of  the  arms  of  the  lever 
could  never  produce  results  more  obvious  than  in 
these  cases  of  engagement  in  the  transverse  diameter 
in  which  the  resistances  are  absolutely  equal. 

Of  course,  there  are  cases  of  narrow  pelvis  with 
engagement  of  the  head  in  the  transverse  diameter 
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in  which  there  is  a  previous  very  marked  flexion.  In 
such  instances  the  promontory  detains  the  posterior 
parietal  eminence  upon  which  the  head  turns  in  such 
a  manner  that  it  descends  and  enters  the  superior 
straight,  the  biparietal  diameter  being  replaced  by 
the  bitemporal  which  is  smaller  and  permits  en- 
gagement. 

The  author  adds  a  note  on  asynclitism.  If  by 
asynclitism  it  is  meant  that  one  of  the  parietal 
eminences  enters  the  superior  straight  before  the 
other,  the  presence  of  posterior  asynclitism  is  indis- 
putable in  normal  cases,  while  in  narrow  pelves  the 
asynclitism  usually  is  anterior.  If,  on  the  contrary, 
is  meant  by  asynclitism  a  lateral  deviation  of  the 
head  of  the  foetus  in  order  that  flexion  may  be  ob- 
tained, asynclitism  is  not  present,  because  all  the 
motions  which  the  foetus  makes  in  parturition  are 
entirely  passive,  imposed  by  the  time  and  the  place 
in  which  the  resistances  act.  Consequently  there 
is  no  external  cause  which  can  modify  the  orienta- 
tion of  the  biparietal  axis,  i.  e.,  this  diameter,  (of 
which  the  ends  are  the  two  parietal  eminences)  at 
no  moment  of  the  progression  impinges  on  the  walls 
of  the  pelvis  so  energetically  that  the  descent  of  one 
of  them  would  be  impeded  or  even  retarded  with 
respect  to  the  other.  M.  M.  Matthies. 

Schulze,  A.  G. :    The  Action,  Use,  and  Abuse  of 
Pituitrin.    J.-Lancet,  1919,  xxxix,  584. 

Although  pituitrin  has  been  used  in  obstetrics 
for  some  years  and  has  given  good  results  when 
employed  with  caution,  its  use  is  attended  never- 
theless with  a  certain  amount  of  danger.  The 
nearly  ideal  condition  for  its  administration  is 
encountered  in  a  healthy  multipara  with  fully 
dilated  os  and  ruptured  membranes,  when  presenta- 
tion is  normal,  the  foetus  resting  on  a  relaxed  and 
easily  stretched  perineum,  and  the  pains  show  a 
tendency  to  lag.  The  age  and  parity  of  the  patient 
must  be  kept  in  mind,  the  bladder  watched,  and 
the  condition  of  the  anterior  lip  of  the  cervix  de- 
termined before  the  drug  is  given.  The  fact  that 
a  lazy  uterus  needs  stimulation,  whereas  an  ex- 
hausted uterus  calls  for  relief,  should  also  be  re- 
membered. 

The  dose  for  intrapartum  use  should  never  be  as 
much  as  i  c.c,  and  the  accepted  dose  is  3  or  4  m. 
An  overdose  may  cause  in  the  mother  deep  lacera- 
tions of  the  cervix  and  perineum,  and  sometimes 
even  rupture  of  the  uterus,  and  in  the  child  asphyxia 
and  cerebral  haemorrhage.  Pituitrin  is  used 
after  delivery  for  intestinal  distention  and  retention 
of  the  urine.  Combined  with  ergotol,  it  is  given  in 
cases  of  postpartum  haemorrhage  and  during  caesarean 
section.  It  should  never  be  used  in  the  first  stage 
of  labor  nor  in  any  stage  if  the  case  is  normal. 
Neither  should  it  be  used  to  induce  labor  at  full 
term,  although  it  may  be  employed  to  hasten  the 
termination  of  an  inevitable  abortion. 

It  should  never  be  used  in  doubtful  cases,  and 
only  small  doses  should  be  given  even  when  its  use 
is  certainly  indicated.  F.  H.  Harms. 


Bjornson,  O. :    The  Use  and  Misuse  of  Forceps  in 
Labor.    J  .-Lancet,  1919,  xxxix,  579. 

A  narrowing  or  deformity  of  the  pelvis  is  com- 
paratively rare  as  an  indication  for  the  use  of 
forceps.  The  same  is  true  to  a  certain  extent  of 
crossbirths,  brow,  face,  and  difficult  breech  pre- 
sentations, eclampsia  and  placenta  pra:via.  Lesser 
complications  more  frequently  met  with  are  de- 
layed labor  due  to  failure  of  the  head  to  enter  the 
pelvic  inlet.  This  may  be  the  result  of  malpositions 
(such  as  the  occipitoposterior  position),  dispropor- 
tion between  the  head  and  the  pelvis,  misdirection 
of  the  uterine  force  (as  in  over-distention  of  the 
uterus  from  hydramnios),  multiple  pregnancy,  or 
laxity  of  the  abdominal  wall  due  to  over-distention 
or  separation  of  the  recti  muscles.  After  the  head 
has  descended  into  the  pelvis  delay  results  from 
posterior  position  of  the  occiput  and  disproportion 
between  the  head  and  the  pelvis.  Lastly  there  are 
cases  in  which,  owing  to  slow  dilatation  of  the  os, 
increased  resistance,  or  obstruction  to  the  advance 
of  the  head,  the  uterine  forces  give  out  and  uterine 
inertia  results. 

Certain  conditions  must  be  present  before  instru- 
ments should  be  applied: 

1.  The  head  must  present  by  the  vertex. 

2.  The  head  should  be  engaged,  i.e.,  the  greatest 
diameter  should  have  passed  the  pelvic  brim. 

3.  The  OS  uteri  should  be  fully  dUated.  Nothing 
could  be  more  pernicious  than  applying  forceps  and 
pulling  the  head  through  a  partly  dilated  os. 

4.  The  membranes  should  be  ruptured  and  re- 
tracted over  the  head. 

5.  Uterine  contractions  should  be  present  in 
sufficient  force  and  regularity  to  ensure  detachment 
of  the  placenta  and  closure  of  the  uterine  sinuses  as 
otherwise  a  serious  or  fatal  haemorrhage  is  apt  to 
follow. 

6.  The  occiput  should  be  directed  anteriorly. 
This  last  is  not  usually  given  in  the  textbooks,  but 
many  of  the  difiiculties  of  the  forceps  operation 
would  be  obviated  if  the  rule  were  followed. 

Premature  administration  of  chloroform  is  apt  to 
lead  to  error.  It  is  safest  never  to  administer  a 
general  anaesthetic  unless  the  conditions  neces- 
sitating the  use  of  forceps  are  present.  For  pain  it 
is  better  to  give  morphine,  chloral,  or  hyoscine 
instead. 

The  author  prefers  the  Neville  type  of  forceps. 
He  places  the  patient  in  the  Sims'  position  and 
insists  that  the  obstetrician  should  wear  rubber 
gloves.  Such  experience  as  he  has  had  with  high 
forceps  has  been  unfortunate.  Attempts  to  push  the 
head  into  the  pelvis  by  suprapubic  pressure  do  no 
harm  and  sometimes  succeed.  When  the  abdominal 
wall  is  lax  a  tight  abdominal  binder  applied  between 
pains  is  often  of  aid.  When  these  means  fail  resort 
may  be  had  to  forceps  of  the  axis  traction  type. 
Applying  forceps  to  a  floating  head  and  giving  a  few 
pulls  to  see  what  happens  does  no  harm,  but  labor 
must  not  be  finished  in  this  way  if  there  is  absolute 
immobility  and  no  response  to  the  traction.    The 
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lone  practitioner  would  do  a  version  or,  if  help  were 
available,  a  craniotomy  or  cesarean  section. 

When  the  head  is  in  the  pelvis  the  delay  in  the 
great  majority  of  cases  is  due  to  the  posterior  posi- 
tion of  the  occiput.  Textbooks  state  that  this 
position  occurs  injibout  20  per  cent  of  all  labors,  but 
in  one  series  of  cases  the  author  found  it  in  50  per 
cent.  In  either  the  cephalic  or  pelvic  application  of 
the  blades  there  is  difficulty  in  getting  them  into 
position,  and  even  after  they  seem  to  be  in  place  the 
handles  refuse  to  lock.  The  occipitoposterior  posi- 
tion is  often  not  diagnosed  until  these  difficulties 
are  experienced.  Often  a  stony  immobility  is  felt 
and  after  useless  tugging  the  forceps  slip.  Instead 
of  applying  the  forceps  to  the  occipitoposterior 
position  the  occiput  should  be  rotated  to  the  front 
with  the  hand  opposite  the  side  toward  which  the 
occiput  points.  If  the  fontanelles  cannot  be  felt, 
feel  for  the  ear.  The  head  should  be  grasped  with 
the  thumb  and  four  fingers.  To  avoid  the  rotation 
of  the  occiput  back  to  its  old  position  .the  back  may 
be  rotated  to  the  front  by  placing  the  four  fingers 
over  the  child's  shoulder  blade  and  the  thumb  over 
the  clavicle  and  rotating  the  back  to  the  front. 
This  mancruvre  is  impossible  only  when  the  mem- 
branes have  been  ruptured  a  long  time  and  the 
uterus  is  firmly  contracted  on  the  child's  body. 
The  occiput  may  be  rotated  and  held  by  an  assist- 
ant until  the  forceps  are  applied.  After  a  pull  the 
shoulders  will  take  care  of  themselves.  Rotation  of 
the  child  on  its  long  axis  is  very  much  easier  than  the 
podalic  version  advised  in  the  textbooks. 

In  the  less  frequently  occurring  partial  dispro- 
portion between  the  head  and  pelvis  in  occipito- 
anterior position,  in  which  the  os  is  dilated,  the  head 
has  descended  into  the  pelvis  sufficiently  to  become 
fixed  but  reaches  the  mid-plane  or  even  lower,  the 
uterus  tires  out,  and  progress  ceases,  the  use  of  the 
forceps  is  indicated  plainly.  To  help  a  tired  uterus 
that  still  has  the  power  to  contract  and  retract  is 
good  obstetrics,  but  to  extract  a  child  from  an 
exhausted  uterus  which  has  not  that  power  is  to 
expose  a  woman  to  a  severe  haemorrhage.  The 
same  is  true  also  when  the  head  has  reached  the 
perineum.  F.  H.  Harms. 

Harrar,  J.  A.:     Median   Episiotomy  in   Primip- 
arous  Labor.     Am.  J.  Obst.,  1919,  Ixxx,  705. 

In  the  New  York  Lying-in  Hospital  definite 
lacerations  of  the  lower  birth  canal  which  require 
repair  occur  in  about  44  per  cent  of  all  primiparous 
labors  and  in  about  10  per  cent  of  all  multiparous 
labors. 

Undoubtedly  in  certain  primiparae  in  whom  no 
surface  laceration  is  found  on  careful  examination 
there  may  be  a  break  in  the  continuity  of  the  deeper 
structures  involving  the  fascia  and  muscles  and  their 
attachments.  It  must  be  admitted  also  that  in  a 
good  percentage  of  the  cases  of  primiparae  who  have 
normal  labors  the  vagina  remains  sufficiently  intact 
for  all  functional  and  mechanical  purposes.  In 
regard  to  these  cases  the  author  considers  the  ques- 


tion of  whether  or  not  a  better  end-result  would  be 
obtained  by  doing  an  episiotomy  before  the  stretch- 
ing has  reached  its  full  extent. 

Not  infrequently  episiotomy  will  obviate  the  in- 
dication for  the  low  forceps  operation.  If  laceration 
of  the  perineum  impends,  a  jagged  or  transverse 
splitting  or  butterfly  tear  is  prevented  by  a  single, 
straight,  clean-cut  incision.  By  turning  the  lower 
end  of  the  incision  away  from  the  anus  injury  to 
the  sphincter  ani  is  avoided.  If  despite  good  pains 
the  vulva  is  holding  the  head  on  the  perineum,  the 
perfoimance  of  a  properly  timed  episiotomy  will 
prevent  serious  asphyxia  of  the  child  from  prolonged 
pressure  on  the  head  with  its  attendant  cerebral 
haemorrhage. 

The  simple  median  episiotomy  may  be  employed 
only  during  the  perineal  stage  of  labor  and  should 
be  done  with  the  ordinary  light  blunt-pointed 
cervical  scissors  curved  on  the  flat.  The  forefinger 
being  placed  in  the  vagina  during  a  pain,  a  tense 
band,  corresponding  to  about  the  location  of  the 
hymenal  ring,  will  be  felt  about  J/^  in.  inside  the 
distended  margin  of  the  perineum.  The  anus 
should  then  be  pressed  to  one  side  with  the  middle 
finger  and  the  thumb  and  the  scissors  introduced 
with  the  curve  pointing  in  the  opposite  direction. 
The  incision  should  be  begun  in  the  midline,  the 
tissues  of  the  urogenital  septum  being  severed  in 
the  median  raphe  for  about  ^  in.  It  is  desirable 
that  the  incision  extend  further  on  the  vaginal  than 
on  the  skin  surface  of  the  perineum.  As  the  scissors 
close,  the  incision  will  curve  slightly  away  from  the 
anus. 

This  swerve  made  at  the  lower  end  of  the  incision 
will  meet  the  chief  objection  to  median  episiotomy 
raised  by  those  advocating  the  lateral  incision  who 
have  much  to  say  on  the  danger  of  the  extension 
of  the  median  cut  into  the  sphincter  ani.  If  more 
room  is  required  or  if  the  levator  ani  is  not  well 
dilated  and  it  is  necessary,  notwithstanding,  to 
to  make  an  emergency  delivery,  the  incision  should 
be  continued  into  the  pararectal  space.  The  incision 
is  best  made  by  successive  snips  rather  than  by 
one  cut. 

Repair  may  be  effected  satisfactorily  with  a  few 
sutures  of  twenty-day  chromic  gut,  and  the  mar- 
gins of  the  wound  brought  together  with  inter- 
rupted or  continuous  subcuticular  sutures  of  the 
same  material.  Unless  the  incisions  are  very  small 
it  is  best  to  do  the  repair  after  the  completion  of 
the  third  stage  of  labor.  Edward  L.  Cornell. 

Turner,  C.  E. :  The  Advantages  of  Nitrous  Oxide- 
Oxygen  in  Labor.    Am.  J.  Obst.,  1919,  Ixxx,  670. 

The  author  does  not  believe  that  the  administra- 
tion of  gas  diminishes  the  frequency  or  force  of 
uterine  contractions.  Disturbances  of  the  cardio- 
vascular function  he  believes  are  due  to  the  fact 
that  the  analgesic  line  has  been  passed. 

During  the  administration  of  the  gas  the  condition 
of  the  foetal  heart  should  be  examined  every  half 
hour.    If  the  nitrous  oxide  has  been  properly  ad- 
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ministered,  the  lying-in  period  runs  a  most  favorable 
course  and  convalescense  is  rapid. 

The  use  of  other  remedies  in  connection  with 
analgesia  is  also  of  importance.  During  the  first 
stage  of  labor  morphine  is  the  ideal  sedative.  It 
should  not  be  given  late  in  this  stage  nor  early  in 
the  second  stage  because  it  is  then  apt  to  harm  the 
infant.  Therefore  the  nurse  should  be  instructed 
to  give  it  four  to  six  hours  before  the  expected 
delivery. 

Turner  advises  the  administration  of  ether  when 
complete  relaxation  is  desired.  This  applies  particu- 
larly to  the  use  of  the  forceps. 

Analgesia  affords  no  protection  against  lacerations 
of  the  cervix  or  vaginal  walls. 

Edward  L.  Cornell. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Bill,  A.  H.:  Observations  on  the  Problem  of 
Haemorrhage  in  Obstetrical  Cases.  Ant.  J. 
Obst.,  1919,  Ixxx,  708. 

The  maternal  mortality  in  cases  of  antepartum 
haemorrhage  including  placenta  praevia  and  com- 
plete separation  of  the  normally  situated  placenta 
has  been  unnecessarily  high  and  postpartum 
haemorrhage  needlessly  frequent,  though  not  as  a 
rule  fatal.  More  definite  precautionary  measures 
would  reduce  the  mortality  of  the  former  and  the 
frequency  of  the  latter. 

Since  the  more  general  adoption  of  caesarean 
section  for  delivery  in  cases  of  placenta  praevia  and 
accidental  separation  of  the  placenta,  the  ma- 
ternal mortality  has  been  much  lower  than  when 
the  older  methods,  such  as  accouchement  forci,  were 
used.  Abdominal  hysterotomy  is  therefore  to  be 
strongly  recommended. 

In  the  type  of  case  under  discussion  postpartum 
haemorrhage  .is  almost  certain  to  result  as  even  in  the 
absence  of  deep  laceration  of  the  cervix  or  injury  at 
the  placental  site  of  the  uterus  there  is  relaxation 
of  the  uterus  due  to  the  previous  loss  of  blood.  The 
only  way  to  restore  the  lost  tone  to  the  uterus  and 
to  control  the  bleeding  is  to  introduce  blood  into 
the  circulation. 

The  transfusion  should  be  begun  before  the 
delivery  and,  as  nearly  as  possible,  carried  on 
simultaneously  with  it.  Transfusion  should  be 
given  early  if  in  the  physician's  judgment  the 
patient  has  lost  so  much  blood  that  the  further 
unavoidable  loss  which  will  occur  with  deliverj'^  will 
in  the  least  endanger  her  life. 

Recently  the  author  has  made  a  routine  practice 
of  administering  pituitrin  during  the  third  stage  of 
labor,  and  the  results  in  more  than  1,000  cases 
treated  in  this  way  were  most  satisfactory.  The 
contrast  between  the  amount  of  bleeding  in  these 
cases  and  in  those  in  which  nothing  was  administered 
during  the  third  stage  of  labor  is  very  marked. 
In  fact,  cases  of  real  postpartum  haemorrhage  are 
now  practically  unknown  when  conditions  are 
otherwise  normal.  Edward  L.  Cornell. 


Boorstein,   S.   W.:    Obstetrical   Paralysis    (Erb's 
Palsy);  With  a  Report  of  Seventeen  Cases. 

Med.  Rec,  1919,  xcvi,  790. 

In  all  forms  of  flaccid  paralysis  a  great  deal  can 
be  accomplished  by  orthopedic  methods  if  treat- 
ments are  begun  early  and  contractures  are 
prevented. 

The  author  discusses  in  detail  the  pathology, 
etiology,  roentgen-ray  findings,  and  diagnosis. 

In  describing  the  treatment  he  divides  his  cases 
into  those  which  require  operation  and  those  which 
do  not.  For  cases  in  which  the  upper  arm  is  in- 
volved, support,  massage,  and  exercise  are  generally 
sufficient  if  the  condition  is  taken  in  time,  but  if 
treatment  is  delayed  operation  becomes  necessary 
to  correct  contraction  deformities.  When  the  lower 
arm  is  involved  operation  is  usually  necessary  for  the 
repair  of  the  plexus.  Even  in  these  instances,  how- 
ever, conservative  treatment  may  be  tried  for  a 
short  time  before  resort  is  had  to  operative  mea- 
sures. 

To  prevent  contractures  of  paralyzed  muscles,  the 
arm  should  be  put  at  rest  in  such  a  position  that  the 
stronger  muscles  cannot  contract.  This  may  be  done 
by  holding  it  in  a  plaster  cast  or  by  the  application 
of  a  light  wire  splint.  The  arm  should  be  abducted 
to  a  right  angle  with  the  torso  or  perhaps  a  little 
elevated  so  as  to  relax  the  injured  nerve.  The  limb 
should  be  rotated  outward  and  the  forearm  su- 
pinated.  The  hand  may  be  tied  to  the  upper  end  of 
the  bed.  Massage  and  exercise  are  of  the  greatest 
importance  and  if  possible  should  be  used  daily. 
Subluxation  and  dislocation  should  be  reduced.  If 
contractions  are  present  at  the  shoulder  forcible 
stretching  under  anaesthesia  may  be  tried.  For  the 
repair  of  obstetrical  injury  to  the  brachial  plexus 
operation  is  often  necessary. 

The  author's  conclusions  are  as  follows: 

1.  Obstetrical  palsy  belongs  to  the  domain  of 
orthopedic  surgery  as  does  any  other  congenital 
deformity  of  a  limb. 

2.  Obstetrical  palsy  should  be  treated  according 
to  the  same  principle  as  anterior  poliomyelitis,  and 
deformities  should  be  watched  for  and  prevented. 

3.  The  weak  muscle  should  be  carefully  watched 
and  overstretching  and  over-use  avoided. 

4.  The  shoulder  should  be  put  in  a  splint  or  brace 
immediately  in  order  to  prevent  stretching  of  the 
deltoid,  to  allow  absorption  of  haemorrhage,  and  to 
provide  for  repair  of  the  damaged  nerves. 

5.  In  most  cases  the  injuries  to  the  nerves  are  not 
severe  and  early  treatment  will  effect  a  cure. 

6.  About  three  months  should  be  allowed  for 
conservative  treatment.  If  at  the  end  of  that  time 
there  is  no  marked  improvement,  operation  on  the 
plexus  is  indicated. 

7.  Conservative  treatment  consists  of  proper 
support,  massage,  and  exercises.  Electricity  is  of 
no  value. 

8.  Taylor's  operation  on  the  plexus  is  very 
beneficial  and  should  be  performed  if  conservative 
treatment    fails. 
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9.  The  contracted  pectoralis  major,  subscapu- 
laris,  and  teres  major  should  be  cut  by  Sever's 
method  if  successful  results  are  to  be  obtained. 

16.  A  patient  suffering  from  this  affection  should 
be  under  proper  observation  until  he  is  at  least  10 
years  old  as  slight  deformity  may  persist. 

L.  C.  Donnelly, 

McPherson,  R. :  The  Care  of  the  Bowels  during 
the  Puerperal   Period:    A   Further   Report. 

Am.  J.  Obst.,  1919,  Ixxx,  698. 

The  patients  were  placed  alternately  in  Wards  A 
and  B  as  they  came  from  the  delivery  room.  Those 
in  Ward  A  were  not  given  any  catharsis,  while  those 
in  Ward  B  received  the  usual  cathartics  given  in 
such  cases.  If  no  bowel  movement  occurred  in  the 
non-catharsis  cases,  a  low  saline  enema  was  given 
at  the  end  of  the  third  day.  The  bowels  were  then 
not  disturbed  until  another  three  days  had  passed, 
when  a  second  saline  enema  was  given.  These 
enemata  were  continued  every  three  days  until  the 
patient  was  discharged  from  the  hospital. 

Nine  hundred  patients  were  given  routine 
catharsis,  and  911  no  catharsis.  Of  the  900  who  had 
catharsis,  84  at  one  time  or  another  during  con- 
valescence developed  a  temperature  of  100.4  degrees 
twice  during  twenty-four  hours. 

Of  the  91 1  to  whom  no  catharsis  was  administered, 
S3  developed  the  same  temperature  at  the  same 
time.  In  other  words,  in  approximately  1,000  cases 
of  each  type  the  febrile  morbidity  of  those  to  whom 
no  catharsis  was  given  was  about  one-half  as  great 
as  that  of  those  to  whom  catharsis  had  been  given. 

The  author  emphasizes  the  danger  and  uselessness 
of  routine  drugging  and  warns  against  the  practice 
of  attributing  certain  effects  to  certain  definite 
conditions  when  there  is  no  adequate  proof  of  any 
relationship  between  the  two. 

Edward  L.  Cornell. 

NEW-BORN 

Boero,  E.  A. :  The  Survival  of  the  Foetus  in  Cases 
of  Prolapsed  Cord  without  Pulsation  (Super- 
vivencia  del  fete  en  los  cases  en  que  el  cord6n  pro- 
cidente  no  late).    Setnana  tnH.,  1919,  xxvi,  594. 

Boero  reviews  an  article  by  Balard  in  which  it  is 
shown  that  the  foetus  may  be  alive  even  though  no 
pulsations  can  be  felt  in  the  prolapsed  cord  and  no 
pulsation  of  the  heart  perceived  by  auscultation. 
He  quotes  five  of  Balard's  conclusions  and  states 
that  he  and  other  obstetricians  can  confirm  his 
findings.  In  one  instance  he  found  a  living  foetus  in 
a  case  in  which  there  was  no  pulsation  of  the  cord 
and  the  auscultation  findings  were  negative.  In 
addition  he  has  had  the  disagreeable  experience  of 
extracting  by  cranioclasis  a  living  foetus  which 
he  had  believed  to  be  dead  because  of  negative 
auscultation  findings  and  the  absence  of  pulsations 
in  the  cord. 

For  several  years,  therefore,  Boero  has  examined 
the  child's  heart  directly  by  manual  intra-uterine 


contact.  When  the  pulsations  of  the  heart  cannot 
be  heard  by  auscultation,  he  applies  his  finger  to  the 
precordial  or  epigastric  region  of  the  foetus  and  thus 
is  able  to  feel  even  the  slightest  contraction.  This 
method  of  exploration  requires  an  ample  natural  or 
artificial  dilatation  of  the  cervix  but  its  great 
importance  as  a  diagnostic  measure  cannot  be 
questioned.  It  has  enabled  Boero  to  save  more  than 
one  foetus  believed  to  be  dead,  and  has  given  him 
absolute  assurance  that  he  will  not  do  an  embryot- 
omy on  a  living  child.  M.  M.  Matthies. 

MISCELLANEOUS 

Demelin,   L.:    The  Justominor  Pelvis    (Le  basstn 

"mineur").     Rev.  franq.  de  gynic.  el  d'obst.,  1919, 
xiv,  273. 

The  author  describes  the  justominor  type  of 
contracted  pelvis  as  of  two  varieties,  the  adult  and 
the  infantile,  according  to  whether  the  form  is  that 
of  an  adult  woman  or  resembles  the  pelvis  of  the 
chUd. 

A  woman  with  a  justominor  pelvis  is  not  a  dwarf 
nor  of  the  rachitic  or  achondroplastic  type.  She 
is  usually  well  formed  but  has  a  narrowness  of  the 
hips  which  gives  her  a  masculine  appearance.  On 
internal  examination  the  entire  contour  of  the 
pelvis  can  be  reached  and  its  conjugate  diameter  is 
found  to  be  about  9  cm. 

The  author  gives  a  number  of  diagrams  with 
dimensions  showing  the  differences  in  the  various 
types  of  justominor  pelvis  as  compared  with  the 
normal. 

Very  frequently  the  osseous  hypoplasia  is  asso- 
ciated with  important  modifications  of  the  soft 
parts  as  well,  such  as  infantalism  of  the  vulva, 
narrowness  and  shortness  of  the  vagina,  hypoplasia 
of  the  uterus,  etc.  Pregnancy  may  be  interrupted 
before  term  owing  to  the  restriction  of  space  in  the 
uterus.  This  may  be  repeated,  but  the  interval 
between  conception  and  expulsion  is  increased  each 
time  so  that  eventually  a  mature  child  may  be  bom. 

The  obstetrician  is  often  deceived  by  the  normal 
form  of  this  type  of  pelvis.  However,  while  the 
child's  head  is  able  to  pass  into  the  pelvic  canal,  it 
remains  above  the  brim  and  it  is  impossible  to 
deliver  it  with  the  forceps. 

When  the  condition  is  diagnosed  early  various 
courses  may  be  followed.  Interruption  of  the 
pregnancy  at  the  end  of  the  eighth  month  has  its 
advocates  but  the  author  believes  that  on  accoimt 
of  the  slowness  of  the  dUatation  and  other  causes 
this  has  more  disadvantages  than  advantages.  In 
his  opinion  a  caesarean  operation  at  term  is  much 
better.  If  the  obstetrician  is  compelled  to  make 
delivery  by  the  natural  route,  however,  the  forceps 
rather  than  version  should  be  chosen  as  it  is  im- 
possible to  reduce  the  dimensions  of  the  cephalic 
ovoid  by  engaging  it  in  the  suboccipital  bregmatic 
diameter. 

In  discussing  the  pathogenesis  of  the  justominor 
pelvis  the  author  states  that  he  believes  it  to  be  a 
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dystrophia  of  endocrine  origin,  especially  of  the 
failure  of  the  hormones  of  the  thyroid  and  thymus 
in  fcctal  and  early  life.  W.  A.  Urennan. 

Foote,J.  A.:  Legislative  Measures  ogainst  Mater- 
nal and  Infant  Mortality:  The  Midwife  Prac- 
tice Laws  of  the  States  and  Territories  of  the 
United  States.     Am.  J.  Obst.,   igig,  Ixxx,  534. 

In  the  United  States  the  General  Medical  Board  of 
the  Council  of  National  Defense  appointed  a  Com- 
mittee on  Infant  Welfare  which  in  turn  named  a 
Committee  on  Midwife  Practice  (1918).  This 
committee,  consisting  of  Dr.  Taliaferro  Clark,  of 
the  United  States  Public  Health  Service,  Dr.  J, 
Whitridge  Williams,  Dean  and  Professor  of  Ob- 
stetrics, Johns  Hopkins  Medical  School,  and  the 
author,  believed  that  a  survey  of  the  existing  laws 
enacted  by  various  state  legislatures  would  be  of 
value  in  determining  what  additional  remedial 
measures  would  be  necessary  to  improve  the 
present  situation. 

There  is  no  uniformity  of  law  or  even  of  required 
standards.  The  establishment  of  competent  and 
reliable  teaching  centers  to  educate  women  in  this 
work  seems  hardly  possible,  even  if  it  were  de- 
sirable. The  ideal  regulation  seems  to  be  that  in 
which  the  midwife  is  told  many  things  which  she 
must  not  do  and  is  placed  in  the  position  of  a  more 
or  less  well-trained  obstetrical  assistant.  Williams 
believes  that  community  centers,  even  in  rural 
districts,  with  paid  physicians  as  supervisors  and 
well-trained  obstetrical  visiting  nurses  as  educators, 


would  solve  the  problem  of  the  midwife  and  her 
training.  With  a  supervising  nurse  to  counsel  her 
and  watch  her  and  a  physician  to  hmke  a  pre- 
liminary examination  who  is  available  in  case  of 
need,  the  midwife  would  cease  to  be  a  practitioner 
of  medicine  and  surgery  menacing  the  health  and 
the  life  of  the  mother  and  child,  and  would  occupy 
a  definite  place  and  fill  a  definite  need  in  the  scheme 
of  social  welfare  in  every  community. 

The  regulations  prescribed  by  the  Commissioner 
of  Health  of  New  York  City  are  perhaps  the  best 
midwifery  laws  now  in  force.  To  apply  this  set  of 
rules  to  smaller  or  rural  communities,  however,  it 
would  be  necessary  to  modify  it  in  its  details,  though 
not  in  its  essentials. 

Uniform  legislation  for  the  enforcement  of  birth 
registration  and  ophthalmia  prophylaxis,  for  proper 
inspection  of  the  midwife  by  both  the  Health  and 
Police  Departments  of  the  city  or  state,  and  for  the 
prohibition  of  unsupervised  obstetrical  practice 
by  any  midwife  however  theoretically  qualified, 
are  the  minimum  essentials  in  which  all  state  and 
city  laws  should  be  in  complete  uniformity.  These, 
in  the  main,  were  the  recommendations  in  the 
unpublished  report  of  the  Sub-Committee  on  Mid- 
wife Practice,  recommendations  which  were  based 
partly  on  the  somewhat  negative  findings  of  the  fore- 
going digest  of  laws,  but  more  largely  on  the  long 
study  and  experience  of  Dr.  J.  Whitridge  Williams 
in  community  obstetrics  and  Dr.  Taliaferro  Clark's 
facility  in  dealing  with  problems  of  public  health. 

Edward  L.  Cornell. 


GENITO-URINARY  SURGERY 


ADRENAL,  KIDNEY,  AND  URETER 

Dederer,  C:  Autotransplantation  of  the  Kidney. 

J.  Am.  M.  Ass.,  1919,  Ixxiii,  1836. 

Dederer  succeeded  in  transplanting  the  left  kid- 
ney of  a  dog  into  the  neck,  uniting  the  renal  artery 
with  the  common  carotid  and  the  renal  vein  with 
the  external  jugular.  Two  weeks  later,  a  right 
nephrectomy  was  performed.  The  dog  lived  for 
more  than  four  months,  and  died  as  a  result  of  hydro- 
nephrosis. The  signs  of  the  developing  hydrone- 
phrosis were  characteristic;  there  was  an  apparent 
enlargement  of  the  kidney  in  the  neck  and  hyper- 
trophy of  the  ureter  evidenced  by  a  strong  squirting 
of  the  stream  of  urine.  H.  W.  Plaggemeyer. 

Braasch,    W.    F.,    and    Carman,    R.    D.:     Renal 
Fluoroscopy  at  the  Operating  Table.    /.  Am. 

M.  Ass.,  1919,  Ixxiii,  1751. 

While  it  is  true  that  large  numbers  of  renal  stones 
are  easily  diagnosed  and  removed,  the  stones  that 
are  small  and  flat,  especially  those  deep  in  a  calix  or 
projecting  into  the  cortex,  offer  difficulty  both  in 
diagnosis  and  treatment.  Even  with  the  aid  of 
pyelography  it  may  be  impossible  to  differentiate 
extrarenal  stones  which  are  obscured  by  the  pelvic 
outline,  to  identify  small  stones  when  the  pelvic  out- 
line is  normal,  and  to  differentiate  between  calcareous 
patches  in  the  kidney  cortex  and  actual  kidney  stones. 

The  roentgenogram  and  pyelogram  usually  afford 
accurate  data  as  to  the  location  of  a  renal  stone,  but 
often  fail  in  disclosing  whether  the  stone  is  free 
in  the  upper  calix,  has  become  impacted  in  the  end 
of  a  calix,  or  projects  into  the  cortex.  When  the 
presence  of  a  renal  stone  is  definitely  proved,  the 
stone  may  be  difficult  to  locate,  especially  if  it  is 
situated  at  the  bottom  of  a  calix,  if  walled  off  by  in- 
flammatory or  cicatricial  tissue,  or  if  palpation  is 
rendered  difficult  by  the  venous  congestion  of  the 
kidney  consequent  to  delivery.  Needling  and  cor- 
tical incisions,  which  are  often  resorted  to  in  these 
cases,  may  cause  considerable  destruction  of  the 
kidney  tissue  as  well  as  increase  the  danger  of  sub- 
sequent haemorrhage.  What  appears  to  be  a  single 
stone  may  actually  be  two  or  more  stones  lying  close 
together  or  overlapping  each  other  and  what  is 
apparently  a  large  branched  stone  may  actually  be 
a  small  distinct  stone.  Moreover,  a  large  stone  may 
form  an  outline  that  suggests  several  smaller  stones. 
In  such  cases,  even  after  considerable  search,  there 
may  be  a  doubt  in  the  surgeon's  mind  as  to  whether 
any  stones  remain  in  the  kidney.  The  removal  of 
one  stone  that  conforms  to  the  roentgen  shadow  may 
seem  all  that  is  necessary. 

There  is  a  possibility  that  fragments  of  the  stone 
may  have  broken  off,  or  that  portions  only  loosely 


connected  with  the  original  stone  are  left.  This  is 
especially  apt  to  occur  in  cases  of  soft  stones,  when 
the  ends  are  impacted  in  the  calices,  and  when 
putty-like  masses  of  crystals  adhere  to  the  stone. 
Because  of  these  difficulties  surgery  for  renal 
lithiasis  has  often  been  unsatisfactory.  Many  so- 
called  cases  of  recurrence  of  renal  stone  are  due  to 
incomplete  removal  at  operation.  A  roentgenogram 
after  operation  will  establish  the  presence  of  frag- 
ments or  stones,  but  places  the  surgeon  in  the 
embarrassing  situation  of  advising  further  sur- 
gery which  will  be  more  difficult  than  the  original 
operation. 

Fluoroscopic  examination  of  the  kidney  brought 
out  of  the  incision  is  a  more  accurate  method  of 
examination.  The  apparatus  recommended  is 
practically  the  same  as  that  used  in  the  army  base 
hospitals  except  for  certain  minor  changes  necessary 
to  adapt  it  to  civil  practice.  The  unit  is  small  and 
compact,  occupying  less  than  2^4  sq.  ft.  of  floor 
space,  and  is  operated  from  an  ordinary  lamp  socket 
without  special  wiring.  The  fluoroscopist  having 
first  secured  dark-room  accommodation  of  his  eyes 
by  the  preliminary  wearing  of  smoked  glass  goggles 
will  be  able  to  indicate  with  a  sterile  metal-tipped 
pointer  any  stones  or  fragments  remaining  in  the 
kidney,  or  pronounce  the  kidney  free  from  foreign 
bodies.  R.  L.  Latchem. 

Kretschmer,  H.  L.:    The  Diagnosis  of  Ureteral 
Calculi.    Surg.  Clin.  Chicago,  1919,  iii,  1503. 

Many  shadows  in  the  ureteral  area  which  in  the 
beginning  of  roentgen-ray  diagnosis  were  attributed 
to  stones,  were  found  upon  operation  to  be  due  to 
other  causes.  This  source  of  error  was  largely  elim- 
inated by  using  shadowgraph  catheters  which 
proved  the  suspicious  shadows  to  be  of  extra-ureteral 
origin.  There  still  remained,  however,  a  small 
group  of  cases  in  which,  though  the  shadowgraph 
catheter  and  the  shadow  were  apparently  side  by 
side,  it  was  impossible  to  state  definitely  whether  or 
not  the  shadow  was  caused  by  a  ureteral  stone. 

To  reduce  the  possibility  of  error  in  these  doubtful 
cases  it  is  now  the  custom  to  have  stereoscopic 
roentgenograms  taken.  The  author's  method  of 
diagnosis  in  this  type  of  case  is  as  follows: 

"In  a  given  case  of  suspected  stone  the  shadow- 
graph catheter  is  passed  and  the  patient  taken  to 
the  X-ray  room  where  a  double  exposure  is  made  on 
a  single  plate  with  a  shift  in  the  tube. " 

In  cases  of  stone  in  the  ureter  bo^h  exposures  will 
show  the  shadow  of  the  stone  and  the  shadow  pro- 
duced by  the  shadowgraph  catheter  lying  side  by 
side.  When  the  shadow-producing  body  is  of  ex- 
tra-ureteral origin  and  in  the  same  plane  as  the 
catheter,  the  first  exposure  will  again  show  the  two 
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shadows  lying  side  by  side,  but  the  second  exposure 
will  show  a  definite  space  between  them. 

The  author  calls  attention  also  to  the  retrograde 
movement  of  ureteral  calculi,  citing  instances  io 
which  stones  have  migrated  from  the  lower  end  of 
the  ureter  even  as  far  as  the  kidney. 

Non-operative  procedures  should  be  used  to  dis- 
lodge and  remove  the  stone  whenever  possible,  and 
operation  is  indicated  only  when  it  is  certain  that 
the  stone  cannot  be  removed  by  this  means.  Be- 
cause of  the  dainger  of  peritonitis,  the  operation 
should  always  be  extraperitoneal,  never  intraperi- 
toneal. J.  P.  O'Neil. 

BLADDER,  URETHRA,  AND  PENIS 

Padua,  R.   G.:     Cystolithiasis    among    Filipinos 
in     Association     with     Dietetic     Deficiency. 

Phillipine  J.  S.,  1919,  xiv,  481. 

Osborne  and  Mendel  in  a  series  of  dietetic  experi- 
ments'on  lower  animals  found  phosphatic  calculi  in 
the  urinary  passages  of  rats  that  had  been  sub- 
jected to  a  ration  of  inadequate  nutritional  value. 
As  a  result  of  these  findings,  the  author  carried  on  a 
twofold  investigation:  (i)  to  show  the  possible 
application  of  this  hypothesis  to  a  people  collectively 
noted  for  an  unbalanced,  essentially  avitamine  diet 
such  as  that  common  in  the  Philippines;  and  (2)  to 
discover  the  chemical  composition  of  vesical  calculi 
in  Filipinos. 

The  ordinary  daily  ration  of  the  Filipino  masses 
consists  principally  of  rice  vegetables  in  moderate 
amount,  and  very  little  meat  or  fish.  The  rice  is  at 
times  so  improperly  prepared  that  most  of  the 
pericarp,  where  the  vitamines  are  supposed  to  be, 
has  been  removed.  This  almost  exclusively  vege- 
tarian diet,  low  in  phosphorus  and  protein,  may  re- 
sult in  diseases  of  metabolic  or  nutritional  de- 
ficiency, such  as  beriberi. 

Fifty-eight  cases  were  studied.  Of  the  first  48  the 
author  had  no  personal  knowledge  as  the  histories 
were  taken  from  hospital  records  and  the  calculi 
obtained  from  the  museum.  In  the  last  10  cases, 
however,  the  patients  were  studied  by  the  author 
from  their  entrance  into  the  hospital  until  their 
discharge.  The  clinical  history  records  of  the  entire 
58  cases  were  collected  and  the  essential  points  con- 
densed. The  patients  were  Filipinos  of  different  ages, 
sex,  social  condition,  occupation,  etc.  Except  in  the 
last  10  cases  the  history  of  beriberi  was  unreliable. 
Fortunately,  most  of  the  hospital  records  showed  the 
degree  of  bodily  development  and  nutrition.  On 
admission  most  of  the  patients  were  of  relatively 
low  vitality,  as  was  shown  by  their  prolonged  con- 
valescence after  operation. 

The  series  of  cases  is  divided  into  4  groups: 
Group  I,  eleven  patients  giving  positive  signs  of 
beriberi;  Group  2,  eighteen  patients  with  no  re- 
liable history  of  beriberi,  but  undernourished  and 
belonging  to  the  poorer  class;  Group  3,  twenty- 
three  patients  who  were  well  developed  and  well 
nourished;   and   Group  4,   six  patients   regarding 


whose  nutritional   condition   the  author  had  no 

knowledge. 

'J'he  calculi  were  cut  in  approximately  two  equal 
parts,  one-half  being  used  for  analysis  and  the  other 
being  returned  to  the  museum.  The  various  layers 
of  the  stone  were  then  peeled  off  and  each  layer  was 
weighed  individually,  the  total  weight  of  the  stone 
being  computed.  Each  layer  was  then  ground  to  a 
powder,  a  small  amount  of  which  was  dissolved  by 
the  aid  of  gentle  heat  and  dilute  hydrochloric  acid. 
After  filtration  of  the  solution  2  drops  of  the  filtrate 
were  put  on  a  slide  and  subjected  to  the  action  of 
ammonia  vapor  beneath  a  shallow  glass  container 
for  about  fifteen  or  twenty  minutes.  The  crystal  or 
sediment  formation  was  then  examined  and  identi- 
fied under  the  microscope. 

It  should  be  recalled  that  in  the  presence  of  a 
binding  substance  a  stone  is  formed  around  a 
nucleus,  and  that  the  nucleus  may  be  a  mass  result- 
ing from  an  inflammatory  process  of  the  vesical 
mucosa,  such  as  pus,  blood,  or  bits  of  necrotic  tissue, 
foreign  bodies,  such  as  fragments  of  bougies,  pins, 
silk  sutures,  or  a  stone  formed  previously  in  the 
kidney  or  earlier  in  the  bladder,  around  which  other 
layers  of  stone  have  been  formed  which  have  the 
same  or  a  different  chemical  composition. 

The  layers  of  various  chemical  substances  in  a 
bladder  stone  may  be  due  to  a  change  in  the  com- 
position of  the  urine  secondary  to  a  modification  of 
the  general  metabolic  processes.  According  to 
Sondern,  the  abnormal  condition  during  which  the 
nucleus  is  formed  may  be  temporary  and  the  stone 
may  continue  to  grow  in  size  even  if  normal  urine  is 
excreted.  Once  the  nucleus  is  formed,  the  tendency 
is  toward  a  more  or  less  continuous  deposit  of  prac- 
tically the  same  chemical  substances  in  almost  the 
same  proportion.  It  is  possible,  however,  that  with 
the  decline  of  health  usually  secondary  to  faulty 
metabolism  and  nutrition,  unfavorable  fermentative 
changes  may  take  place  within  the  bladder,  causing 
the  formation  of  a  second  layer  of  stone  of  distinct 
chemical  composition  and  thereby  making  the 
primary  calculus  the  nucleus  of  a  second  stone. 
Still  other  changes  may  occur  and  a  third  layer  of 
different  chemical  composition  may  be  formed. 
Consequently,  for  a  given  stone  there  are  as  many 
stone  formations  as  there  are  layers,  and  these  may 
or  may  not  be  physically  and  chemically  distinct 
from  one  another. 

The  percentage  of  primary  phosphatic  calculi 
(nuclei)  as  determined  by  these  tests  was  greatest  in 
Groups  I  and  2,  being  45.4  and  72.2.  Primary  urate 
calculi  were  found  most  frequently  in  Group  3,  the 
percentage  being  43.5.  In  Group  4  phosphatic  com- 
position predominated. 

As  a  whole,  the  total  phosphatic  estimates  give  an 
incidence  of  more  than  50  per  cent  in  the  total 
number  of  calculi  among  Filipinos.  It  is  apparent, 
therefore,  that  the  inadequate  dietetic  conditions 
and  concomitant  nutritional  disorders,  such  as  beri- 
beri, among  Filipinos  favor  the  formation  of  phos- 
phatic stones.  J.  P.  O'Neil. 
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Kolischer,  G.,  and  Elsenstaedt,  J.  S.:  Lesions  of 
the  Female  Urethra:  Demonstration  of 
Four  Cases.    Surg.  Clin.  Chicago,  1919,  iii,  1499. 

In  this  clinic  there  were  presented  four  very 
interesting  cases  of  urethral  lesions  in  women.  In 
the  first  case  the  diagnosis  was  neuro-angioma;  in 
the  second,  angioma  cavemosum;  in  the  third, 
angiosarcoma;  and  in  the  fourth,  inflammatory 
granuloma  of  gonorrhaal  origin  with  fissure  forma- 
tion. 

The  question  of  the  treatment  of  the  tumors  in  the 
first  three  cases  is  discussed.  The  indication  for 
surgical  removal  in  all  was  identical.  Removal  with 
the  knife  and  closure  with  suture,  however,  often 
may  be  a  difficult  and  tedious  task  and  followed  in 
many  instances  by  multiple  and  rapid  recurrences. 
On  the  other  hand,  the  destruction  of  these  growths 
by  the  actual  cautery  is  an  easy  matter  and  if  done 
thoroughly  gives  lasting  results.  Whether  the 
cauterization  should  be  done  by  actual  cautery 
agents,  by  means  of  the  Paquelin  cautery,  the 
galvanocautery,  or  by  fulguration  is  a  matter  of 
choice.  To  prevent  recurrences  of  angiosarcoma 
cauterization  should  be  followed  by  radiotherapy. 

In  discussing  the  fourth  case  presented  the  authors 
state  that  as  long  as  the  granulations  and  ulcera- 
tions in  the  mucosa  persist  in  this  condition  infec- 
tion will  be  maintained  and  therapy,  therefore,  must 
be  radical.  They  advise  the  scraping  of  the  granu- 
lomata  with  a  sharp  curette  through  an  endo- 
scopic tube  and  the  thorough  cauterization  of  the 
ulcerations  with  a  fine  galvanocautery. 

H.  L.  Kretschmer. 

GENITAL  ORGANS 

Watson,  M.  E. :  The  Colliculus  Seminalis  at  Birth. 
With  a  Report  of  the  Origin,  Development,  and 
Zonal  Distribution  of  Its  Gland  Tubules.     /. 

Urol.,  1919,  iii,  269. 

Serial  sections  of  the  colliculus  seminalis  and 
adjacent  posterior  urethra  of  a  male  infant  at  birth 
were  made  and  studied.  Four  reconstructed  draw- 
ings with  photomicrographs  of  cross  sections  of  the 
verumontanum  illustrate  the  article. 

The  first  evidences  of  the  development  of  the 
coUicular  elevation  are  three  narrow  ridges  on  the 
floor  of  the  posterior  urethra  which  begin  just  out- 
side the  internal  vesical  sphincter.  These  are  com- 
posed of  connec;tive-tissue  bands.  They  gradually 
increase  in  height  until  when  0.3  mm.  in  length  they 
fuse  and  form  the  upper  extremity  of  the  verumon- 
tanum. At  this  point  they  are  o.i  mm.  high.  The 
prominence  thus  formed  increases  both  in  height 
and  breadth  until  at  the  point  of  greatest  dimensions 
it  measures  4  mm.  long,  i  mm.  high,  and  1.5  mm. 
wide.  It  terminates  in  three  ill-defined  ridges,  the 
inferior  striae,  which  decrease  in  size  and  finally 
become  a  part  of  the  floor  of  the  posterior  urethra. 

The  verumontanum  is  made  up  of  the  prostatic 
utricle  with  its  opening  on  the  summit  and  the 
ejaculatory  ducts  .on  either  side  opening  into  the 


urethra.  In  the  substance  of  its  posterior  and 
middle  thirds  are  many  tubular  glands.  The  study 
here  reported  is  concerned  principally  with  the  origin 
and  arrangement  of  these  latter  glands  which  may 
be  classified  into  three  groups:  (i)  those  of  mucous 
membrane  origin,  (2)  those  of  prostatic  origin,  and 
(3)  those  arising  from  the  sinus  pocularis  or  prostatic 
utricle. 

The  first  group  of  glands  are  found  in  the  upper 
third  of  the  organ,  arising  immediately  beneath  the 
union  of  the  superior  striae.  They  follow  a  course 
through  the  verumontanum  almost  parallel  to  the 
posterior  urethra  to  a  point  about  the  middle  of  the 
prostatic  utricle  where  they  open  into  the  prostatic 
urethra  through  the  sides  and  top  of  the  veru- 
montanum. They  are  located  near  the  surface  of 
the  organ  with  their  blind  ends  pointing  toward  the 
bladder.  Twenty-six  tubules  of  this  type  were 
found.  These  glands  are  the  first  developed,  being 
present  by  the  fourteenth  week  of  foetal  life. 

The  second  group  of  glands  occupy  approxiniately 
the  middle  third  of  the  organ.  They  are  the  largest 
of  the  three  and  have  an  extensive  distribution. 
Their  blind  ends. are  situated  well  within  the  deeper 
substance  of  the  verumontanum  and  course  upward. 
The  majority  open  along  the  sides  of  this  structure, 
a  few  along  the  midline.  The  orifices  of  the  latter 
are  in  front  of  the  openings  of  the  utricle  and  ejacu- 
latory ducts.  These  tubules  .extend  further  forward 
than  any  of  the  others.  Twenty-eight  of  these 
tubules. were  found.  These  glands  can  be  recognized 
by  the  sixteenth  week  of  foetal  life. 

The  third  group  of  glands  arise  from  the  evagina- 
tions  of  the  walls  of  the  utricle.  Of  the  three  groups 
these  are  the  smallest  and  their  walls  and  lumina 
are  the  most  irregular.  Their  long  axis  is  practically 
parallel  to  the  floor  of  the  urethra,  and  their  blind 
ends  are  directed  toward  the  bladder.  They  open 
into  the  utricle.  These  glands  are  confined  for  the 
most  part  to  the  anterior  part  of  the  utricle.  A  few, 
however,  are  situated  in  its  middle  portion.  There 
are  none  in  the  posterior  third.  They  are  located 
principally  beneath  the  utricle  in  the  midline  as  only 
a  few  are  found  and  open  on  the  sides  of  this  organ. 
Twenty  of  these  glands  were  discovered.  These 
glands  appear  by  the  twenty-fifth  week  of  foetal  life. 
By  the  thirty-first  week  the  prostatic  utricle  has 
opened  into  the  urethra.  H.  G.  Hames. 

Heitz-Boyer:  Prostatectomy  by  the  High-Fre- 
quency  Current  (Prostatectomie  par  la  haute  fre- 
quence).  Presse  mid.,  Par.,  1919,  xxvii,  616. 

Heitz-Boyer  reports  the  first  results  of  the  em- 
ployment of  the  high-frequency  current  for  prosta- 
tectomy. As  early  as  before  the  war  he  performed  a 
prostatectomy  in  this  way  by  the  natural  routes  in 
3  cases.  In  2  more  recent  cases,  using  first  the  air, 
and  then  the  water  urethroscope,  he  destroyed  the 
median  lobe  in  beginning  prostatic  hypertrophy. 
During  1919  he  used  the  method  through  the  open 
bladder  in  12  cases,  in  3  of  which  the  general  condi- 
tion was  very  poor  and  the  prostate  very  large. 
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The  object  of  the  method  is  to  eliminate  the  great 
complications  of  Freycr's  operation,  haemorrhage 
and  infection,  which  are  facilitated  by  the  large 
absorbing  surface  formed  by  the  site  of  the  prostate 
after  enucleation.  In  the  Hcitz-Boyer  procedure 
there  is  practically  no  haemorrhage  as  the  current 
causes  haemostasis,  and  there  is  no  absorbing  sur- 
face as  coagulation  occurs  in  the  site  of  the  prostate. 

In  the  first  case  here  reported,  which  was  operated 
upon  more  than  five  months  ago  and  in  which  the 
prostate  was  very  large,  complete  evacuation  of  the 
bladder  is  now  possible  and  posterior  urethroscopy 
demonstrates  complete  repair  of  the  prostatic 
urethra. 

The  indications  for  the  new  method  cannot  yet 
be  given  definitely,  but  the  procedure  widens  the 
limits  of  operability  as  it  may  be  used  in  the  treat- 
ment of  those  whose  condition  will  not  permit  them 
to  withstand  the  Freyer  operation. 

W.  A.  Brennan. 

Jackson,  H.:  Chorio-Epithelioma  of  the  Testis, 
with  Report  of  a  Case.  /.  Am.  M .  Ass.,  1919, 
Ixxiii,  1868. 

The -subject  of  chorio-epithelioma  in  the  male  has 
been  little  understood  until  recently  and  no  doubt 
many  cases  have  been  overlooked,  especially  in 
America.  The  author's  case  is  the  first  to  be  reported 
in  the  Middle  West. 

Marchand's  dictum  that  chorio-epithelioma  oc- 
curs only  in  the  female  in  connection  with  pregnacy 
has  been  responsible  for  the  failure  of  both  patholo- 
gists and  surgeons  to  recognize  the  condition  in  the 
male.  Schlagenhaufer  was  the  first  to  prove  the 
occurrence  of  a  tumor  of  this  kind  in  the  testicle 
(1902).  Since  then,  the  author  has  collected  81  cases 
from  the  literature  and  has  added  one  of  his  own. 

The  condition  may  be  suspected  clinically  in 
young  adults -in  cases  of  so-called  "mixed  tumor" 
of  the  testis  when,  on  cut  section,  masses  resembling 
recent  and  old  blood  clot  are  found  associated  with 
cartilage,  bone,  cysts,  etc.  (teratoma). 

The  pathogenesis  of  foetal  tissues  in  the  male,  and 
especially  of  cells  derived  from  the  chorion,  is  obscure. 
More  recently  it  has  been  explained  as  the  develop- 
ment parthenogenetically  of  an  undeveloped  sperm 
cell,  or  the  latency  and  late  growth  of  an  isolated 
blastomere  that  is  carried  over  from  the  ovum  in 
the  anlage  of  the  testis. 

Pathologically  the  gross  appearance  of  chorio- 
epithelioma  is  that  of  recent  and  old  blood  clot  with 
grayish  trabeculation.  This  is  associated  with  a 
teratoma  showing  different  types  of  tissue,  especially 
cartilage  and  glandular  tissues.  Often  the  growths 
are  cy.stic  and  they  may  show  portions  of  organs. 
As  a  rule  they  are  well  circumscribed  and  grow 
slowly  for  months  or  years  until  suddenly  they  be- 
come malignant  and  grow  more  rapidly,  producing 
metastases.  In  two  reported  cases  the  breasts 
hypertrophied  and  secreted  colostrum. 

The  trabeculae  show  cells  that  are  typical  of  those 
found  in  the  layer  of  Langhans  and  the  syncytium  of 


the  chorion.  Metastases,  which  occur  by  way  of 
the  venous  system,  are  most  commonly  found  in  the 
lungs  and  liver.  In  late  cases  with  such  metastases 
there  may  be  cough,  loss  of  weight,  and  bloody  ex- 
pectoration simulating  tuberculosis.  The  enlarge- 
ment in  the  scrotum  is  then  looked  upon  as  a  second- 
ary tuberculous  involvement.  The  tumor  may  also 
be  regarded  as  sarcoma  because  of  the  blood  content, 
or  as  a  mixed  tumor  because  of  the  different 
cellular  elements  of  the  teratoma. 

Over  80  per  cent  of  the  tumors  of  the  testis  are 
teratomatous  in  origin.  The  term  "mixed  tumors" 
should  be  discarded.  An  X-ray  of  the  lungs  in 
cases  in  which  metastases  have  formed  reveals 
multiple  rounded  and  well-defined  shadows  of  vary- 
ing diameters. 

The  finding  of  a  tumor  mass  in  a  teratoma  which 
on  cut-section  resembles  old  and  fresh  blood  clot  is 
pathognomonic  of  chorio-epithelioma. 

In  cases  of  tumor  in  the  scrotum  with  haemoptysis 
and  loss  of  weight  the  possibility  of  metastases  from 
a  chorio-epithelioma  or  sarcoma  should  be  considered 
before  making  a  diagnosis  of  tuberculosis. 

The  author's  case  was  that  of  a  man  23  years  of 
age.  About  three  years  previously  the  patient 
had  noticed  a  small  hard  nodule  near  the  upper 
pole  of  the  right  testis  which  gradually  grew 
larger  till  it  attained  the  size  of  a  hen's  egg.  It  was 
painless  and  never  reducible.  About  three  months 
ago  the  mass  suddenly  grew  much  more  rapidly  and 
at  the  time  of  examination  it  was  the  size  of  a  grape- 
fruit and  tender  to  the  touch.  The  patient  had  lost 
5  lbs.  in  weight  within  the  last  month  and  had 
noticed  shortness  of  breath  and  slight  haemoptysis 
within  the  past  week. 

The  tumor  mass  was  removed  under  general 
anaesthesia  as  it  was  well  encapsulated  within  the 
tunica  albuginea.  It  had  completely  obliterated 
the  testis-and  epididymis.  The  wound  healed  by 
primary  intention.  In  the  course  of  the  next  three 
weeks  the  respirations  became  more  rapid  and 
labored  and  death  occurred  with  symptoms  of 
oedema  of  the  lungs. 

Autopsy  showed  marked  pulmonary  oedema  and 
the  presence  of  about  forty  haemorrhagic,  friable 
nodules  varying  in  size  from  that  of  a  hazelnut  to 
that  of  an  English  walnut  scattered  throughout  both 
lungs.  One  similar  nodule  was  found  on  the  anterior 
surface  of  the  liver. 

Microscopically  sections  taken  from  various  parts 
of  the  main  tumor  mass  revealed  areas  of  cartUage 
intermixed  with  areas  of  connective  tissue  and  cysts 
lined  by  flat  and  cylindrical  cells.  The  cysts  were 
quite  numerous  and  many  of  them  microscopic  in 
size.  The  connective  tissue  was  lymphoid  in  char- 
acter. In  one  area  were  large  spindle-shaped  cells 
with  little  or  no  stroma.  In  other  areas  the  tissue 
was  myxomatous  and  in  the  central  portions  was 
undergoing  necrosis.  There  were  numerous  blood 
vessels  throughout  the  section. 

Sections  taken  from  the  haemorrhagic  areas  revealed 
blood  cells,  some  fairly  well  preserved,  others  in 
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various  states  of  degeneration.  Interlacing  the  areas 
of  blood  cells  were  many  bands  of  fibrin  of  vary- 
ing thickness.  Toward  the  periphery  were  bands  of 
fibrous  tissue  infiltrated  with  round  cells  upon  which 
lay  a  tissue  that  was  characteristic  of  the  chorio- 
epithelioma  seen  in  the  female.  .  Surrounding  the 
numerous  wide  blood  spaces  of  this  region  were  cells 
composed  of  nuclei  which  varied  in  size  and  shape. 
Some  of  these  were  clustered  together  and  simulated 
giant  cells.  The  nuclei  stained  darkly  and  were 
surrounded  by  a  cacuolated  cytoplasm  but  no  defin- 
ite cell  wall.  They  encroached  upon  the  walls  of  the 
blood  spaces  and  in  some  instances  were  found  with- 
in the  blood  spaces.  Beneath  this  syncytial  tissue 
were  cells  with  smaller  nuclei  surrounded  by  a 
vacuolated  cytoplasm  and  a  definite  cell  wall. 
These  were  in  a  papillary  arrangement  and  re- 
sembled the  cells  of  Langhans. 

Sections  from  the  metastases  in  the  lungs  showed 
a  similar  picture  except  that  the  haemorrhagic  areas 
were  smaller  and  the  syncytial  areas  proportionately 
larger. 

Reel,  P.  J.:  A  Consideration  of  Varicocele  as 
Applied  to  Men  in  the  Navy.  Mil.  Surgeon, 
1919,  xlv,  688. 

Varicocele  should  present  no  bar  to  duty  at  sea 
with  the  navy,  though  Reel  pleads  for  a  better 


understanding  and  greater  consideration  of  these 
cases. 

The  author  divides  the  condition  into  three  gen- 
eral types:  (i)  varicocele  producing  no  psychic  or 
reflex  disturbances  and  annoying  only  because  of  the 
weight  and  consequent  traction  on  the  cord;  (2) 
small  or  medium-sized  varicocele  with  marked 
nerve  symptoms;  and  (3)  medium-sized  varicocele 
which  never  gives  any  trouble  and  should  be  left 
alone.  In  cases  of  the  second  type  operative  pro- 
cedure is  absolutely  essential  to  obtain  beneficial 
results. 

In  the  surgical  treatment,  the  author  prefers  the 
inguinal  type  of  operation  under  local  anaesthesia. 
After  the  cord  has  been  isolated  and  a  small  amount 
of  ana-'sthetic  injected,  a  longitudinal  incision  is  made 
through  the  sheath,  the  vas  and  artery  are  identified 
by  sight  and  touch,  and  the  veins  are  separated.  The 
portion  of  the  veins  to  be  removed  is  crushed  at 
both  ends  with  haemostats,  ligated,  and  excised. 
The  stumps  are  then  transfixed,  tied  again,  and 
returned  to  the  sheath.  In  6  cases  in  which  the 
vessels  were  embedded  in  fat  a  reef  was  taken  in  the 
veins  and  a  bridge  formed  by  sewing  them  together 
with  a  portion  of  the  fascia  underneath.  Elevation 
of  the  scrotum  and  rest  in  bed  for  ten  days  are 
important  details  which  reduce  postoperative  pain 
and  swelling.  H.  W.  Pl.'vggemever. 
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Van  Duyse,  G.,  Jr.:  Colobotnatous  and  Microph- 
thalmic  Eyes.    Brit.  J.  Ophlh.,  1919,  iii,  529. 

The  pathologic  study  reported  was  made  on  the 
eyes  of  a  year-old  rabbit.  The  left  eye  was  some- 
what smaller  than  normal.  Both  showed  the  fol- 
lowing changes: 

1.  The  optic  nerve  was  represented  by  a  very 
short  peduncle  and  the  eye  was  entirely  detached 
from  the  brain.  Only  the  distal  part  of  the  nerve 
was  developed;  the  proximal  part  was  found  to  be 
aplastic. 

2.  There  was  a  large  chorioretinal  coloboma  be- 
low, and  at  this  place  a  hyaloid  mass  (mesodermal 
tissue)  formed  a  crest  in  the  vitreous  chamber 
around  the  hyaloid  artery.  About  this  crest  the 
retina  was  formed  irregularly  and  in  some  places 
several  layers  of  the  retina  were  clearly  visible. 
For  the  most  part,  however,  the  cells  were  without 
arrangement  and  embryonic.  Posteriorly  in  one  eye 
a  part  of  the  retina  had  been  herniated  and  had 
formed  a  cyst. 

3.  The  lens  occupied  practically  all  of  the  rest  of 
the  vitreous  chamber,  and  in  each  lens  four  nuclear 
arcs  were  seen,  two  of  which  weie  posterior  and 
two  anterior. 

4.  There  was  an  entropion  of  the  iris,  the  pupil- 
lary margin  being  curved  in  and  backward,  thus 
covering  the  pigmented  border.  There  was  also  a 
large  coloboma  of  the  iris.  T.  D.  Allen. 

Bell,  G.  H.,  and  Tousey,  S. :  Non-Operable  Tumor 
of  the  Orbit  and  Brow  Treated  Successfully 
with  Radium.  Report  of  a  Case  with  a  Few 
Remarks.     Arch.  Ophlh.,  1919,  xlvih,  531. 

The  patient  was  a  woman  65  years  of  age  who 
about  nine  months  previous  to  her  appearance  at 
the  clinic  had  received  a  blow  on  the  forehead. 
Subsequently  a  lump  had  appeared  which  at  times 
was  painful.  Although  Wassermann  tests  were 
negative,  she  had  been  given  antisyphilis  treatment 
for  six  months. 

At  the  time  she  came  to  the  hospital  she  had  an 
enormous  tumor  of  the  orbit  and  brow.  The 
cornea  was  ulcerated  and  perforated  and  there  was 
bleeding  from  the  mass  of  the  tumor.  The  entire 
orbit  was  filled  with  the  growth,  the  lids  were 
greatly  swollen,  and  the  cornea  could  be  seen  pro- 
jecting between  the  lids. 

The  Wassermann  test  was  again  negative.  The 
X-ray  findings  indicated  a  tumor  mass  filling 
the  entire  orbit  and  softening  of  the  bone  in  parts 
of  the  orbital  walls. 

Applications  of  20  mg.  of  radium  salt  of  two  mil- 
lion activity  were  made.    The  radium  was  enclosed 


in  a  sealed  glass  tube  which  was  enclosed  in  an 
aluminum  treatment  tube.  The  aluminum  tube  was 
then  wrapped  in  a  lead  wrapper  about  1/50  in.  thick 
and  placed  in  the  soft  rubber  cover  from  an  Ober- 
lander  urethrometer.  For  treatment  the  tumor 
was  divided  into  points  i^  in.  apart.  The  radium 
was  left  in  each  point  for  one  hour  at  a  sitting.  At 
first  the  growth  was  so  large  that  there  were  six 
such  areas. 

Two  weeks  after  the  first  treatment  a  shriveling 
of  the  skin  was  noted.  The  tumor  then  began  to 
subside  quickly,  the  decrease  in  size  being  so  rapid 
that  toward  the  end  of  treatment  the  radium  was 
applied  to  only  two  areas.  At  no  time  were  there 
any  cutaneous  reactions.  The  first  treatment  was 
given  Dec.  19,  1917,  and  the  patient  was  pro- 
nounced cured  April  i,  1918.  At  the  latter  date 
the  shrunken  globe  that  remained  was  removed 
under  local  anaesthesia. 

The  cosmetic  result  with  the  use  of  prosthesis 
was  perfect.  No  laboratory  report  is  offered,  how- 
ever, as  the  patient  was  so  weak  that  it  was  thought 
best  not  to  subject  her  to  the  added  operation  neces- 
sary to  procure  a  specimen.  The  authors  are  con- 
fident, however,  that  they  were  dealing  with  a 
sarcoma. 

Mention  is  made  also  of  the  use  of  radium  in  eye 
conditions  by  others.  The  work  of  Aikins  in  cases 
of  rodent  ulcer,  vernal  catarrh  of  the  eyelids,  and 
exophthalmic  goiter  is  cited,  as  is  also  that  of  Axen- 
feld  who  successfully  treated  a  glioma  in  a  child. 
Clark  treated  a  sarcoma  of  the  orbit  by  doing  a 
canthotomy  and  after  spHtting  the  external  rectus 
muscle  inserting  a  tube  of  radium  which  he  left  in 
place  for  a  period  of  four  hours.  This  procedure  was 
repeated  every  two  weeks.  A  nuclear  cataract 
which  developed  after  six  months  might  possibly 
have  been  due  to  the  radium. 

Five  cases  of  leucosarcoma  in  which  Clifford  ob- 
tained good  results  with  radium  are  reported. 
Radium  is  especially  advised  when  the  tumor  growth 
is  slow  as  in  tumors  of  the  iris. 

The  authors  are  convinced  of  the  great  value  of 
radium  in  the  treatment  of  tumors  of  the  eyelids, 
orbit,  and  brow  when  syphilis  can  be  ruled  out  and 
believe  that  it  should  be  given  a  trial  before  resort 
is  had  to  surgery.  When  syphilis  and  tuberculosis 
can  be  ruled  out  it  may  be  used  also  for  tumors  of 
the  iris  and  should  be  seriously  considered  for  all 
other  intra-ocular  tumors.  In  the  treatment  of 
epithelioma  of  the  eyelids  radium  is  the  best  agent 
at  hand  as  the  dosage  can  be  readily  controlled.  In 
spring  catarrh  it  seems  to  be  almost  a  specific. 
Before  radium  is  used  as  a  therapeutic  agent,  how- 
ever, a  search  should  be  made  for  sources  of  focal 
infection.  J-  S.  Clark. 
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Benedict,   W.   L.:     Intracapsular  Extraction  of 
Cataracts.    Minnesota  Med.,  1919,  ii,  461. 

The  advantages  of  intracapsular  extraction  of 
senile  cataracts  consist  of  comparative  freedom 
from  iritis,  long  periods  of  reaction  during  the 
absorption  of  retained  cortical  matter,  few  com- 
plications, and  the  elimination  of  the  possibility  of 
after-cataract.  Days  and  weeks  of  time  in  con- 
valescence are  saved,  and  within  a  few  days  the 
patient  can  return  to  work  with  good  vision  and 
with  visual  acuity  that  will  improve  instead  of 
becoming  less  acute.  The  method  is  of  distinct 
advantage  to  elderly  persons  who  bear  hospitaliza- 
tion rather  poorly  and  with  whom  time  may  be  a 
factor  of  great  importance. 

The  intracapsular  method  of  extracting  senile 
cataracts  as  devised  by  Smith,  known  as  the  Smith- 
Indian  operation,  brought  about  the  revival  of  the 
intracapsular  operation  introduced  by  Pagenstecher 
in  1863  and  soon  afterward  abandoned.  Much  dis- 
cussion as  to  the  advisability  of  this  operation  has 
been  aroused  in  this  country  and  in  Europe,  and 
attempts  to  devise  safer  methods  of  extraction  have 
given  rise  to  wide  variations  of  the  technique  in 
present  use.  Among  the  new  instruments  devised  to 
remove  the  lens  by  pressure  or  traction  or  a  com- 
bination of  the  two  may  be  mentioned  the  cystotome, 
hook,  vectis,  "detacher,"  reclinateur,  spoons,  glass 
rods,  and  vacuum  extractor. 

According  to  the  Smith-Indian  method  pressure 
is  applied  to  the  outside  of  the  globe.  Objections  to 
this  method,  which  seem  to  have  been  well  sustained, 
are  abrasion  of  the  corneal  epithelium,  the  loss  of 
vitreous  at  the  side  before  the  lens  is  delivered,  and 
prolapse  of  the  iris.  The  latter  objection  was  re- 
moved by  iridectomy.  The  danger  of  abrading  the 
corneal  epithelium  has  been  decreased  by  the  use  of 
a  delivery  hook  with  a  rounded  side  and  blunt  end, 
but  injury  to  the  posterior  corneal  epithelium 
causing  striped  keratitis  still  remains  a  factor  in 
delaying  visual  acuity  when  considerable  buckling 
of  the  cornea  is  necessary  to  express  the  lens.  In- 
jury to  the  cornea  was  lessened  by  first  dislocating 
the  lens  with  a  reclinateur,  and  vitreous  loss  was 
made  much  less  probable  by  using  less  pressure  than 
necessary  to  rupture  the  zonula  and  by  the  use  of 
improved  lid  retractors. 

In  1910  Knapp  began  using  the  Kalt  forceps  to 
dislocate  the  cataractous  lens  before  expressing  it  by 
the  Smith-Indian  method.  A  year  later  Stanculeanu 
reported  a  method  of  extraction  according  to  which, 
after  the  usual  section  and  iridectomy,  the  anterior 
capsule  of  the  lens  was  grasped  with  a  capsule 
forceps  without  teeth  designed  to  hold  the  capsule 
without  tearing  it  and  the  lens  was  moved  from  side 
to  side  and  up  and  down  to  rupture  the  zonular 
attachment.  The  forceps  was  then  removed  and  the 
lens  delivered  by  pressure  exerted  on  the  globe  with 
a  spoon. 

Toeroek  stated  that  if  capsule  forceps  instead  of  a 
cystotome  are  used,  a  hypermature  cataract  with 
thickened  capsule  often  does  not  rupture,  but  the 


zonula  gives  way  and  the  lens  is  delivered  in  the 
capsule.  To  imitate  this  accidental  delivery  in  the 
capsule  he  aided  the  rupture  of  the  zonula  by  apply- 
ing intermittent  pressure  on  the  globe  below  the 
cornea  with  a  Daviel  spoon,  at  the  same  time  mak- 
ing side  to  side  movements  with  the  forceps.  As 
soon  as  the  zonula  ruptured,  the  pressure  on  the 
cornea  became  continuous  and  followed  the  lens,  as 
in  the  von  Graefe  extraction.  The  lens  was  de- 
livered with  its  lower  edge  first.  A  loss  of  vitreous 
occurred  in  only  2  of  37  successful  extractions. 

The  Kalt  forceps  was  recommended  to  the  author 
as  being  well  adapted  for  the  removal  of  the  ante- 
rior capsule  in  performing  the  usual  extracapsular 
extraction,  and  its  use  was  begun  for  that  purpose. 
In  a  few  instances  the  lens  became  luxated  and  was 
expressed  in  the  capsule  with  a  Daviel  spoon  after 
the  usual  manner.  There  was  no  loss  of  vitreous  and 
the  eyes  healed  without  incident  within  a  very  few 
days.  The  extraction  of  the  lens  in  the  capsule  was 
next  attempted  in  selected  cases.  The  capsule  was 
grasped  with  the  forceps,  traction  and  side  to  side 
movements  being  made.  Often  the  intact  lens  was 
pulled  successfully  through  the  incision  without  the 
application  of  pressure  to  the  globe.  Quite  as  fre- 
quently, however,  the  capsule  ruptured  before  the 
zonula  gave  way  or  as  the  lens  was  being  delivered. 
It  was  possible  to  rupture  the  zonula  more  easily  by 
applying  pressure  below  the  lens  by  means  of  a 
Daviel  spoon  after  grasping  the  capsule  than  by 
means  of  side  to  side  movements  with  the  forceps. 
It  was  further  evident  that  the  lens  could  be  raised 
slightly  to  engage  in  the  wound  even  before  the 
zonula  gave  way,  and  that  thereby  the  escape  of 
vitreous  around  the  side  of  the  lens  was  prevented. 
Accordingly,  traction  upward  or  toward  the  wound 
was  combined  with  pressure  on  the  globe  below,  care 
being  taken  that  the  traction  on  the  capsule  was  not 
sufficient  to  rupture  it.  When  the  zonula  gave  way, 
the  lens  immediately  engaged  in  the  wound  without 
turning  or  "tumbling."  Pressure  with  the  Daviel 
spoon  was  then  made  to  follow  the  lens  as  described 
by  Toeroek  until  the  lens  was  slightly  more  than  half 
through.  From  this  point  the  lens  was  removed  by 
the  use  of  the  forceps  alone.  This  having  been  done, 
the  iris  pillars  were  replaced,  the  conjunctival  flap 
was  adjusted,  and  the  eye  was  closed  in  the  usual 
manner. 

It  soon  became  evident  that  some  types  of 
cataract  are  not  well  suited  to  this  method  of  ex- 
traction. In  general  these  fall  into  the  classes 
described  by  Knapp  and  Toeroek.  Most  of  the 
successful  attempts  were  made  on  sclerosed  lenses. 
Many  cataracts  thought  to  be  well  adapted  to  this 
method  were  found  to  have  friable  capsules  with 
rather  tough  zonulae,  and  the  amount  of  manipula- 
tion necessary  to  express  them  in  the  capsule  would 
have  been  much  greater  than  that  required  to  open 
the  capsule  and  remove  the  soft  part  of  the  cortex 
remaining  after  the  expression  of  the  nucleus  by 
stroking  the  cornea  and  irrigating  the  chamber. 
Frequently    even    soft    white    lenses    with    tough 
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capsules  could  not  be  removed  by  this  method 
because  of  the  difficulty  in  grasping  the  capsule. 
Also  juvenile  and  traumatic  cataracts  were  not 
easily  removed  in  this  manner. 

In  the  past  eleven  months,  24  of  100  extractions 
were  successfully  done  by  combined  expression  and 
traction  as  described.  The  patients  were  all  elderly 
persons,  most  of  them  over  60  years.  The  time  of 
development  of  the  cataract  varied  from  six  months 
to  more  than  twelve  years.  In  9  of  the  24  cases  the 
bodies  were  large  and  sclerosed.  Fifteen  were  soft, 
including  immature  and  hypermature  lenses  and 
lenses  with  white  flufTy  looking  cortices.  Vitreous 
was  lost  in  3  cases,  the  loss  being  due  each  time  to  a 
squeeze  by  the  patient  before  the  capsule  forceps  was 
introduced.  In  every  instance,  however,  the 
amount  was  very  small.  After  the  lens  was  grasped 
the  vitreous  receded  and  did  not  again  appear  in  the 
wound.  One  patient  squeezed  violently  as  the  for- 
ceps was  applied,  expelling  the  lens  still  in  the  grasp 
of  the  forceps -but  without  loss  of  vitreous.  Another 
had  a  deeply  set  eye  with  an  extremely  small 
palpebral  opening  (it  would  not  admit  the  author's 
smallest  speculum),  atrophic  conjunctiva,  and 
obliteration  of  the  fornices  from  old  trachoma  and 
pannus.  This  patient  was  an  old  woman  who 
desired  better  light  perception  and  insisted  on 
having  an  operation  despite  an  unfavorable  prog- 
nosis. As  the  incision  could  not  be  made  with  a 
knife,  it  was  started  with  a  keratome  and  finished 
with  the  scissors.  The  lens  was  hypermature  and 
delivered  easily  without  loss  of  vitreous.  The  pa- 
tient was  discharged  in  five  days  with  a  well-healed 
wound.  Six  months  later  she  could  see  to  get  about 
without  glasses. 

The  t  enty-four  extractions  by  combined  ex- 
pression and  traction  do  not  include  several  extrac- 
tions in  which  the  capsule  was  ruptured  after  the 
lens  had  engaged  in  the  wound.  This  is  due  as  often 
to  pressure  on  the  cornea  as  to  a  pull  on  the  forceps, 
and  occurs  in  both  soft  and  hard  cataracts.  The 
collapsed  capsule  may  be  removed  without  difficulty 
and  the  chamber  may  be  irrigated  to  remove  any 
retained  cortex  with  no  more  inconvenience  than  is 
experienced  in  the  ordinary  extracapsular  extrac- 
tion. One  patient  developed  iritis  with  ciliary  in- 
jection and  pain  on  the  third  day.  The  complica- 
tion yielded  to  atropin  and  moist  heat,  however,  and 
disappeared  by  the  tenth  day.  The  average  length 
of  time  the  author's  patients  remained  under 
observation  after  the  operation  was  ten  days. 

Knapp,  A.:  Subretinal  Exudate  Simulating  Sar- 
coma of  the  Choroid,  with  Anatomical  Examin- 
ation. Arch.  Ophth.,  1919,  xlviii,  559. 

The  case  reported  was  that  of  a  man  71  years  of 
age  who  stated  at  the  time  of  examination  that  the 
sight  in  the  right  eye  had  been  failing  for  four  months, 
and  that  that  of  the  left  eye  had  been  poor  for  several 


years.  Vision  R.  1/200,  L.  10/200.  The  general 
examinatioh  was  negative.  Ophthalmoscopic  ex- 
amination revekled  |a  sharply  defined  circumscribed 
detachment  of  the  retina  in  the  macular  region  and  a 
solid  subretinal  mass  which  was  dull  white  in  color 
except  for  a  small  amount  of  irregular  mottling.  A 
diagnosis  of  sarcoma  of  the  choroid  was  made  and 
the  eye  enucleated. 

The  detailed  report  of  the  pathologic  findings  is 
summarized  as  follows: 

"The  mass  which  was  taken  for  a  sarcoma  of  the 
choroid  proved  on  histological  examination  to  be 
composed  of  fibrous  tissue  presumably  the  result  of 
either  an  organized  exudate  or  of  a  blood  clot.  The 
choroid  showed  no  inflammatory  infiltration.  Its 
vessels  as  well  as  those  of  the  retina  were  normal. " 

Reference  is  made  to  similar  cases  reported  by 
Hird,  Coats,  Leber,  and  Friedenwald.  In  some  of 
these  also  the  same  error  in  diagnosis  was  made 
previous  to  operation.  J.  S.  Clark. 

White,  L.  E. :  Retrobulbar  Neuritis  from  Posterior 
Accessory  Sinus  Disease,  with  Report  of 
Seventeen  Cases.  Ann.  Otol.,  Rhinol.  &  Laryn- 
gol.,  1919,  xxviii,  793. 

After  reviewing  the  literature.  White  reports  17 
cases  of  retrobulbar  neuritis,  all  but  2  of  which 
were  operated  upon.  In  one  of  these  cases  the  eye 
remained  permanently  blind  and  in  the  other  the 
patient  died  from  a  sarcoma.  Of  the  15  cases  in 
which  operation  was  performed  all  but  i  were 
improved.  In  this  case  the  eye  had  been  practically 
blind  for  months,  and  the  operation  was  undertaken 
to  determine  what  effect,  if  any,  the  opening  of  the 
sphenoid  would  have  on  the  dilated  veins  of  the 
fundus.  Normal  vision  was  obtained  in  7  cases; 
in  3  there  was  marked  improvement  though  some 
atrophy;  and  in  4  there  was  only  slight  improvement. 
The  failure  in  these  last  cases  was  due  to  the  chronic 
nature  of  the  disease  and  the  delay  in  operating. 

An  early  operation  would  have  saved  more  of 
the  vision.  In  7  cases  the  toxaemia  from  the  pus 
seemed  the  chief  factor;  in  8,  hyperplasia  was  the 
predominating  lesion;  and  in  2  pressure  played  the 
leading  role.  In  7  cases  the  nasal  examination  was 
negative  while  in  6  the  X-ray  findings  were  positive. 
Negative  findings,  however,  by  no  means  contra-in- 
dicated an  operation.  The  middle  turbinate  was 
removed  in  all  of  the  cases  operated  upon  and  the 
sphenoid  opened  in  all  but  one.  The  posterior 
ethmoid  cell  was  opened  as  a  matter  of  routine,  but 
unless  infection  was  suspected  the  other  ethmoid 
cells  were  not  disturbed.  The  complete  exenteration 
did  not  seem  necessary  in  most  cases.  The  Sluder 
technique  of  removing  the  middle  turbinate  and 
opening  the  sphenoid  was  followed.  In  practically 
all  cases  Wassermann  and  neurological  examinations 
were  made  and  the  condition  of  the  teeth  investi- 
gated. Otto  M.  Rott. 
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Ballenger,  H.  C:  A  Study  of  100  Cases  of  Sus- 
pected Chronic  Nasal  Accessory  Sinus  Disease 
with  a  Report  of  the  X-Ray  Findings.    Illinois 

M.  J.,  1919,  xxxvi,  316. 

As  a  result  of  his  study  the  author  draws  the 
following  conclusions: 

1.  The  chief  difficulties  in  deriving  the  full 
benefits  of  roentgenograms  properly  taken  and 
developed  are:  (i)  the  reading  of  the  plates,  i.e., 
the  determination  of  the  presence  or  absence  of 
abnormal  shadows  or  outlines,  and  (2)  the  proper 
interpretation  of  the  plates  and  the  correlation  of 
these  findings  with  the  clinical  data. 

2.  The  X-ray  is  a  valuable  supplement  to  clinical 
diagnosis,  and  when  so  considered,  error  in  diagno- 
sis is  reduced  to  a  minimum. 

3.  Valuable  surgical  information  can  be  gained 
as  to  the  presence  or  absence,  the  size,  shape,  depth, 
etc.  of  the  sinuses. 

4.  Thickening  of  the  mucous  membrane  of  the 
sinuses  due  to  operations,  infections,  irritations,  etc. 
will  produce  a  cloudy  appearance  or  an  indistinct 
outline  of  the  sinus  in  the  plate. 

5.  As  a  guide  to  the  postoperative  progress  the 
X-ray  is  of  little  assistance  in  cases  of  chronically 
diseased  sinuses. 

6.  The  X-ray  is  usually  essential  to  determine 
whether  the  condition  involves  several  sinuses  or  is 
confined  to  a  single  sinus  or  part  of  a  sinus. 

O.  M.  ROTT. 

THROAT 

Patterson,  N.:  Diathermy.  Lancet,  1919,  cxcvii, 
1020. 

The  author  gives  a  general  discussion  of  dia- 
thermy as  used  in  malignancy  since  its  introduction 
in  1910.  In  describing  the  instruments  and  tech- 
nique he  states  that  the  purpose  is  to  use  a  high 
frequency  current  which  reverses  its  direction  about 
i,ooo,coD  times  per  second.  One  electrode  is  placed 
over  the  chest  or  abdomen,  and  between  it  and  the 
skin  are  interposed  layers  of  lint  saturated  with 
normal  saline.  The  electrode  used  for  destruction 
of  the  tissues  may  be  of  any  shape.  Its  handle  is 
insulated  and  the  operator  wears  rubber  gloves. 
The  resistance  offered  to  the  passage  of  current 
produces  heat  which  coagulates  the  albumin  in  the 
tissue.  The  electrode  is  applied  before  the  current 
is  turned  on,  and  the  current  is  switched  off  before 
the  electrode  is  removed.  The  current  is  gradually 
increased  until  bubbles  appear  in  the  tissue  when 
the  electrode  is  changed  to  a  different  area. 

In  tumors  of  the  buccal  cavity  and  oropharynx 
especially  diathermy  is  indicated  because  excision 


is  usually  impossible  or  hazardous.  In  tumors  of 
the  base  of  the  tongue,  epiglottis,  and  larynx,  sus- 
pension is  desirable  for  exposure.  Occasionally 
surgical  means  are  necessary  to  obtain  good  exposure. 
The  following  are  given  as  advantages  of  diathermy 
over  cutting  methods. 

1.  Bloodlessness.  Occasionally,  however,  a  de- 
layed hx'morrhage  from  the  slough  results. 

2.  Total  destruction  of  the  tissues  in  the 
neighborhood  of  the  terminal  and  the  impossibility 
of  cell  implantation. 

3.  Sterilization  of  the  parts.  All  organisms  are 
killed  by  the  heat. 

4.  Strictures  some  distance  from  the  electrode 
are  destroyed. 

5.  Near-by  vascular  structures  are  sealed  up  so 
that  absorption  of  bacteria  and  toxins  is  less  apt  to 
occur. 

6.  Shock  is  generally  much  less  than  after  a 
cutting  operation. 

7.  The  ease  with  which  diathermy  can  be  applied 
in  cases  of  recurrence. 

8.  The  scar  is  denser  and  spreads  further  into 
the  surrounding  tissues. 

9.  Exposure  is  less  difficult. 

10.  The  field  is  bloodless  and  therefore  the  tumor 
can  be  better  defined. 

11.  Age  is  not  a  contra-indication. 

12.  The  growth  is  approached  practically  always 
from  the  mucous  membrane  surface. 

The  tumor  should  be  defined  and  all  tissue  ^  in. 
beyond  its  borders  should  be  destroyed.  When  pos- 
sible, complete  excision  mth  the  use  of  the  diather- 
my electrode  is  perhaps  the  best.  A  sharp  elec- 
trode may  be  used  in  relatively  bloodless  areas.  When 
time  is  an  element  the  author  occasionally  dissects 
the  tumor  with  a  knife  and  then  uses  the  electrode 
over  the  entire  raw  surface.  Ether  should  be  avoided 
as  an  anaesthetic  as  there  is  danger  of  igniting  the 
vapor. 

The  author  uses  the  suspension  apparatus  in 
every  case  of  doubtful  exposure.  Dental  sepsis, 
while  not  a  factor  in  diathermy,  should  be  attended 
to.  In  cases  in  which  the  larynx  is  involved  a  pre- 
liminary laryngotomy  or  tracheotomy  should  be 
performed.  Because  of  the  possibility  of  delayed 
haemorrhage  the  author  frequently  ligates  the  blood 
supply  to  the  area  involved  before  using  diathermy. 
The  cervical  glands,  when  involved,  should  always 
be  removed  when  operable. 

The  after-treatment  of  diathermy  consists  chiefly  of 
measures  for  cleanliness  and  a  liberal  diet.  Haemor- 
rhage is  taken  care  of  in  the  same  way  as  in  cutting 
operations.  As  soon  as  the  slough  is  removed  the 
patient  is  encouraged  to  sit  in  a  wheel  chair. 

H.  R.  Lyons. 
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Dabney,  V.:  Delayed  Secondary  HaemorrhajCte 
Complicating  Tonsillectomy.  Ann.  OtoL, 
RhinoL,  &"  Laryngol.,  1919,  xxviii,  697. 

Secondary  ha;morrhage  is  rare,  especially  ten  days 
after  operation.  The  author  presents  four  cases  in 
which  bleeding  occurred  more  than  twenty-four 
hours  after  operation  for  the  removal  of  the  faucial 
tonsils.  The  first  two  operations  were  performed 
under  local  anaesthesia  without  adrenalin,  and  the 
others,  under  ether  and  with  the  cold  snare. 

The  first  case  was  that  of  a  girl  18  years  of  age. 
The  haemorrhage  occurred  on  the  second  day  and 
was  checked  by  holding  ice  firmly  in  the  fossae. 

In  the  second  case  there  was  very  free  bleeding 
during  the  operation  and  secondary  haemorrhage 
six  hours  afterward.  Ten  days  later  bleeding  oc- 
curred again  while  the  patient  was  walking  on  the 
street. 

In  the  third  case  the  tonsillectomy  had  been 
performed  by  another  surgeon  one  week  previously 
and  there  had  been  much  difficulty  in  arresting  the 
flow  of  blood  at  the  time  of  operation.  During  the 
five  days  the  patient  remained  at  the  hospital  there 
was  no  further  haemorrhage.  Two  days  later,  how- 
ever, he  was  awakened  by  a  sensation  of  strangula- 
tion and  found  his  mouth  full  of  blood.  As  it  was 
impossible  to  check  the  flow  for  more  than  a  few 
minutes  at  a  time,  he  was  again  taken  to  the  hos- 
pital. There,  under  general  anaesthesia,  a  jagged 
tear  in  the  middle  third  of  the  posterior  pillar  was 
discovered  and  clamped. 

The  fourth  tonsillectomy,  done  under  ether  and 
with  the  cold  snare,  was  the  second  operation  per- 
formed on  the  tonsils  and  was  unusually  difficult. 
Bleeding  with  the  formation  of  a  clot  in  the  fossa 
occurred  six  days  after  operation.  The  hasmorrhage 
was  stopped  by  packing  with  soft  gauze  sponge 
which  was  allowed  to  remain  for  twenty-four  hours. 
A  few  minutes  after  the  removal  of  the  packing, 


however,  the  bleeding  recurred  and  packing  was 
again  necessary. 

The  cause  of  these  secondary  haemorrhages  can- 
not be  stated  definitely,  but  in  the  author's  opinion 
a  possible  explanation  lies  in  the  fact  that  a  slough, 
involving  the  vessels  may  have  become  separated 
during  the  operation, 

MOUTH 

Nodine,  A.  M.:  Impacted  Lower  Third  Molars.    N. 

York  M.  J .,  1919,  ex,  762. 

The  predisposing  causes  of  impaction  of  lower 
third  molars  are:  (i)  defective  embryonic  develop- 
ment; (2)  perverted  development;  (3)  malnutri- 
tion; (4)  syphilis;  (5)  rachitis;  (6)  neurotic  ten- 
dency; (7)  eruptive  fevers;  (8)  anaemia;  (9)  artifi- 
cial feeding;  (10)  scurvy;  (11)  cretinism;  and  (12) 
idiocy.  The  exciting  causes  are :  (i)  arrested  maxil- 
lary development;  (2)  undue  thickening  and  resist- 
ance of  the  overlying  tissue;  (3)  undue  stimulation 
of  the  inferior  dental  nerve  by  pathologic  conditions 
producing  nutritional  changes  that  intensify  the 
bone  in  the  region  of  the  impacted  tooth;  (4)  mal- 
position due  to  contacted  dental  arches;  (5)  severe 
traumatism  to  the  jaws  causing  deposition  of  lime 
salts  in  the  cancelous  tissue;  (6)  too  early  loss  or 
extraction  of  deciduous  teeth  producing  abnormal 
density  of  the  cancelous  tissue  of  the  mandible; 
(7)  improper  orthodontic  treatment;  (8)  improper 
or  excessive  pressure  in  orthodontic  cases;  (9)  in- 
flammations of  the  jaw  bones  caused  by  decayed 
teeth;  and  (10)  a  local  increase  in  the  density  of  the 
bone  brought  about  by  inflammation  of  the  peri- 
dental membrane  extending  into  the  alveolar  pro- 
cess. 

The  general  effects  of  impacted  teeth  are  func- 
tional, nervous,  and  mental  disorders,  paralysis  of 
the  arm,  tonic  spasm  of  the  upper  extremities, 
nervousness,  insomnia,  epilepsy,  etc. 

M.  N.  Federspiel. 
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Gillies,  H.  D.:  The  Tubed  Pedicle  in  Plastic  Sur- 
gery.    N.  York  M.  J.,  1920,  cxi,  i. 

The  method  described  by  the  author  was  evolved 
by  him  in  October,  19 18,  when  he  was  confronted 
with  the  difficulties  of  restoration  in  cases  of  severe 
facial  burns.  In  these  cases  all  of  the  skin, had  been 
damaged  or  destroyed  and  no  facial  flaps  were  avail- 
able from  which  to  make  the  necessary  repairs.  It 
was  therefore  necessary  to  obtain  skin  from  the 
chest  and  neck,  but  for  such  flaps  it  was  difficult  to 
obtain  an  adequate  blood  supply.  This  problem 
was  solved  to  a  very  great  extent  by  the  method 
which  forms  the  subject  of  this  article. 

If  a  large  area  of  the  skin  of  the  chest  is  to  be 
grafted  to  the  face  it  is  necessary  to  have  a  pedicle 
to  the  flap  of  skin  the  base  of  which  is  situated  some- 
where in  the  upper  part  of  the  neck.  A  strip  of  skin, 
usually  between  2)4  and  3  in.  wide,  is  raised  from 
the  neck  to  form  the  pedicle,  its  upper  and  lower 
extremities  being  left  untouched.  Two  edges  of  the 
pedicle  are  then  accurately  sutured  together,  skin 
edge  to  skin  edge,  by  a  continuous  suture.  Subcut- 
icular catgut  is  perhaps  the  most  effective  suture 
material  but  in  the  majority  of  cases  ordinary  horse- 
hair is  employed. 

It  is  usually  possible  to  approximate  the  edges  of 
the  wound  made  by  the  removal  of  the  flap  by  under- 
mining its  edges  and  suturing  them  underneath  the 
raised  pedicle.  This  is  facilitated  if  the  patient 
raises  his  shoulder  and  inclines  his  head  toward  the 
affected  side.  In  addition  to  the  skin-edge  sutures, 
tension  sutures  are  necessary.  The  pedicle,  now 
tubed,  lies  like  a  sausage  between  the  base  and  the 
extremity. 

In  the  course  of  about  three  weeks  considerable 
arterial  and  venous  anastomosis  has  occurred  in  the 
pedicle  and  the  blood  is  led  from  the  base  of  the 
pedicle  toward  the  extremity  of  the  chest.  The  flap 
is  now  ready  to  be  raised  from  the  chest  and  sewed 
into  position  on  the  face,  the  pedicle  being  left  in  its 


tube  form.  It  is  obvious  that  in  this  manoeuvre  the 
pedicle  cannot  become  infected.  Moreover  it  will 
stand  a  considerable  amount  of  twisting  and  even 
kinking.  By  means  of  the  pedicle  the  blood  supply 
of  the  flap  is  greatly  improved. 

When  the  flap  has  taken  root  on  the  face  the  ped- 
icle may  be  divided  and  returned  to  the  neck  or,  as 
is  more  commonly  done,  divided  at  the  neck  end, 
opened  out,  and  spread  upon  some  other  portion 
of  the  face.  When  once  the  flap  is  placed  upon  the 
face,  it  is  possible  to  use  the  pedicle  in  a  variety  of 
ways. 

In  the  manner  described,  flaps  of  skin  may  be 
brought  to  the  face  by  stages  from  long  distances. 
In  other  parts  of  the  body  larger  flaps  of  skin  may 
be  used  to  relieve  the  disability  caused  by  severe 
burns  and  contractions.  The  article  is  illustrated 
with  photographs  showing  the  application  of  the 
method.  E.  C.  Robitshek. 

Horsley,  J.  S. :  Surgical  Drainage  from  a  Biological 
Point  of  View.    /.  Am.  M.  Ass.,  1920,  kxiv,  159. 

Horsley  calls  attention  to  the  defenses  of  the 
body  against  injurious  foreign  substances,  men- 
tioning as  examples  the  vomiting  of  nauseating 
food  by  the  stomach,  the  expulsion  of  irritating 
substances  from  the  bladder,  the  rectum,  or  the 
larynx  by  muscular  action,  and  the  attempted 
washing  away  of  irritating  foreign  bodies  in  the  nose 
or  eyes  by  increased  secretion.  In  solid  tissue  the 
body  makes  an  effort  to  extrude  irritating  foreign 
substances  by  reversing  the  lymph  circulation  and 
pouring  out  lymph  around  them.  This  phenomenon 
is  the  biological  basis  of  drainage.  Abdominal  drain- 
age is  practically  always  uphill  but  is  successful 
because  the  drainage  material  not  only  relieves  the 
pressure  but  provokes  the  out-pouring  of  large 
quantities  of  lymph  to  extrude  it  and  with  this 
serum  are  carried  along  the  products  of  bacterial 
infection  that  otherwise  might  be  absorbed. 

In  solid  soft  tissue,  as  in  the  thigh,  the  lymph 
supply  is  not  as  abundant  as  in  the  abdomen  and 
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consequently  gravity  drainage  must  be  utilized.  In 
the  abdomen  the  supply  of  lymph  is  so  great  and  its 
out-pouring  along  the  drainage  track  so  constant 
that  it  makes  little  difference  whether  the  drainage 
tube  is  pointed  up  or  down  as  long  as  it  is  of  sufficient 
size  and  of  the  proper  material  to  provoke  the  out- 
pouring of  serum. 

Drainage  should  be  instituted  after  every  radical 
operation  for  cancer  of  the  breast  or  of  the  neck  as 
it  tends  to  prevent  the  absorption  of  cancer  cells 
that  may  be  left  in  the  wound. 

Irritating  foreign  substances  in  bone  cause  the 
absorption  of  lime  salts  around  them.  Nature 
evidently  does  this  to  loosen  the  foreign  substance 
in  a  preliminary  effort  to  extrude  it.  Such  induced 
osteoporosis  accounts  for  the  frequent  cases  of  non- 
union of  fractures  after  the  use  of  metal  plates  and 
screws.  Probably  many  so-called  apical  abscesses 
in  the  teeth  are  the  result  of  the  reaction  of  the  bone 
to  the  material  with  which  the  root  of  the  tooth  has 
been  filled. 

In  infected  epithelial-lined  hollow  viscera  drain- 
age carries  off  the  inflammatory  products,  affords 
physiological  rest,  and  produces  a  reversal  of  the 
circulation  of  the  local  lymphatics  which  tends  to 
prevent  the  absorption  of  the  septic  products.  It 
is  probably  for  these  reasons  that  drainage  of  an 
infected  bladder  or  of  the  common  bile-duct  in 
pancreatitis  is  effective. 

The  drainage  material  selected  should  induce  a 
reversed  flow  of  lymph,  carry  away  the  liquid  prod- 
ucts of  the  wound,  and  cause  the  least  injury  to  the 
wound.  The  ideal  drainage  material  has  not  been 
found,  but  combinations  of  gauze  and  rubber  tissue 
have  proved  fairly  satisfactory. 

Wood,  J.  C:    Uncorrected  Factors  Perpetuating 
Stomach  Symptoms  after  Surgical  Work.     N. 

York  M.  J.,  1920,  cxi,  136. 

The  author  first  calls  attention  to  the  fact  that, 
notwithstanding  the  strides  made  in  roentgenology, 
physiology,  and  chemistry,  there  are  many  organic 
and  constitutional  conditions  remote  from,  or  in 
close  proximity  to,  the  stomach  which  may  give  rise 
to  symptoms  simulating  organic  disease.  Therefore 
the  only  safe  diagnosis  when  surgery  of  the  stomach 
is  contemplated  is  a  diagnosis  by  exclusion.  Among 
the  confusing  factors  which  may  perpetuate  indiges- 
tion are  mentioned  the  various  forms  of  toxaemia, 
cerebral  and  hysterical  conditions,  asthenopia  and 
other  refractive  errors,  crises  having  their  origin 
in  the  kidneys,  gall-bladder,  or  pancreas,  and^  oxal- 
uria. 

The  chief  objects  of  the  discussion,  however,  are: 
(i)  to  emphasize  the  importance  of  chronic  lesions 
of  the  appendix  as  disturbing  factors  which  fre- 
quently cause  indigestion  and  hyperacidity  with 
gastralgia  and  even  haematemesis;  and  (2)  to  re- 
emphasize  the  fact  too  often  overlooked  that  dis- 
placements and  diseases  of  the  female  pelvic  organs 
are  frequently  responsible  for  indigestion  and  mal- 
nutrition.    The   author   states   that   in   observing 


the  trend  of  the  times  he  sometimes  wonders  whether 
the  general  surgeon  has  not  forgotten  that  within 
the  medulla  is  a  reflex  center  which  presides  over 
the  stomach  and  abdominal  viscera  and  that  this 
center  is  in  constant  communication  with  the  pelvic 
organs  through  the  uterine  and  ovarian  plexus, 
affecting  them  for  good  or  evil. 

A  composite  picture  of  patients  coming  to  the 
gynecologist  for  surgical  relief  is  given  as  follows: 

The  patient,  aged  30,  is  a  multipara.  Her  metab- 
olism is  profoundly  disturbed  as  manifested  by  loss 
of  flesh,  flabby  muscles,  dermatoses,  and  cold  hands 
and  feet.  The  haemoglobin  is  low,  possibly  70;  the 
red  blood  count  is  4,000,000  or  less;  the  leucocyte 
count  low,  with  an  increase  in  the  lymphocytes; 
and  the  blood  pressure  usually  below  normal.  The 
patient  has  headaches,  mental  depression  or  actual 
melancholia,  and  constipation  or  alternate  con- 
stipation and  diarrhoea  with  mucous  enterocolitis. 

In  the  majority  of  instances  the  appendicular 
symptoms  referred  to  are  present.  Often  there  is  a 
general  enteroptosis,  and  the  kidneys,  especially 
the  right  kidney,  are  usually  palpable  because  of  the 
emaciation.  In  many  cases  the  thyroid  is  more  or 
less  enlarged  and  there  is  an  increased  calcium  out- 
put in  the  urine.  In  cases  of  hypofunction  of  the 
thyroid,  the  calcium  output  is  diminished.  There  is 
often  indicanuria  and  not  infrequently  oxaluria. 
The  general  symptoms  of  incipient  Basedow's  dis- 
ease are  not  uncommon.  Menstruation  is  painful 
and  scant  or  excessive.  Dysparevmia  and  impotency 
are  common  symptoms.  Finally,  there  is  marked 
indigestion  characterized  by  hunger  pains,  flat- 
ulency, heartburn,  satiety,  a  heavily  coated  tongue, 
and  faecal  breath. 

A  physical  examination  of  the  abdominal  and 
pelvic  organs  reveals  an  enlarged,  subinvoluted,  and 
sharply  retroflexed  uterus  with  the  ovaries  under 
the  fundus.  When  the  ovaries  and  tubes  are  more 
seriously  involved,  the  general  stigmata  of  gonor- 
rhoea will  be  in  evidence.  The  cervix  is  torn  and  the 
pelvic  floor  relaxed.  There  is  an  eversion  of  the 
cervical  lips  with  inflammation  of  both  the  cervical 
and  fundal  mucosa,  giving  rise  to  leucorrhoea  and 
menorrhagia.  The  sphincter  ani  is  tight,  an  im- 
portant factor  in  perpetuating  the  constipation,  as 
emphasized  by  Hilton. 

A  patient  thus  afflicted  has  indigestion:  (i)  be- 
cause the  reflex  center  in  the  meduUa  is  constantly 
receiving  morbid  stimuli  from  the  diseased  and 
displaced  pelvic  viscera  and  from  this  center  these 
stimuli  are  transmitted  to  the  stomach;  and  (2) 
because  sooner  or  later  her  metabolism  is  so  dis- 
turbed that  she  becomes  a  victim  of  autointoxica- 
tion the  products  of  which  further  react  upon  the 
cerebral  center  to  which  they  are  carried  through 
the  blood  stream.  The  hyperthyrea,  if  present,  only 
adds  to  the  nervous  and  digestive  symptoms  already 
induced.  A  vicious  circle  is  thus  established  which 
may  in  time  end  in  organic  disease  of  the  stomach  or 
perpetuate  a  long-standing  indigestion  even  though 
the  lesions  are  surgically  removed. 
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On  the  other  hand,  remedial  measures  that  com- 
prehend the  correction  of  all  the  pelvic  lesions  as 
well  as  those  of  the  appendix  will  often  clear  up  the 
trouble  in  the  upper  abdomen  and  make  later  work 
in  that  region  unnecessary.  If  desired,  an  explora- 
tion of  the  upper  abdomen  may  be  made  through 
the  lower  incision.  This  procedure  does  not  of 
course  apply  to  gastric  conditions  in  which  danger 
portends  or  there  is  marked  deformity  or  displace- 
ment. 

Stomach  surgery  when  well  defined  and  clearly 
indicated  is  too  firmly  established  to  be  affected  by 
adverse  criticism.  In  all  instances  in  which  the 
gastric  condition  is  chronic,  however,  the  entire 
body  should  be  thoroughly  examined  before  an 
operation  is  performed  on  the  stomach. 

The  subject  in  hand  has  nothing  to  do  with 
surgery  for  diseases  of  the  thyroid  except  insofar 
as  thyroid  pathology  enters  into  the  syndrome  which 
is  given  as  typical  of  a  large  class  of  cases  of  indiges- 
tion due  to  causes  remote  from  the  stomach.  The 
author  has  seen  many  enlarged  thyroids  with  the 
accompanying  manifestations  of  Graves'  disease 
disappear  after  the  patient's  disturbed  metabolism 
had  been  corrected  by  the  work  outlined.  There- 
fore the  fact  becomes  apparent  that  the  thyroid  is 
often  needlessly  sacrificed  by  indiscriminating 
surgeons. 

ASEPTIC  AND  ANTISEPTIC  SURGERY 

Gardner,  C.  B.:  The  Treatment  of  Infected 
Wounds,  with  Demonstration  of  the  Carrel- 
Dakin  Technique.  /.  Michigan  State  M.  Spc, 
1920,  xviii,  I. 

The  Carrel-Dakin  treatment  for  infected  wounds 
is  discussed  under  four  heads,  i.  e.,  (i)  mechanical 
cleansing,  (3.)  chemical  sterilization,  (3)  bacterio- 
logical control,  and  (4)  closure. 

The  surgical  procedure  of  excision  has  for  its 
purpose  not  only  the  mechanical  cleansing  of  the 
wound  but  also  its  preparation  for  the  distributing 
tubes.  This  preparation  depends  also  on  the  length 
of  time  that  has  elapsed  since  the  injury  was  re- 
ceived. If  the  patient  is  seen  in  the  so-called  pre- 
inflammatory  period,  it  should  be  most  thorough. 
Free  incisions  are  called  for  as  they  can  be  brought 
together  again  in  a  few  days  and  extensive  opening 
up  of  soft  parts  nearly  always  yields  earlier  closing. 
In  the  preparation  of  the  skin  the  use  of  iodine 
predisposes  to  subsequent  irritation  from  the  hy- 
pochlorite solution.  Vigorous  mechanical  cleans- 
ing with  neutral  sodium  oleate  and  sterile  water 
with  alcohol  or  ether  will  suffice,  but  care  must  be 
taken  to  avoid  injuring  the  tissues  further  by  too 
brisk  use  of  the  gauze. 

At  this  time  also  all  foreign  bodies  and  damaged 
tissue  should  be  removed  by  means  of  a  sharp  cutting 
instrument  such  as  a  razor.  The  incisions  must  be 
sufficiently  long  to  permit  careful  inspection  of  the 
seat  of  fracture  and  the  surgeon  should  be  conserva- 
tive in  the  removal  of  bone  and  periosteum.    Splin- 


ters lying  free  should  be  removed  but  those  with 
adherent  periosteum  should  be  allowed  to  remain. 
In  longitudinal  fractures  the  exposed  marrow  should 
be  removed.  The  instillation  tubes  should  be  placed 
in  as  close  contact  with  the  bone  at  the  seat  of  the 
fracture  as  possible.  Openings  at  dependent  points 
for  drainage  are  contra-indicated  as  the  chemical 
used  for  sterilization  should  come  in  contact  with 
all  parts  of  the  wound.  One  exception  to  this  is 
empyema. 

The  incidence  of  the  inflammatory  period  after 
an  injury  is  variable,  but  infection  is  usually  well 
established  in  from  twenty-four  to  thirty-six  hours. 
At  this  time  great  care  must  be  used  in  the  surgical 
procedure  in  the  wound  and  as  a  rule  active  manipu- 
lation is  to  be  condemned.  The  use  of  the  scalpel 
in  a  wound  from  which  serum  is  exuding  is  exceed- 
ingly dangerous.  Usually,  however,  it  is  possible  to 
insert  the  instillation  tubes  with  little  manipula- 
tion. The  main  exception  is  when  there  is  muscle 
involvement.  In  such  cases  it  is  necessary  to  open 
up  the  focus  of  infection  as  well  as  to  remove 
haematomata  that  may  be  easily  reached.  The  limb 
should  be  kept  rigidly  immobilized  not  only  to  re- 
duce the  pain  but  to  prevent  dissemination  of 
bacteria  by  muscular  action.  After  the  infection 
has  been  reduced  by  chemical  instillation  the  more 
radical  surgical  procedures  may  be  carried  out. 

A  fact  to  be  borne  in  mind  is  that  wounds  should 
not  be  sutured  when  the  incision  has  gone  through 
old  cicatricial  tissue  as  in  such  tissue  bacteria  may 
remain  latent  for  some  time.  A  study  of  a  number 
of  war  wounds  resulting  in  osteomyelitis  warrants 
the  following  conclusions: 

r.  Successful  suture  is  generally  impossible  in 
operations  made  in  or  through  wounds  which 
have  undergone  prolonged  suppuration. 

2.  In  bone  grafting  for  non-union  success  is  to 
be  expected  only  if  the  two-stage  operation  is 
performed. 

3.  The  operation  of  sequestrectomy  for  bone 
which  in  the  X-ray  picture  appears  rarified  should 
not  be  insisted  upon  in  the  absence  of  suppuration. 

In  injuries  to  large  blood  vessels,  ligatures  must 
be  placed  both  above  and  below  the  injured  area. 
Chromic  catgut  or  linen  must  be  used  instead  of 
silk  or  plain  catgut  as  the  latter  are  quickly  dis- 
solved by  Dakin's  solution.  All  surgical  procedures 
must  be  carried  out  under  strict  asepsis  and  all 
dressing  materials  handled  with  dressing  forceps. 
Alcohol  and  ether  should  not  be  used  on  the  wound 
surface,  though  ether  may  be  employed  to  clean  the 
surrounding  skin  after  cleansing  with  neutral  soap 
and  water.  The  wound  surface  itself  must  be 
cleaned  with  neutral  sodium  oleate  and  sterile 
water. 

A  wound  which  is  being  treated  successfully  has 
no  odor.  The  number  and  arrangement  of  the  tubes 
should  be  such  as  will  insure  an  abundant  and  fresh 
supply  of  the  hypochlorite  at  each  two-hour  in- 
stillation period.  Gauze  should  not  intervene 
between  the  tubes  and  the  tissues  to  be  treated. 
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Covered  tubes  should  not  be  used  in  the  presence  of 
much  wound  secretion.  The  tubes  may  be  held  in 
place  by  means  of  gauze  sponges  soaked  in  the  hypo- 
chlorite solution  and  should  be  tested  out  regularly 
to  determine  their  patency.  To  protect  the  sur- 
rounding skin,  gauze  impregnated  with  a  mixture 
consisting  of  vaseline,  qi  per  cent,  paraffin,  6  per 
cent,  and  resin,  3  per  cent  may  be  placed  around  the 
wound.  The  mixture  is  melted  and  poured  over  the 
strips  in  a  tin  box  which  is  then  placed  in  the  auto- 
clave at  15  lbs.  pressure  for  forty-five  minutes.  The 
wound  may  be  supplied  with  the  antiseptic  inter- 
mittently, continuously,  or  by  the  syringe  method. 
Automatic  systems  have  been  tried  but  have  not 
been  very  successful. 

The  guide  to  the  true  condition  of  the  wound  is 
the  bacterial  flora  of  the  secretions.  This  is  studied 
by  either  the  smear  or  the  culture  method.  In- 
stillation should  be  discontinued  at  least  two  hours 
before  the  examination  is  made.  From  five  to 
thirty  fields  should  be  counted  under  the  microscope 
and  the  average  number  of  bacteria  determined, 
the  result  being  charted.  Counts  should  be  made 
at  least  every  forty-eight  hours.  Bacteriological 
examinations  of  fresh  wounds  are  unsatisfactory  as 
the  bacteria  are  not  disseminated  and  blood  is 
present.  Depending  upon  the  size  and  condition  of 
the  wound,  from  three  to  ten  days  are  required  to 
effect  sterilization.  Failure  in  this  calls  for  a  careful 
investigation  as  to  the  technique  of  instillation,  the 
continued  presence  of  foci  of  infection  and  the 
advisability  of  an  exploration. 

Wounds  of  soft  parts  which  have  shown  a  satis- 
factory bacteriological  count  may  be  closed  in  five 
or  six  days  providing  there  are  no  local  or  general 
contra-indications  and  treatment  was  inaugurated 
shortly  after  the  receipt  of  the  injury.  When  the 
time  which  elapsed  between  the  manifestation  of  in- 
fection and  the  beginning  of  treatment  was  longer, 
from  eight  to  twelve  days  should  pass  before  the 
wound  is  closed  and  it  should  have  been  sterile  for 
four  or  five  days.  In  compound  fractures  which 
have  once  been  the  seat  of  active  inflammation  a 
still  longer  time  is  required,  usually  a  month. 

If  the  skin  is  freely  movable  and  cicatrization  has 
not  begun,  the  wound  edges  may  be  brought  to- 
gether with  adhesive  strips.  Secondary  suturing 
requires  a  general  anaesthetic.  Adherent  skin  must 
be  freed  and  the  skin  margins  freshened.  Good 
apposition  may  be  obtained  by  dissection  of  the 
flaps.  A  few  strands  of  silkworm  gut  may- be  in- 
serted for  drainage,  especially  if  at  the  time  of  closing 
the  bacteriological  count  is  5  or  6  per  field.  Closure 
is  never  done,  however,  unless  the  streptococcus  and 
the  gas  bacillus  have  been  proved  absent. 

The  silkworm  gut  should  be  removed  in  forty- 
eight  hours  and  the  secretions  obtained  with  it 
examined  bacteriologically.  If  there  are  indications 
of  impending  infection  the  wound  should  be  opened 
up  again  and  subjected  to  re-sterilization.  In 
wounds  which  have  xmdergone  prolonged  suppura- 
tion the  tissues  should  be  dissected  and  suturing 


delayed  until  sterilization  has  been  continued  for  a 
few  days  longer.  It  is  never  safe  to  put  sutures 
through  cicatricial  tissue  unless  the  sterilization  is 
continued. 

The  author  gives  a  description  of  the  apparatus 
to  be  used  and  information  regarding  the  prepara- 
tion of  the  hypochlorite  solution,  tests  for  alkalinity, 
titration,  etc,  I.  W.  Ba(  h. 

ANiESTHESU 

Silk,  J.  F.  W.:  The  Administration  of  Anaesthetics 
in  Home  Military  Hospitals.  Am.  J .  Surg.,  1920, 
xxxiv,  Anaes.  Supp.,  2. 

In  the  pre-war  days  the  author  deprecated  the 
endeavor  to  use  any  one  anaesthetic  and  insisted 
upon  the  advantages  of  varying  the  procedure  in 
accordance  with  certain  elemental  circumstances 
such  as  the  patient's  sex,  age,  and  physical  con- 
dition and  the  nature  of  the  operation.  While  his 
views  on  this  point  have  remained  unchanged,  he 
now  appreciates  the  fact  that  the  relative  values  of 
the  factors  mentioned  have  altered  materially  under 
the  stress  of  war.  The  patient's  age  and  sex  have 
lost  their  importance,  and  the  main  determining 
factors  are  those  of  his  previous  condition  and  the 
nature  of  the  operation. 

Except  for  the  secondary  results  of  his  injury, 
the  soldier  may  be  regarded  as  an  average  healthy 
male.  The  secondary  results,  however,  are  of  much 
importance  and  introduce  factors  which,  com- 
paratively speaking,  are  unknown  in  civilian  prac- 
tice. In  many  cases  there  has  been  somewhat  pro- 
longed suppuration  of  varj'ing  intensity.  This  may 
not  produce  all  or  any  of  the  characteristic  objective 
symptoms  of  acute  sepsis,  but  it  has  a  ver>'  bad 
effect  upon  the  heart  muscle.  It  is  rather  more  than 
a  mere  coincidence  that  of  40  postniortems  per- 
formed in  home  military  hospitals  the  heart  mviscle 
was  found  more  or  less  degenerated  in  26  and  in 
these  26  cases  there  were  definite  records  of  pro- 
longed sepsis  in  20. 

The  dilated  heart  of  over-training  and  under- 
feeding is  fairly  common  and  when  by  a  rare  chance 
a  patient  with  a  heart  so  affected  is  anaesthetized 
there  is  apt  to  be  trouble.  There  are  at  least  three 
classes  of  cases  in  which  the  work  of  the  anaesthetist 
has  been  most  distinctly  altered  and  severely  tried, 
i.  e.,  operations  for  spinal  injuries,  orthopedic 
surgery  in  general,  and  plastic  operations  upon  the 
face. 

For  routine  anaesthesia  it  is  necessary  to  select 
an  anaesthetic  which  is  least  apt  to  cause  injury, 
and  in  the  use  of  which  the  anaesthetist,  even  if 
rather  below  the  average  in  skill,  is  least  apt  to  go 
wrong.  The  routine  use  of  pure,  unadiilterated 
chloroform  as  a  first  choice  is  to  be  avoided  as  much 
as  possible.  In  the  hands  of  the  most  skilled  the 
mortality  is  relatively  high,  approaching  i  death  in 
2,000  cases.  Of  the  deaths  under  anaesthesia  which 
have  been  reported  to  SUk  since  January,  191  t,  at 
least  55  per  cent,  and  probably  more,  were  due  to  or 
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occurred  under  chloroform  used  in  undiluted  form. 
In  many  other  cases  chloroform  was  by  far  the 
chief  drug  administered.  In  fully  28  per  cent  the 
death  occurred  before  the  operation  was  begun. 

While,  as  stated,  the  author  objects  to  the  use  of 
undiluted  chloroform  as  a  first  choice  for  routine 
work,  his  condemnation  does  not  extend  further 
than  this.  He  recognizes  the  value  of  the  drug  for 
many  cases  and  believes  that  when  it  is  sufiiciently 
diluted  with  ether  and  administered  carefully  by 
the  open  method  it  is  a  very  simple  and  admirable 
agent  to  induce  anaesthesia  previous  to  the  con- 
tinuous use  of  ether.  For  short  operations  local 
anassthetics  or  nitrous  oxide  are  recommended.  If 
these  are  not  available,  the  anaesthetic  of  choice  for 
continuous  work  is  ether  given  by  the  open  method. 

Less  pure  chloroform  and  more  ether  is  being 
used  in  the  English  hospitals  now  than  twelve 
months  ago  and  definitely  good  results  have  fol- 
lowed the  change  for  the  death  rate  for  the  quarter 
ending  September  30  was  rather  less  than  one  half 
the  average  rate  for  the  two  quarters  preceding. 
In  modified  or  chronic  shock  Silk  gives  morphine, 
but  in  cases  of  sepsis,  malaria,  and  heart  trouble  he 
avoids  its  use.  In  cases  of  intracranial  conditions 
morphine  is  usually  unnecessary  as  the  patient  is 
often  semi-comatose  or  dazed.  For  this  reason, 
also,  very  little  anaesthetic  is  required. 

The  induction  of  anaesthesia  should  be  based 
upon  the  following  three  fundamental  principles: 

1.  Avoid  all  but  the  most  dilute  doses  of  chloro- 
form. 

2.  Give  as  little  anaesthetic  of  any  sort  as  possible. 

3.  Avoid  any  condition  resembling  asphyxia  by 
diluting  the  vapor  very  freely.  For  this  purpose 
oxygen  given  either  by  itself  or  bubbled  through 
the  anaesthetic  is  very  useful.  Isabella  Herb. 

MacNider,  W.  de  B,:  A  Study  of  the  Toxic  Effect 
of  General  Ansesthetics  in  Naturally  Nephro- 
pathic  Animals;  and  the  Prevention  of  the 
Toxic  Action.  Am.  J.  Surg.,  1920,  xxxiv,  Anaes. 
Supp.,  15. 

MacNider  studied  the  effect  of  the  susceptibility 
of  the  kidney  to  certain  injurious  agents,  such  as 
anaesthetics,  not  only  from  the  point  of  view  of 
•pathology,  but  from  the  standpoint  of  renal  func- 
tion. A  group  of  naturally  nephropathic  dogs  were 
anaesthetized  either  by  morphine-ether  or  by 
Grehant's  anaesthetic,  the  active  anaesthetic  con- 
stituent of  which  is  chloroform.  Each  animal  so 
anaesthetized  was  controlled  by  a  normal  animal 
which  had  been  subjected  to  the  same  examination. 

The  anaesthesia  for  the  control  and  nephropathic 
animals  lasted  one  and  a  half  hours,  and  at  each 
half-hour  interval  the  urine  was  collected  and 
measured  and  the  blood  was  examined  for  its  reserve 
alkali  content.  At  such  half-hour  intervals,  different 
diuretic  substances  were  given  the  animals,  and 
their  effect  on  the  functional  response  of  the  kidney 
was  noted  in  the  output  of  urine  during  the  follow- 
ing half-hour  period.    The  diuretic  solutions  em- 


ployed were:  (i)  theobromine,  i  per  cent;  (3) 
caffeine,  i  per  cent;  (3)  a  0.9  per  cent  solution  of 
urea;  (4)  a  20  per  cent  solution  of  glucose;  and  (5) 
pituitrin,  0.5  c  c.  per  animal. 

The  difference  in  response  of  the  normal  control 
animal  as  compared  with  a  naturally  nephropathic 
animal  during  the  course  of  the  anaesthesia  was  very 
striking.  All  of  the  control  animals  were  freely 
diuretic  after  the  establishment  of  a  satisfactory 
state  of  surgical  anasthcsia.  The  output  of  the 
urine  varied  from  2  to  8  drops  per  minute.  The 
reserve  alkali  of  these  animals  and  the  tension  of 
alveolar  air  carbon  dioxide  was  normal  at  this 
period  of  anasthesia  and  remained  normal  for  the 
hour  and  a  half  of  the  experiment. 

When  the  control  animals  were  given  any  of  the 
diuretic  solutions  an  increase  in  the  formation  of 
urine  occurred.  The  output  was  greatest  when 
glucose  and  pituitrin  were  administered. 

When  a  similar  degree  of  surgical  anaesthesia  had 
been  produced  in  the  naturally  nephropathic  an- 
imals, the  output  of  urine  was  sharply  reduced.  Only 
one  of  the  twelve  animals  was  forming  urine  at  this 
early  stage  of  the  experiment,  and  its  output  was 
only  2  drops  per  minute.  The  rest  of  this  group  had 
become  anuric.  During  the  course  of  the  experiment, 
the  reserve  alkali  of  the  blood  showed  a  progressive 
reduction  in  all  of  the  animals,  so  that  by  the  end 
of  the  hour  and  a  half  the  readings  varied  between 
7.8  and  7  45.  During  this  period,  the  same  diuretic 
solutions  were  given  these  animals  as  were  admin- 
istered to  the  control  animals.  The  animal  which 
at  the  beginning  of  the  experiment  was  forming  2 
drops  of  urine  per  minute  responded  half  an  hour 
after  the  administration  of  theobromine  with  an 
increase  of  urine  to  10  drops.  All  of  the  others  re- 
mained unresponsive  to  the  various  diuretic  solu- 
tions. The  state  of  anuria  which  was  established 
by  the  time  these  animals  had  become  completely 
anaesthetized  persisted  throughout  the  experiment 
and  was  uninfluenced  by  diuretic  solutions  which 
in  the  normal  control  animals  were  of  distinct  di- 
uretic value. 

These  observations  warrant  the  following  deduc- 
tions: The  use  of  an  anaesthetic  in  naturally  nephro- 
pathic animals  leads  to  a  progressive  reduction  in  the 
reserve  alkali  of  the  blood  and,  associated  with  this 
change  in  the  acid-base  equilibrium,  a  rapid  reduc- 
tion in  the  formation  of  urine  or  the  establishment 
of  a  state  of  anuria  which  is  uninfluenced  by  various 
diuretic  solutions. 

By  the  intravenous  injection  of  an  alkaline  solu- 
tion an  attempt  was  made  to  protect  the  kidney  of 
naturally  nephropathic  animals  against  the  toxic 
effect  of  an  anaesthetic.  An  hour  before  anaesthesia 
the  control  animals  were  given  25  c.  c.  of  a  0.9  per 
cent  solution  of  sodium  chloride  per  kilogram  while 
the  naturally  nephropathic  animals,  which  were  not 
to  serve  as  controls,  were  given  a  similar  amount  of 
sodium  carbonate  solution  which  was  equimolecular 
with  a  0.9  per  cent  of  sodium  chloride.  The  animals 
were  then  anaesthetized  as  described  previously. 
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The  naturally  nephropathic  animals  which  served 
as  controls  and  which  received  intravenous  injec- 
tions of  the  sodium  chloride  solution  became  anuric 
by  the  time  a  state  of  satisfactory  surgical  anaes- 
thesia had  been  produced.  The  reserve  alkali  of  the 
blood  showed  a  reduction  which  varied  between 
7.0  and  7.8,  and  during  the  course  of  the  anaesthesia 
there  was  a  further  progressive  reduction  so  that 
at  the  termination  of  the  experiment  the  reserve 
varied  between  7.7  and  7.6.  All  of  these  animals 
remained  anuric  during  the  course  of  the  experiment 
and  were  not  responsive  to  diuretic  solutions  of 
theobromine,  urea,  glucose,  or  pituitrin. 

The  naturally  nephropathic  animals  which 
received  the  sodium  carbonate  protection  were  all 
diuretic  at  the  completion  of  the  anaesthesia  and 
their  reserve  alkali  varied  between  8.25  to  8.15. 
During  the  course  of  the  anaesthesia  these. pro- 
tected animals  showed  the  eflfect  of  the  anaesthetic 
also  by  a  reduction  in  their  alkali  reserve  and 
at  the  termination  of  the  experiment  the  values 
varied  between  8  and  7.85.  The  animals  of  the 
group  which  showed  the  least  reduction  in  the  alkali 
reserve,  a  reduction  not  under  7.9,  remained  diuretic 
during  the  course  of  the  experiment  and  were  re- 
sponsive to  diuretic  solutions  which  were  of  no 
value  in  the  control  animals.  The  author  con- 
cludes: 

1.  That  the  use  of  an  anaesthetic  efiFects  a  reduc- 
tion in  the  alkali  reserve  of  the  blood  which  is  very 
marked  irt  naturally  nephropathic  animals. 

2.  That  such  a  reduction  is  associated  with  a 
decrease  in  the  kidney  function. 

3.  That  if  the  alkali  reserve  of  the  blood  during 
an  anaesthesia  can  be  kept  above  7.9,  the  animals 
remain  not  only  diuretic  but  also  responsive  to  the 
various  diuretic  solutions.  Isabella  Herb. 

Taddei,  D. :    General  Ether  Anaesthesia  in  Short 
Operations;     Analgesia      by     Psychic     Block 

(L'anesthesia  generale  eterea  nelle  operazioni  di 
breve  durata — analgesia  per  blocco  psichico). 
Riforma  med.,  1919,  xxxv,  896. 

It  has  been  known  for  a  long  time  that  there  is  an 
incipient  analgesic  condition  in  every  inhalation 
narcosis.  This  analgesia  is  obtained  after  ten  or 
twenty  inhalations  and  has  often  been  utilized  by 
surgeons  and  obstetricians.  In  a  short  operation  the 
surgeon  watches  for  the  moment  when  the  patient's 
psychic  condition  reaches  the  desired  point  and 
when  it  arrives  he  proceeds  with  the  manoeuvre  de- 
sired. 

The  author's  technique  in  obtaining  the  analgesic 
stage  differs  from  that  of  others.  He  uses  a  common 
mask  which  covers  the  face  well.  No  previous  prep- 
aration of  the  patient  is  necessary.  The  method  is 
applicable  only  to  very  short  operations  or  to  short 
treatments.  The  patient  lies  horizontally  on  the 
operating  table,  the  limbs  being  fixed  unless  the 
operation  is  to  be  performed  on  a  leg  or  an  arm,  in 
which  case  they  are  maintained  in  the  desired 
position  by  an  assistant.    When  all  is  ready  the 


mask  is  put  in  place  and  the  etber  is  poured  upon 
it  in  such  a  way  that  air  cannot  be  breathed  simul- 
taneously. The  operation  is  begun  immediately  and 
as  soon  is  the  painful  part  is  completed  the  mask  is 
removed.  Usually  when  the  mask  is  applied  the 
patient  gasps  and  tries  to  shake  it  off  but  this  is 
prevented  by  the  anasthetist. 

There  is  some  slight  cyanosis.  The  analgesic 
condition  lasts  for  from  thirty  to  sixty  seconds,  a 
period  of  time  which  is  usually  sufficient  in  the 
cases  for  which  the  method  is  used.  After  the  ma^ 
is  removed  the  patient  remains  quiet  for  some 
minutes,  breathing  calmly  and  regularly.  Com- 
plete return  of  consciousness  is  preceded  by  a  period 
of  semi-consciousness  during  which  he  is  able  to  obey 
the  surgeon's  orders.  After  from  five  to  ten  min- 
utes he  is  again  on  his  feet.  Only  the  suflFocation  is. 
remembered.  The  pain  from  the  wound  is  not  ex- 
perienced until  later. 

The  analgesia  may  be  prolonged  for  from  two  to 
five  minutes  by  the  administration  of  additional 
small  doses  of  ether,  but  in  such  cases  vomiting 
usually  occurs  after  the  removal  of  the  mask, 
especially  if  the  patient  has  not  been  prepared 
previously. 

Even  in  cases  of  infection  the  method  may  be 
repeated  on  successive  days  or,  better,  on  alternate 
days  when  painful  medication  or  maxiipulation  i& 
necessary. 

The  author  prefers  to  designate  this  very  short 
anaesthesia  as  "psychic  block"  as  he  believes 
it  is  not  due  to  the  chemical  action  of  the  ether 
on  the  nerve  centers  but  is  analogous  to  the  well- 
known  analgesia  observed  in  great  emotion.  He  has 
employed  it  in  about  3,000  cases  (the  majority 
those  of  soldiers)  without  pulmonary,  cardiac,  or 
similar  affections.  A  fact  commonly  observed  is 
that  on  the  day  of  the  anaesthesia  there  is  anorexia  for 
solid  food.  W.  A.  Brennan. 

Shipway,  F.  E.:  Intratracheal  Insufflation  of 
Ether  in  Operations  Which  Involve  Bleeding, 
into  the  Air  Passages.  Proc.  Roy.  Soc.  Med.. 
Lond.,  1919,  xiii,  Sect.  Anaes.,  i. 

Shipway  states  that  as  it  is  now  about  ten  years 
since  Elsberg  first  used  intratracheal  insufflation, 
sufficient  time  has  elapsed  to  justify  the  claim  that, 
the  value  of  the  method  has  been  established. 
While  it  has  had  to  meet  with  much  opposition  from 
those  who  resisted  its  advance  either  because  of 
excessive  caution  or  because  of  a  mistaken  concep- 
tion of  its  difficulties,  its  use  during  the  war  has. 
brought  it  into  prominence. 

The  author's  experience  with  intratracheal  in- 
sufilation  is  based  on  930  cases.  In  407  of  these  it 
was  used  for  operations  on  the  face,  mouth,  and 
pharynx  in  which  there  was  bleeding  into  the  air 
passages. 

When  difficulty  is  experienced  in  exposing  the 
vocal  cords  the  application  of  a  s  per  cent  solutioa 
of  cocaine  to  the  pharynx  and  epiglottis  is  recom- 
mended.    This  is  particularly  helpful  when  light 
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anaesthesia  is  indicated  and  refutes  the  criticism  that 
the  depth  of  an.xsthesia  necessary  to  pass  the 
catheter  prohibits  the  application  of  the  method  in 
cases  of  this  kind  in  which  its  use  is  especially  advan- 
tageous. 

The  author  discusses  at  some  length  the  abnormal 
conditions  following  gunshot  wounds  of  the  face 
and  jaws,  loss  of  tissue  and  subsequent  scarring, 
contraction,  and  deformity,  which  during  the  war 
complicated  intubation.  After  several  inefTectual 
attempts  to  pass  the  catheter  in  the  head-down 
position  used  by  laryngologists  the  patient  was 
raised  to  the  semi-recumbent  posture  and  the  head 
somewhat  flexed.  The  difficulty  then  disappeared. 
The  most  serious  obstacle  was  presented  by  a 
scarred  and  adherent  tongue  but  in  this  case 
intubation  was  rendered  successful  by  a  careful 
examination   of   the   altered    anatomy    beforehand 


and   attention   to   the  patient's  position   and  the 
illumination. 

In  cases  of  cancer  of  the  mouth  the  question 
arises  as  to  whether  the  administration  of  the 
anaesthetic  through  a  laryngotomy  or  tracheotomy 
tube  is  a  better  method  than  intratracheal  ether. 
It  has  been  said  that  cancer  cells  may  be  implanted 
further  down  the  air  passages  by  the  introduction  of 
the  direct  laryngoscope.  It  is  difficult  to  prove  this 
assertion  but  the  danger  should  not  be  overlooked; 
it  would  seem  that  if  contact  with  the  growth  can- 
not be  avoided,  the  advisability  of  opening  the 
trachea  should  be  given  serious  consideration. 

Factors  which  must  be  taken  into  account  before  a 
preliminary  narcotic  is  given  are  the  patient's  age 
and  condition,  the  nature  of  the  operation,  and  the 
probable  duration  of  the  anaesthesia. 

Isabella  Herb. 
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Jefferson,  G. :  The  Physiological  Pathology  of 
Gunshot  Wounds  of  the  Head.  Brit.  J.  Surg., 
1919,  vii,  262. 

The  author's  report  is  based  on  a  series  of  cases  seen 
at  General  Hospital  No.  14  of  the  British  Expedi- 
tionary Forces  from  July  to  October,  1918.  It 
includes  220  cases,  170  of  which  were  operated  on  in 
that  hospital. 

The  cause  of  death  was  usually  bulbar  anaemia 
caused  by  anatomical  injury,  infection,  or  both.  The 
results  were  influenced  by  the  patient's  condition 
on  admission,  the  time  between  the  injury  and  the 
operation,  and  the  length  of  postoperative  quiet. 
These  patients  did  not  stand  transportation  well. 

The  wounds  were  classified  into  three  groups: 
(i)  simple  scalp  wounds;  (2)  scalp  wounds  in  which 
the  calvarium  was  fractured  but  the  dura  was  not 
penetrated,  and  (3)  fractures  in  which  the  dura  was 
penetrated. 

In  Group  i  there  were  54  cases  with  no  deaths. 
Some  of  the  patients,  however,  suffered  brain  injury, 
17  showing  localizing  signs  of  concussion  or  con- 
tusion. 

In  Group  2  there  were  37  cases  with  no  deaths. 
The  dura  was  usually  injured,  but  as  a  rule  the 
damage  was  slight.  In  4  cases  there  was  injury  to 
the  meningeal  vessels,  and  in  80  per  cent  cerebral 
contusion. 

Group  3,  including  all  cases  in  which  the  dura 
was  penetrated,  numbered  79  cases.  There  were  29 
deaths,  a  mortality  of  36.7  per  cent. 

Because  of  their  anatomical  position  the  ven- 
tricles were  easily  and  frequently  involved.  Such 
involvement  was  a  serious  complication  as  the  infec- 
tious material  was  rapidly  carried  through  the 
foramina  of  Key  and  Retzius  to  the  base  of  the 
brain.     The    organism    most    frequently   found    in 


cultures  was  the  bacillus  welchii.  The  bacillus 
sporogenes  was  next  in  frequency.  The  streptococ- 
cus was  rarely  present,  but  extremely  virulent  as 
it  was  found  in  33.3  per  cent  of  the  fatal  cases. 

In-driven  bone  fragments  were  a  great  source  of 
infection,  and  sequestra  tended  to  delay  healing. 
Cerebral  hernia  and  cerebral  fungi  occurred  in  50 
per  cent  of  the  cases  after  both  large  and  small 
defects  and  in  all  regions  of  the  skull.  They  were 
considered  an  evidence  of  sepsis  and  were  due  to 
local  swelling  and  increased  intracranial  pressure. 
As  a  rule,  leakage  of  spinal  fluid  through  a  fungus 
meant  extension  of  the  infection  to  a  ventricle. 
In  II  cases  in  which  it  occurred  there  were  only  3 
recoveries.  The  treatment  used  and  recommended 
for  cerebral  fungi  was  lumbar  puncture. 

In  the  operative  technique  great  care  was  takea 
to  make  the  toilet  as  thorough  as  possible.  Intact 
dura  was  not  incised  since  incision  was  thought  to 
increase  the  danger  of  infecting  the  brain.  Local 
anaesthesia  was  used  whenever  practical. 

The  neurological  aspects  of  the  cases  were  closely 
followed.  Three  phases  were  abserved:  (i)  signs 
and  symptoms  of  disturbed  cerebral  circulation; 
(2)  localized  signs  and  symptoms  of  the  special 
cortical  areas;  and  (3)  the  meningeal  syndrome 
which  was  often  present  even  when  the  cerebro- 
spinal fluid  was  sterile.  Two  cases  seemed  to  present 
the  picture  of  rigidity  of  the  lower  limbs  described 
by  Holmes  and  Sargent  as  "superior  longitudinal 
sinus  syndrome."  In  both  there  was  definite  injury 
of  the  cortex. 

The  three  chief  causes  of  death  were  haemorrhage, 
traumatic  adema,  and  sepsis.  There  were  no  deaths 
from  intercurrent  disease.  The  average  time  before 
death  was  seventeen  days.  Four  patients  died  as  a 
result  of  the  injury,  2  of  them  within  forty-eight 
hours;  3  died  of  cerebral  abscess;  2,  of  massive  gas 
infection;  and  19,  of  meningitis.        J.  I.  Mitchell. 
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Policard,  A.,  and  Murard,  J. :  A  Histologic  Study  of 
a  Cartilaginous  Cranioplastic  Graft  Thirty 
Months  Old  (£tude  histologique  d'une  pi6ce  de 
cranioplastic  cartilagineuse  datant  de  trente  mois). 
Lyon  chirurg.,  1919,  xvi,  378. 

From  an  analysis  of  the  literature  it  is  evident 
that  as  a  rule  cartilage  grafts  become  atrophied. 
While  in  some  instances  the  cartilage  preserves  its 
normal  aspect,  in  others  it  is  more  or  less  completely 
resorbed  and  its  place  is  taken  by  a  mass  of  fibro- 
connective  tissue. 

The  graft  studied  by  the  authors  was  implanted 
in  the  skull  of  a  soldier  following  trephination.  The 
patient  died  from  epilepsy  thirty  months  later. 

It  was  found  that  this  graft  was  united  to  the 
cranium  wall  by  a  purely  fibrous  formation.  At  no 
point  was  there  any  direct  union.  The  fixation  was 
sufficiently  solid,  however,  to  occlude  the  opening 
in  the  skull. 

Sebileau,  who  examined  5  cartilaginous  grafts  in 
cases  of  pseudarthrosis  of  the  lower  jaw,  stated 
that  despite  the  apparent  continuity  of  the  maxillary 
axis  there  was  no  physiological  consolidation. 

Resorption  of  cartilage  grafts  is  extremely  slow,  a 
fact  which  is  of  great  importance.  When  the  grafts 
are  inserted  subcutaneously  in  rhinoplastic  opera- 
tions, however,  they  seem  to  be  resorbed  much 
more  rapidly  than  when  they  are  implanted  in  the 
cranium. 

The  perichondrium  is  of  considerable  importance 
in  maintaining  the  nutrition  and  vitality  of  cartilage 
grafts.  It  is  a  perfect  agent  of  fixation  between  the 
graft  and  the  surrounding  connective  tissue  and 
acts  as  a  buffer  against  the  invasion  of  the  cartilage 
by  the  connective  tissue.  In  the  joints  where  there 
is  no  perichondrium  and  the  cartilage  rests  directly 
upon  the  tissues  resorption  and  dissolution  proceed 
much  more  rapidly.  Therefore  whenever  possible 
the  perichondrium  about  a  graft  should  be  carefully 
preserved.  W.  A,  Brennan. 

Bellin,  Aloin,  and  Vernet:  Tuberculous  Osteitis 
of  the  Temporal  Region  and  of  the  Accessory 
Cavities  of  the  Ear  (Osteite  tuberculeufee  du 
temporal  et  des  cavit6s  annexes  de  I'oreille).  /.  de 
chir.,  1919,  XV,  486. 

The  authors  describe  five  clinical  types  of  tubercu- 
lous osteitis  of  the  region  of  the  temporal  bone  and 
the  accessory  cavities  of  the  ear:  (i)  the  progressive- 
ly infiltrating  type;  latent  tuberculous  mastoiditis; 
(2)  the  type  causing  necrosis  with  the  formation  of 
sequestra;  (3)  the  rarifying  and  perforating  ulcera- 
tive type;  (4)  chronic  tympanic  osteitis  with  hyper- 
trophy of  the  mastoid;  and  (5)  osteitis  of  the  external 
auditory  canal  or  of  the  temporal  bone. 

Case  histories  illustrative  of  these  different  types 
are  given.  In  discussing  the  clinical  interpretation 
of  these  types  the  authors  emphasize  their  diverse 
localization. 

The  five  cases  reported  were  all  characterized  to  a 
greater  or  less  extent  by  symptoms  which  warranted 
a  diagnosis  of  tuberculosis  and  four  of  the  patients 


died  of  tuberculous  cachexia.  The  fifth  seems  to  have 
local  tuberculosis  and  shows  the  classical  symptoms 
of  tuberculous  osteitis. 

No  general  line  of  treatment  is  applicable  to  all  of 
the  different  types  described.  If  simple  chronic 
otorrhcra  is  present  and  it  is  impossible  to  clean 
out  the  cavities  completely,  exten.sive  local  treat- 
ment seems  only  to  aggravate  the  condition. 
The  authors  therefore  conclude  that  the  local 
condition  should  not  be  disturbed  and  that  thera- 
peutic measures  should  be  directed  toward  improving 
the  patient's  general  condition.  In  some  instances, 
however,  surgery  is  demanded  by  the  complications. 

W.  A.  Bre.vnan. 

Lemaitre,  F.:  Exclusion  of  the  Subarachnoid 
Space  (Exclusion  des  espaces  sous  arachnoldiens). 
Rev.  de  chir.,  Par.,  1919,  Ivii,  497. 

The  dangers  incident  to  brain  surgery  are  due 
particularly  to  the  presence  of  the  meninges.  If 
the  meninges  can  be  walled  off,  the  prognosis  is  very 
much  improved.  Such  a  walling-oflf  may  be  effected 
by  the  spontaneous  or  induced  formation  of  adhe- 
sions. Like  every  other  serous  membrane,  the 
meninges  defend  themselves  by  forming  adhesions 
and  in  this  way  block  off  the  subarachnoid  space. 
The  surgeon  should  always  respect  such  adhesions 
and,  if  necessary,  reinforce  them. 

When  the  meninges  are  in  a  normal  condition  they 
can  be  made  to  become  fibrous  at  any  chosen  point. 
The  surgeon  should  induce  such  a  fibrosis  when  he 
proposes  to  approach  the  brain.  The  bistoury 
should  never  be  used  or  the  meninges  incised.  Only 
a  Pravatz  needle  is  inserted  into  the  meninges  at 
the  point  where  the  brain  effusion  is  believed  to  be. 
When  a  drop  of  pus  issues,  the  needle  should  be  re- 
placed by  a  cannula  and  the  orifice  slightly  enlarged. 
A  drain  of  very  small  caliber  should  then  be  inserted 
without  injuring  the  edges  of  the  orifice  and  left  in 
place  for  from  twenty-four  to  forty-eight  hours. 
This  will  act  not  only  as  a  drain  but  also  as  a  foreign 
body  and  by  its  irritation  will  produce  meningeal 
adhesions.  Following  the  first  intervention  the 
orifice  should  be  gradually  enlarged  and  the  fibrosis 
extended. 

According  to  the  author,  this  method  prevents 
meningitis  in  the  same  way  as  a  generalized  perit- 
onitis is  prevented  in  cases  of  abscess  of  the  appendix. 
It  finds  its  application  in  the  treatment  of  cerebral 
or  cerebellar  collections  of  any  kind  and  also  in  other 
types  of  brain  surgery  such  as  the  extraction  of 
foreign  bodies.  W.  A.  Brexnan. 

Adson,  A.  W. :  The  Surgical  Treatment  of  Trifacial 
Neuralgia.     Northwest  Med..  1920,  xix.  6. 

The  author  believes  that  patients  suffering  with 
trifacial  neuralgia  have  a  very  definite  symptoma- 
tology and  that  treatment  should  follow  one  of  three 
courses: 

I.  Alcohol  injection  into  the  peripheral  branches. 
This  is  indicated  occasionally  at  the  onset  of  the 
neuralgia  in  the  cases  of  feeble  patients  who  are 
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poor  operative  risks  and  those  who  a  re  being  prepared 
for  the  radical  operation.  While  it  is  a  palliative 
measure  only,  the  average  time  of  relief  afforded  is 
nine  months. 

2.  Avulsion  of  the  peripheral  branches.  This 
treatment  also  is  only  a  palliative  procedure,  afford- 
ing relief  continuing  for  about  eight  months.  It  is 
more  difiicult  to  repeat  than  the  alcohol  injection. 

3.  Physiological  extirpation  of  the  ganglion  or 
division  of  the  posterior  root.  Although  avulsion  of 
the  posterior  root  relieves  the  pain  permanently,  it  is 
ordinarily  attended  by  two  serious  complications: 
(i)  occasional  seventh-nerve  paralysis  due  to 
trauma  at  the  exit  of  the  root  from  the  pons,  and 
(2)  frequent  atrophic  interstitial  keratitis  due  to 
injury  of  the  inner  portion  of  the  gasserian  ganglion 
supplying  the  ophthalmic  branch. 

The  technique  employed  by  the  author  in  cutting 
the  sensory  root  of  the  gasserian  ganglion  differs 
from  the  usual  technique  in  that  the  dura  propria 
covering  the  ganglion  is  not  divided  except  over  the 
posterior  root,  and  the  ganglion  is  not  exposed 
during  the  dissection  except  at  the  posterior  margin. 
The  posterior  root  is  cut  with  a  guillotine  knife  on 
the  crest  of  the  petrous  bone  and  a  small  pledget  of 
muscle  is  inserted  into  the  dural  foramen,  pushing 
the  proximal  end  of  the  posterior  root  back  into  the 
posterior  fossa.  In  this  way  injury  to  the  pon;  and 
ganglion,  particularly  the  portion  supplying  the 
ophthalmic  branch,  and  seventh-nerve  paralysis  are 
avoided  and  the  frequency  of  atrophic  interstitial 
keratitis  is  greatly  diminished. 

Blair,  V.  P. :   Cleft  Palate  and  Harelip.    Internat.  J. 
Orthodont.  &  Oral  Surg.,  1920,  vi,  43. 

Blair  holds  that  from  the  standpoint  of  appear- 
ance, health,  function,  and  mental  development 
the  earliest  possible  closure  of  facial  clefts  is  de- 
manded and  this  closure  should  disturb  the  normal 
anatomy  as  little  as  possible. 

In  complete  cleft  of  the  lip  and  palate,  either 
single  or  double,  the  cleft  is  as  wide  as  the  alae  of  the 
nose  will  permit  and  the  premaxilla  is  sprung  for- 
ward, but  comparatively  little  tissue  is  missing. 

Early  closure  of  the  lip  over  an  open  alveolar  arch 
will  cause  the  cleft  to  contract  and  eventually  close, 
and  gives  very  good  contour  to  the  arch. 

The  Brophy  operation  allows  an  earlier  satis- 
factory closure  of  the  lip  and  palate  but  efforts 
must  be  limited  to  closing  the  arch  with  the  best 
possible  relationship  between  the  premaxilla  and 
the  maxillse.  The  former  should  be  placed  in  front 
of  the  latter  in  order  to  improve  the  shape  of  the 
lip,  the  latter  being  approximated  anteriorly  to 
render  the  cleft  as  narrow  as  possible  at  that  point. 
The  posterior  part  of  the  cleft  remaining  should  not 
be  disturbed. 

In  a  single  cleft  there  may  be  spontaneous 
retraction  of  the  premaxilla  and  closure  of  the 
alveolar  cleft,  but  this  does  not  occur  in  a  complete 
double  cleft.  Proper  early  replacement  in  double 
cleft  may  produce  some  snubbing  of  the  nose  and 


slit-like  nasal  openings,  but  these  defects  disappear 
with  subsequent  growth. 

The  most  desirable  time  tQ  do  a  Brophy  operation 
is  within  the  first  two  days  of  life.  Usually  it  is  not 
applicable  after  three  months.  The  posterior  part 
of  the  cleft  in  the  hard  and  soft  palate,  however, 
can  be  closed  any  time  within  seven  months  to  a 
year. 

Closure  of  the  lip  will  hasten  narrowing  of  the 
cleft  but  will  take  longer  than  after  a  Brophy  opera- 
tion and  repair  is  not  apt  to  be  so  satisfactory  over 
an  open  alveolar  cleft  as  over  an  intact  arch. 

The  author  illustrates  his  points  with  numerous 
photographs  and  drawings.  Louis  Schultz, 

NECK 

Dubois  M.:  Supernumerary  Cervical  Ribs  (C6tes 
surnumeraircs  cervicales).  Arch.  mid.  beiges.  1919, 
Ix.xii,  40. 

As  a  rule  the  local  symptoms  due  to  the  presence 
of  a  cervical  rib  are  not  marked.  In  certain  cases  in 
which  symptoms  of  compression  h  ive  suggested  the 
presence  of  cervical  ribs  the  X-ray  has  demonstrated 
that  the  compression  was  due  to  clavicular  exostosis, 
an  exostosis  of  the  first  thoracic  rib,  or  a  tumor  of 
the  vertebral  column.  On  the  other  hand,  the  X-ray 
has  seemed  to  show  the  presence  of  a  cervical  rib 
causing  compression  of  vessels  and  nerves  in  cases 
which  later  were  proved  to  be  Raynaud's  disease  or 
syringomyelia.  In  other  cases  both  syringomyelia 
and  a  cervical  rib  have  been  found. 

In  the  present  state  of  X-ray  technique  it  is  im- 
possible to  determine  in  which  of  the  organs  com- 
pressed by  the  cervical  rib  the  symptoms  originate. 
Consequently  radiography  cannot  demonstrate 
definitely  which  is  the  cause  and  which  the  effect 
when  a  cervical  rib  and  nervous  and  vascular  dis- 
turbances are  associated. 

The  symptoms  of  cervical  rib  usually  appear  late 
in  life;  in  the  author's  cases  between  the  twenty- 
ninth  and  fortieth  years.  In  the  cases  reported  in  the 
literature  they  were  noted  between  the  seventh  and 
fourteenth  years  of  age  in  6,  between  the  fifteenth 
and  twentieth  years  in  16,  between  the  twenty-first 
and  thirtieth  years  in  12,  between  the  thirty-first  and 
fortieth  years  in  11,  and  in  the  sixty-second  year 
in  I. 

It  is  probable  that  the  appearance  of  the  symp- 
toms is  closely  related  to  ossification  but  externa  I 
factors  may  cause  their  rapid  development  by 
altering  the  relations  between  the  cervical  rib  and  its 
immediate  surroundings. 

The  author  does  not  agree  with  Schwartze  who 
believes  that  a  cervical  rib  demonstrated  by  radiog- 
raphy and  causing  marked  symptoms  should  be 
surgically  removed.  The  operation  is  difficult,  and 
transient  or  permanent  paralysis  of  the  brachial 
plexus  may  result.  Hence  Dubois  is  of  the  opinion 
that  the  indications  for  surgery  must  be  very  imper- 
ative to  outweigh  its  possible  untoward  results. 

W.  A.  Brennan. 
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Gyriax,  E.  F.:  Incomplete  Luxation  of  the  Cervical 
VertebraB  (Les  luxations  incompletes  des  vertdbrcs 
ccrvicales).    J .  de  chir.,  1919,  xv,  457. 

The  author  deals  only  with  partial  deviations  of 
the  cervical  vertebra:.  These  are  due  usually  to 
direct  injuries  of  the  head  or  neck,  or  to  falls. 
Whether  the  luxation  is  complete  or  incomplete 
depends  upon  the  degree  of  the  injury.  In  a  sub- 
luxation the  vertebra  is  in  a  state  of  repose  and  a 
position  which  it  would  have  assumed  normally  as 
the  result  of  some  determined  movement.  In  a 
luxation  these  normal  limits  are  passed  and  the  dis- 
placed bone  is  in  a  position  beyond  the  physiological 
limit  of  normal  movement.  In  either  case,  unless 
there  are  strong  adhesions  or  an  ankylosis,  the  dis- 
placed bone  is  not  immediately  fixed  and  there  is 
always  a  certain  amount  of  mobility  which  varies 
with  the  direction  and  the  degree  of  the  displace- 
ment. The  deviations  may  be  multiple,  a  number 
of  vertebras  being  affected,  and  of  different  types, 
the  types  varying  according  to  whether  flexion  or 
extension  is  present. 

The  symptoms,  pathology,  and  treatment  are 
dealt  with  by  the  author  in  detail  and  case  histories 
with  illustrations  are  added. 

Cyriax  is  of  the  opinion  that  the  incomplete  luxa- 
tions of  the  cervical  vertebrae  are  much  more  fre- 
quent than  is  believed.  Although  the  symptoms  of 
subluxations,  and  more  rarely  of  luxations,  may  not 
be  very  noticeable,  they  are  generally  characteristic 
and  even  when  slight  are  easily  detected.  When 
the  condition  remains  undetected  it  is  because  a 
search  has  not  been  made  for  it.  As  a  rule  displace- 
ments of  the  cervical  vertebrae  may  be  reduced  by 
appropriate  movements.  Reduction  is  painless  or 
only  slightly  painful  and  when  it  is  effected  the 
symptoms  due  to  the  displacement  disappear. 

A  systematic  examination  of  the  region  of  the 
neck  should  be  made  in  every  case  of  craniocervical 
injury.  W.  A.  Brennan. 

Boggs,  R.  H.:  The  Treatment  of  Goiter  with 
Radiation.     Am.  J.  Roentgenol.,  i9i9,n.s.  vi,  613. 

All  forms  of  exophthalmic  goiter  are  benefited 
by  both  roentgen  and  radium  treatment,  and  unless 
the  disease  is  too  far  advanced  the  symptoms  may  be 
relieved  or  a  symptomatic  cure  may  be  effected  in 
80  per  cent  of  the  cases. 

The  roentgen  rays  are  of  value  also  in  reducing 
the  hyperactivity  of  the  thyroid  gland  in  exophthal- 
mic goiter  before  operation  when  the  tumor  is  large 
and  the  symptoms  are  so  intense  as  to  make  opera- 
tion dangerous.  In  such  cases  it  is  advisable  to 
operate  within  from  four  to  six  weeks  after  the 
roentgen-ray  treatment,  before  fibrous-tissue  forma- 
tion has  taken  place. 

In  relapses  after  operation  for  exophthalmic 
goiter  radiation  rather  than  a  second  operation 
should  be  resorted  to  after  a  careful  study  of  the 
ductless  glands. 

Cases  of  exophthalmic  goiter  in  which  other  duct- 
less glands  play  an  important  part,  particularly  if 


the  thyroid  is  small  or  of  moderate  size,  should  be 
given  radiotherapy. 

Adolescent  goiters  which  do  not  respond  within 
a  reasonable  time  to  medical  treatment  are  bene- 
fited by  radiation. 

As  contra-indications  for  roentgen  treatment  are 
mentioned:  (i)  colloid,  cystic,  fibrous,  and  nodular 
goiter;  (2)  goiter  causing  marked  pressure  without 
toxic  symptoms;    and  (3)  intrathoracic  goiters. 

The  author  lays  stress  on  the  importance  of 
properly  selecting  cases  for  radiotherapy  and  states 
that  such  selection  is  dependent  upon  the  com- 
petence and  experience  of  the  radiologist. 

As  in  some  cases  there  is  coincident  involvement 
of  the  thymus  or  ovaries,  simultaneous  treatment  of 
these  glands  may  be  beneficial.  Both  radium  and 
the  roentgen  rays  have  a  pronounced  effect  on 
glandular  or  epithelial  cells  which  varies  with  the 
dosage.  Hence  to  obtain  the  desired  effects,  care  is 
necessary.  Benefit  may  be  obtained  in  cases  of 
adolescent  goiter,  simple  goiter,  and  exophthalmic 
goiter.  In  the  last-named,  improvement  is  noted  in 
the  pulse  rate  and  nervous  symptoms,  and  there  is 
an  increase  in  weight.  The  majority  of  the  cases 
show  also  improvement  in  the  exophthalmos  and  a 
greater  or  less  reduction  in  the  size  of  the  goiter. 

Adolph  Hartung. 

Boothby,  W.  M.:  The  Value  of  the  Basal  Metabolic 
Rate  in  the  Treatment  of  Diseases  of  the  Thy- 
roid.   Med.  Clin.  N.  Am.,  1919,  ill,  603. 

By  basal  metabolism  is  meant  the  normal  heat 
production  of  an  organism  measured  tw'elve  to 
eighteen  hours  after  the  ingestion  of  food,  the 
organism  being  at  complete  muscular  rest.  It  may 
be  estimated  by  direct  calorimetry  or  indirectly  by 
the  analysis  of  the  end-products  of  oxidation  within 
the  organism.  The  author  uses  indirect  calorimetry 
in  his  studies. 

In  a  large  group  of  diseases  there  are  marked 
changes  in  the  amount  of  heat  produced.  The  most 
decided  variations  are  found  in  the  diseases  of  the 
thyroid  gland.  In  hyperthyroidism  the  basal 
metabolic  rate  may  be  double  that  of  the  normal, 
whereas  in  hypothyroidism  it  may  be  as  low  as  half 
that  of  the  normal.  The  degree  of  variation  from 
the  normal  indicates  definitely  the  degree  of  hyper- 
thyroidism on  one  hand  or  the  degree  of  hypo- 
thyroidism on  the  other. 

Three  cases  are  reported  to  show  the  value  of 
estimating  the  basal  metabolic  rates  in  the  diagnosis 
and  treatment  of  mild  hyperthyroidism  superim- 
posed on  a  neurosis,  well-marked  hyperthyroidism, 
or  hypothyroidism. 

When  the  basal  metabolic  rate  falls  as  low  as 
35  or  40  per  cent  there  is  complete  absence  of 
function  in  the  thyroid  gland.  A  single  dose  of  15 
mgs.  of  thyroxin  in  such  cases  wiU  bring  the  rate  up 
to  about  ID  per  cent,  that  is,  to  within  the  limits  of 
normal  variations.  The  maximum  effect  of  the 
thyroxin  is  reached  at  the  end  of  the  second  week 
after  its  administration.   Several  weeks  elapse  before 
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its  full  effect  wears  off.  When  once  a  case  of  ad- 
vanced hypothyroidism  is  brought  up  to  within 
normal  variations,  a  daily  dose  of  approximately 
I  mg.  of  thyroxin  is  required  to  maintain  a  normal 
rate.  G.  S.  Foulds. 

Greenberg,  D.:  Metastatic  Abscesses  of  the  Thy- 
roid Associated  with  Hyperthyroidism;  Report 
of  a  Case  Following  Repeated  Attacks  of  Sore 
Throat.    /.  Am.  M.  Ass.,  igao,  Ixxiv,  165. 

A  condition  which  was  diagnosed  as  hyperthy- 
roidism and  in  which  there  had  been  repeated 
attacks  of  sore  throat,  proved  at  operation  to  be  due 
to  multiple  abscesses  of  the  thyroid  gland.  Following 
a  full  report  of  this  case,  the  author  draws  these 
conclusions: 

1.  Thyrotoxic  symptoms  may  appear  in  cases  of 
simple  goiter  as  the  result  of  acute  infection. 

2.  Bacteria  may  be  a  factor  in  the  causation  of 
exophthalmic  goiter;  if  not  directly,  at  least  by 
effecting  such  changes  in  the  physiology  of  the  gland 
as  to  make  the  development  of  exophthalmic  goiter 
probable. 

3.  Suppuration  of  the  thyroid  gland  should  be 
suspected  when  there  is  even  slight  pain  and  tender- 
ness of  the  gland  with  enlargement,  and  especially 
when  there  is  a  history  of  infection.     K.  L.  Vehe. 

Crile,  G.  W.:  The  Surgical  Treatment  of  Exoph- 
thalmic Goiter.  Surg.,Gynec.  b"  Ohst.,  1920,  xxx, 
27. 

The  conclusions  presented  are  based  upon  the 
author's  personal  experience  in  2,250  thyroidec- 
tomies of  which  1,169  were  for  exophthalmic  goiter. 
In  660  cases  of  exophthalmic  goiter  ligation  was 
done.  No  case  was  rejected  for  operation  unless  the 
goiter  was  in  the  state  of  dissolution.  In  post- 
operative hyperthyroidism  the  cause  of  death  is 
excessive  chemical  activity.  The  author  always 
does  a  ligation  in  the  patient's  room  under  nitrous- 
oxide  analgesia  and  local  anaesthesia.  In  certain 
serious  cases  the  lobectomy  also  is  done  in  the  pa- 
tient's room. 

The  following  are  the  principal  factors  in  Crile's 
system  of  management: 

1 .  The  differential  diagnosis  is  greatly  aided  by 
the  Goetsch  test  and  metabolism  determinations. 

2.  The  operative  procedures  are  modified  accord- 
ing to  the  severity  of  the  disease. 

3.  The  inhalation  anaesthetic  is  nitrous  oxide- 
oxygen  which  is  administered  while  the  patient  is 
in  bed.  The  operation  is  performed  in  the  patient's 
room  or  after  his  transportation  to  the  operating 
room  after  the  induction  of  anaesthesia. 

4.  In  moderate  cases  the  entire  operation  may  be 
done  at  one  time. 

5.  In  more  severe  cases  the  thyroid  activity  is 
diminished  by  a  preliminary  ligation  while  the  pa- 
tient is  in  bed  under  nitrous  oxide-oxygen  analgesia 
and  local  anaesthesia. 

6.  In  extremely  grave  cases  it  may  be  necessary 
to  diminish  the  thyroid  activity  by  multiple  steps: 


ligation  of  one  vessel;  ligation  of  the  second  vessel; 
and  partial  lobectomy.  Intervals  of  a  month  or 
more  are  allowed  to  elapse  between  these  stages, 
the  length  of  each  interval  being  determined  by  the 
degree  of  physiological  adjustment, 

7.  If  during  the  operation  the  pulse  runs  up  be- 
yond the  safety  point,  the  operation  is  halted  and 
the  wound  is  dressed  with  flavine.  The  operation  is 
then  completed  after  a  day  or  two  when  conditions 
have  again  become  safe.  In  some  cases,  even  though 
the  thyroid  has  been  resected,  it  is  thought  advisable 
to  dress  the  unsutured  wound  with  flavine  and 
make  a  delayed  suture  while  the  patient  is  in  bed 
the  following  day  under  analgesia. 

8.  In  certain  cases  lobectomy  is  performed  while 
the  patient  is  in  bed  and  under  nitrous-oxide  anal- 
gesia and  local  anaesthesia. 

9.  Psychic  control  of  the  patient  on  the  part  of 
the  surgeon,  the  interne,  the  anaesthetist,  and  the 
nurse  is  required  throughout  to  diminish  the  intense 
drive.  An  anociated  regimen  is  prescribed  for  the 
pre-operative,  interoperative,  and  postoperative 
periods.  The  pre-operative  and  the  postoperative 
management  are  equal  in  importance  to  the  opera- 
tion itself. 

10.  If  after  the  operation  the  temperature  be- 
comes excessively  high,  and  the  pulse  and  respira- 
tion are  greatly  increased,  the  patient  is  promptly 
packed  in  ice. 

11.  To  avoid  the  effects  of  too  sudden  withdrawal 
of  thyroid  secretion,  thyroid  extract  is  given  the 
night  before  lobectomy. 

In  this  paper  only  the  immediate  surgical  manage- 
ment of  exophthalmic  goiter  is  considered  but  the 
author  states  that  the  postoperative  management  of 
these  cases  is  of  equal  importance. 

Because  of  the  striking  benefits  which  follow  the 
operation,  and  in  view  of  the  fact  that  with  a  com- 
prehensive surgical  control  the  mortality  rate  is 
only  I.I  per  cent  and  no  case  is  rejected  on  account 
of  its  gravity,  the  status  of  the  surgical  treatment  of 
exophthalmic  goiter  seems  to  be  approaching  that 
of  the  surgical  treatment  of  acute  appendicitis. 

C.  R.  Steixke. 

Sistrunk,  W.  E. :  The  Selection  of  Operation  for 
Exophthalmic  Goiter,  /.  Am.  M.  Ass.,  1920, 
Ixxiv,  306. 

During  recent  years  the  mortality  following 
surgical  procedures  in  the  treatment  of  exophthalmic 
goiter  has  gradually  decreased  because  of  earlier 
operation  and  wiser  selection  of  the  type  of  operation. 

The  course  of  the  disease  varies.  In  one  type 
there  is  sudden  onset  and  rapid  development  of 
symptoms.  In  such  cases  the  patient  soon  becomes  a 
poor  surgical  risk.  More  frequently,  the  onset  is 
insidious,  the  symptoms  developing  gradually  with 
the  enlargement  of  the  thyroid.  The  disease  usually 
reaches  its  height  in  the  second  six  months  of  its 
course  when  the  so-called  crisis  is  passed.  After 
several  weeks  these  patients  are  improved,  but  are 
never  so  well  as  formerly.    In  most  cases  a  second 
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and  third  crisis  will  develop,  resulting  in  degenera- 
tive changes  in  the  heart,  liver,  and  kidneys.  A 
third  type  of  the  disease  is  chronic  from  the  onset 
and  without  crisis. 

While  preliminary  medical  treatment  is  of 
advantage,  the  prolongation  of  such  treatment  is  to 
be  deplored  as  it  affords  opportunity  for  the  develop- 
ment of  degenerative  changes  which  surgery  canftot 
overcome. 

In  regard  to  operation,  each  case  must  be  judged 
on  its  own  merits.  When  at  the  Mayo  Clinic  the 
patient  is  seen  early,  a  diagnosis  of  exophthalmic 
goiter  plus  hyperthyroidism  is  usually  followed  by  a 
primary  thyroidectomy  with  the  removal  of  one 
whole  lobe,  the  isthmus,  and  from  one-half  to  two- 
thirds  of  the  other  lobe. 

The  metabolic  rate  is  of  great  aid  in  the  diagnosis 
of  early  exophthalmic  goiter.  As  a  rule  the  pulse  rate, 
pulse  pressure,  and  metabolic  rate  are  parallel. 
Some  patients  with  a  high  metabolic  rate,  however, 
stand  operative  procedures  well,  while  others  with 
comparatively  low  rates  are  poor  surgical  risks. 
Usually  when  the  rate  is  from  60  to  70  per  cent 
above  normal  and  there  is  no  marked  cardiac 
damage,  a  preliminary  ligation  is  done.  If  the 
reaction  which  follows  is  mild,  thyroidectomy  is 
performed  in  seven  or  eight  days;  if  severe,  a  second 
ligation  is  done  after  the  same  interval  and  thyroid- 
ectomy is  delayed  for  three  or  four  months. 

In  the  cases  of  patients  with  a  high  metabolic  rate 
who  have  been  ill  with  the  disease  for  several  months 
and  have  become  irritable,  nervous,  and  weak,  two 
superior-pole  ligations  are  done  at  intervals  of  from 
seven  to  eight  days,  and  thyroidectomy  from  three 
to  four  months  later. 


In  cases  of  acute  crisis  the  best  treatment  con- 
sists of  rest,  the  administration  of  fluids,  and  careful 
nursing  until  the  crisis  is  passed.  Following  the 
crisis  there  is  a  considerable  drop  in  the  metabolic 
rate  but  because  of  degenerative  changes  the 
patients  are  poor  operative  risks  and  therefore 
should  be  treated  by  two  superior-pole  ligations  at 
the  usual  intervals. 

In  certain  very  severe  cases  the  injection  of  hot 
water  or  quinine  and  urea  hydrochloride  solution 
directly  into  the  gland  will  make  ligation  possible. 

Ligation  is  done  for  two  reasons:  first,  to  test  the 
patient's  reaction  to  operation,  and  second,  to 
prepare  him  for  thyroidectomy.  Those  who  with- 
stand a  ligation  well  will  usually  withstand  thyroid- 
ectomy well. 

When  a  reaction  follows  operation  it  consists  of  an 
increase  in  the  pulse  rate  and  temperature,  vomiting, 
nervousness,  and  mental  irritability.  It  begins  a  few 
hours  after  operation  and  reaches  its  height  in  from 
thirty-six  to  forty-eight  hours.  In  some  instances 
it  may  cause  death,  but  usually  it  subsides  after 
from  forty-eight  to  seventy-two  hours.  If  the 
reaction  after  ligation  is  marked,  a  second  ligation 
is  done. 

The  improvement  following  thyroidectomy  de- 
pends upon  the  extent  of  the  previous  damage  to  the 
vital  organs  and  the  amount  of  thyroid  tissue 
removed.  The  operation  usually  stops  the  hyperthy- 
roidism but  cannot  repair  the  damaged  organs.  If 
the  metabolic  tests  indicate  that  the  amount  of  gland 
removed  was  not  sufficient  or  if  the  gland  tissue 
remaining  becomes  hypertrophied,  more  of  the 
gland  should  be  removed  to  bring  the  metabolic 
rate  to  normal.  J.  A.  H.  Magoun,  Jr. 


SURGERY   OF  THE   CHEST 


CHEST  WALL  AND  BREAST 

Moschcowitz,  A.  v.:  Empyema,  with  Particular 
Reference  to  its  Pathogenesis  and  Treat- 
ment.  Surg.,  Gynec.  ^ObsL,  1920,  xx.x,  35. 

In  refuting  the  prevalent  idea  that  infections  of 
the  pleura  are  due  to  contiguity  Moschcowitz 
draws  an  analogy  between  pleural  infections  and 
infections  of  the  peritoneum.  Diffuse  peritonitis 
occurs  rarely  unless  some  intra-abdominal  viscus 
has  been  perforated  or,  as  in  the  case  of  the  ap- 
pendix, its  walls  have  been  so  necrosed  as  to  permit 
the  easy  transition  of  bacteria  to  the  peritoneal 
cavity. 

In  most  instances  empyema  results  from  the 
rupture  of  a  small  subpleural  abscess.  As  operation 
does  not  permit  sufficient  exposure  to  demonstrate 
this  pathogenesis,  it  is  necessary  to  seek  a  con- 
firmation of  the  belief  in  autopsy  material.  This 
Moschcowitz  was  able  to  do  in  the  army.  In  a  great 
many  instances  in  a  series  of  over  three  dozen 
autopsies  he  demonstrated  the  presence  of  one  or 


more  subpleural  abscesses  and  in  some  of  these 
cases  the  abscesses  had  perforated  into  the  pleura. 

Empyema  is  the  final  stage  of  a  process  in  which 
the  first  stage  is  a  serous  pleurisy  and  the  second 
stage  a  seropurulent  pleurisy.  The  latter  is  the 
so-called  "formative  stage"  of  the  empyema.  In 
the  formative  stage  there  are  no  recent  pleural 
adhesions,  but  in  the  acute  stage  they  are  always 
present. 

In  by  far  the  greater  number  of  cases  the  empyema 
is  of  the  encapsulated  variety.  The  entire  pleural 
space  is  occupied  in  only  a  very  few.  The  localiza- 
tion of  the,  empyema  depends  entirely  upon  the 
situation  of  the  ruptured  subpleural  abscess.  If 
it  is  general  or  diffuse,  the  abscess  is  usually  located 
on  the  convex  surface  of  the  lung.  If  the  abscess 
is  in  a  fissure,  an  interlobar  empyema  results. 
When  the  abscess  is  on  the  mesial  surface  of  the 
lung,  there  are  retrosternal  pus  pockets  between 
the  lung  and  the  mediastinal  pleura. 

The  treatment  of  empyema  should  be  begun  in 
the  formative  stage  before  the  exudate  has  been 
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converted  into  pus,  but  it  is  unwise  to  perform  an 
operation  in  this  stage.  The  mortality  is  very  high 
because  of  the  associated  pneumonia  and  because, 
in  the  absence  of  adhesions,  there  is  an  acute  pneu- 
mothorax with  fluttering  of  the  mediastinum  and 
consequent  embarrassment  of  the  heart  action. 
The  best  surgical  procedure  in  the  formative  stage 
consists  of  repeated  aspirations  done  as  often  as 
indicated  to  relieve  the  embarrassment  due  to  the 
mechanical  pressure  of  the  rapidly  accumulating 
fluid.    In  a  few  cases  this  measure  is  curative. 

In  the  acute  stage  of  empyema  the  treatment 
consists  of  simple  intercostal  thoracotomy.  This 
operation  need  not  be  considered  urgent  and  should 
be  performed  only  when  the  patient's  condition  is 
otherwise  perfectly  satisfactory. 

The  Carrel-Dakin  treatment  has  proved  of  great 
value  in  the  postoperative  treatment  of  empyema 
and  should  be  instituted  in  every  case. 

Empyema  cavities  heal  in  three  ways:  (i)  by  the 
formation  and  absorption  of  a  sterile  exudate; 
(2)  by  the  formation  and  absorption  of  a  closed 
pneumothorax;  and  (3)  by  the  classical  method, 
i.  e.,  expansion  of  the  lung  and  obliteration  of  the 
pleural  cavity. 

Chronic  empyema  would  not  occur  at  all  or  at 
least  would  become  very  rare  if  the  methods  here 
described  for  the  treatment  of  acute  empyema  were 
more  generally  used. 

Recurrences  of  empyema  are  usually  the  result 
of  undue  haste  in  closing  the  thoracotomy  opening. 
The  percentage  of  recurrence  is  less  after  the  Carrel- 
Dakin  method  of  treatment  than, after  any  other. 

H.  A.  McKnight. 

Ransohoff ,  J. :  Empyema  at  the  Cincinnati  General 
Hospital  during  the  Influenza  Epidemic.    /. 

Am.  M.  Ass.,  1920,  Ixxiv,  238. 

The  empyema  record  of  the  Cincinnati  General 
Hospital  shows  a  mortality  of  9  per  cent  in  the  46 
cases  operated  upon  from  Oct.  i,  191 8,  to  May  i, 
1919. 

The  treatment  in  all  cases  consisted  of  drainage 
with  immediate  occlusion  of  the  pleural  cavity. 

The  chief  points  made  by  Ransohofif  in  his 
discussion  are  summed  up  as  follows: 

1.  Empyema  complicating  influenza  is  in  itself 
not  responsible  for  death.  Too  parly  operative 
measures  should  be  avoided  or  limited  to  simple 
aspiration. 

2.  Operation  not  earlier  than  the  end  of  the 
second  week  gives  the  best  results.  Rib  resection  is 
indicated  only  when  sufflcient  space  is  not  obtained 
without  it. 

3.  General  anaesthesia  is  not  necessary  in  most 
cases  but  does  not  increase  the  mortality  rate  of  the 
operation. 

4.  The  old  methods  of  drainage  should  be  dis- 
carded for  some  type  of  the  occlusion  method  by 
which  the  entrance  of  air  into  the  pleural  cavity  is 
prevented  and  the  egress  of  pus  is  facilitated.  A 
suction  apparatus  attached  to  the  tube  is  necessary. 


5.  Flu.shing  the  cavity  with  Dakin  or  other  solu- 
tion is  unnecessary  except  when  defervescence  does 
not  occur,  indicating  that  spontaneous  sterilization 
of  the  cavity  is  not  progressing  normally. 

6.  The  small  pneumothorax  which  sometimes 
remains  after  the  healing  of  a  cavity,  as  demon- 
strated by  the  X-ray,  is  negligible  as  it  disappears 
spontaneously  in  a  short  time.  K,  L.  Vkhk. 

McGlannan,  A.:  The  Failure  of  Restricted  Opera- 
tions in  Cancer  of  the  Breast.  West  Virginia 
M .  J.,  1920,  xiv,  247. 

In  1888  Halstead  published  his  article  on  the 
radical  removal  of  the  breast  with  drainage  of  the 
lymph  glands  and  channels.  Several  years  later 
Meyer,  working  independently,  published  an  account 
of  his  operation.  Since  then  the  tendency  has  been 
to  increase  the  amount  of  tissue  removed. 

In  recent  years  the  most  important  contribution 
on  the  subject  was  that  of  Handley  who,  after  a 
careful  study  of  the  lymphatics  of  the  breast  and  the 
permeation  of  cancer  cells,  recommended  the 
removal  of  the  fat  and  fascia  of  the  upper  external 
oblique  and  rectus  muscles.  McGlannan's  technique 
is  as  follows: 

An  incision  through  the  skin  is  made  around  the 
breast  about  2}^  in.  from  the  margin  of  the  tumor 
with  radiating  incisions  to  the  shoulder  and  um- 
bilicus. The  skin  flaps  are  then  dissected  back  free 
from  fat  until  an  area  is  cleared  from  the  clavicle 
to  the  umbilicus  and  from  the  midsternum  to  the 
border  of  the  latissimus  dorsi.  The  fat  is  next  cut 
through  and  both  fat  and  fascia  are  dissected  back 
until  the  muscles  are  exposed.  The  pectoralis  major 
and  minor  are  divided,  a  small  bunch  of  muscle 
being  left  attached  to  the  humerus.  The  axilla  is 
cleared  of  glands  and  the  subscapular  and  sub- 
clavicular spaces  are  freed  from  fat,  the  mass  being 
liberated  by  division  at  the  sternal  margin.  Usually 
an  area  2  in.  in  diameter  is  left  uncovered  by  skin. 
Skin  grafts  are  not  used  as  this  region  is  subjected 
to  X-ray  treatment  which  would  destroy  them. 

A  report  of  the  postoperative  course  in  92  cases 
is  given.  The  average  number  of  cures  amounted 
to  40  per  cent.  I.  E.  Bishkow. 


PHARYNX  AND  OESOPHAGUS 

Patterson,  E.  J. :  Cancer  of  the  CEsophagus.     Penn- 
sylvania M.  J.,  1919,  xxiii,  147. 

With  the  development  of  radiography,  fluoroscopy, 
and  oesophagoscopy  there  is  no  excuse  for  permitting 
carcinoma  of  the  oesophagus  to  progress  to  a  hope- 
less stage. 

The  earliest  symptoms  of  this  disease  are  so  in- 
sidious in  their  onset  and  so  insignificant  in  char- 
acter that  they  arouse  little  suspicion  or  anxiety  on 
the  part  of  either  the  patient  or  the  physician. 
In  the  majority  of  cases  the  patient  first  experiences 
difficulty  in  swallowing  a  bolus  of  food.  This  grad- 
ually, increases  so  that  finally  he  finds  it  difficult  to 
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swallow  even  liquids.  As  a  result,  malnutrition 
begins  and  there  is  great  loss  in  weight.  It  is  at  this 
hopeless  stage  of  the  disease  that  most  patients 
first  consult  a  physician. 

The  author  quotes  Jackson  as  follows:  "Unfor- 
tunately malignant  disease  of  the  crsophagus  is  but 
rarely  seen  early.  There  are  two  reasons  for  this. 
First,  the  early  stage  of  the  disease  produces  no 
symptoms;  second,  when  symptoms  begin  to  appear 
they  are  so  slight  that  usually  neither  patient  nor 
physician  suspects  serious  disease.  With  a  wider 
recognition  of  the  usefulness  of  the  oesophagoscope 
for  early  diagnosis  there  will  be  a  change  in  this 
respect." 

Before  using  the  oesophagoscope  it  is  of  the  great- 
est importance  to  rule  out  aneurism  or  marked  ob- 
struction of  the  oesophagus  and  therefore  oesophago- 
scopy  should  always  be  preceded  by  a  roentgen-ray 
examination.  After  the  diagnosis  has  been  made 
the  treatment  will  depend  greatly  upon  the  site 
and  the  extent  of  the  involvement.  In  the  very  early 
cases  of  cardiac  or  cervical  involvement  surgery 
offers  great  hope  for  cure.  When  there  is  involve- 
ment of  the  mediastinal  glands  or  the  mediastinal 
portion  of  the  oesophagus,  however,  radical  mea- 
sures are  out  of  the  question.  In  such  cases  the  use 
of  radium  or  the  roentgen  ray  is  indicated,  and  if  it 
is  not  too  late,  gastrostomy  as  a  palliative  measure. 

In  conclusion  the  author  emphasizes  the  importance 
of  using  the  oesophagoscope  in  all  cases  in  which 
there  is  the  slightest  abnormality  in  swallowing. 
He  reports  three  cases  of  oesophageal  cancer,  giving 
a  radiograph  of  each  which  shows  the  marked  con- 
striction of  the  oesophagus  distinctly. 

Louis  Handelman. 

MISCELLANEOUS 

Harrison,  C.  R.,  and  McKelvey,  D.:  A  Case  of 
Mediastinal  Tumor  Associated  with  Acute 
Leukaemia.    Lancet,  1920,  cxcviii,  252. 

The  patient  was  a  man,  29  years  of  age,  who 
previously  had  been  in  good  health  and  had  served 
in  the  army  continuously  from  August,  1914,  to 
April,  1919.  On  May  31,  1919,  he  fell  ill  with  pain 
and  discomfort  in  the  epigastrium  and  occasional 
vomiting  following  the  ingestion  of  food.  Toward 
evening  his  temperature  rose  to  99  degrees  F.  On 
June  20  a  sudden  swelling  due  to  thrombosis  de- 
veloped in  the  left  arm. 

When  he  was  first  seen  by  Harrison  and  Mc- 
Kelvey, June  27,  19 19,  the  patient  was  com- 
plaining of  epigastric  pain  which  increased  at  night 
and  bore  no  definite  relationship  to  the  ingestion  of 
food.  The  examination  of  the  abdomen  was  nega- 
tive except  that  slight  epigastric  tenderness  was 
discovered.  The  respiratory  system  was  subjective- 
ly negative  but  percussion  revealed  an  area  of  in- 
tense dullness  in  the  midline  from  the  clavicle  to 
the  heart,  which  extended  2  in.  to  the  right  and  i  in. 
to  the  left  of  the  sternum.  No  dullness  was  noted 
posteriorly. 


The  X-ray  examination  showed  an  opaque  mass 
behind  the  sternum,  which  was  non-pubatile  and 
did  not  move  with  the  respiration.  This  mass  corre- 
sponded to  the  area  of  increased  dullness.  The  spleen 
and  lymph  glands  were  not  enlarged. 

A  blood  count  showed  5,600,000  red  blood  cells 
and  86,000  leucocytes  per  cubic  millimeter.  The 
differential  count  showed  polymorphonuclear  neu- 
trophiles,  3  per  cent;  polymorphonuclear  eosino- 
philes,  0.5  per  cent;  large  mononuclear  cells  96.0 
per  cent;  and  neutrophile  myelocytes,  0.5  per  cent. 
Small  lymphocytes  and  normoblasts  were  few. 

The  patient  grew  gradually  weaker,  dyspnoeic,  and 
cyanotic,  and  died  July  22.  The  day  before  his 
death  the  blood  count  showed  4,100,000  red  blood 
cells  and  210,000  leucocytes  per  cubic  millimeter. 

At  autopsy  a  large  mass,  white,  very  tough,  and 
about  the  size  of  a  cocoanut,  was  found  in  the 
mediastinum  spreading  down  over  the  heart  and 
enveloping  the  borders  of  the  lungs.  Posteriorly  it 
had  infiltrated  the  lungs  and  bronchial  glands.  No 
metastases  were  discovered.  Microscopically  the 
tumor  mass  showed  cells  resembling  leukaemic  cells 
of  the  blood  supported  by  a  stroma  which  in  places 
was  dense  and  hyaline.  No  evidence  of  thymic 
tissue  was  found.  The  spleen  was  slightly  enlarged 
and  with  the  liver  and  the  general  lymphatic  glands 
showed  leukaemic  infiltration.  The  bone  marrow  of 
the  sterum  showed  masses  of  leukaemic  cells  together 
with  megacaryocytes,  myelocytes,  and  erythro- 
blasts. 

This  case  is  of  interest  because  of  the  extreme 
rarity  of  the  condition  and  also  because  of  a  possible 
relationship  between  the  leukaemias,  lymph- 
adenomata,  and  lymphosarcomata.  Sternberg  held 
that  there  are  two  distinct  conditions:  (i)  an  in- 
crease in  the  cells  of  the  small  lymphocyte  type 
with  hypertrophy  of  the  lymphatic  apparatus,  that 
is,  lymphatic  leukaemia,  and  (2)  mediastinal  leuko- 
sarcomatosis.  In  Fraenkel's  opinion  the  second 
condition  is  simply  a  leukaemia  with  a  tendency  to 
form  tumor-like  masses  of  cells. 

A  remarkable  feature  presented  by  the  case 
reported  was  the  high  proportion  of  red  cells  up 
to  the  time  of  death,  i.e.,  4,100,000,  as  compared 
with  an  average  of  1,500,000  in  a  number  of  cases 
cited.  K.  Renshaw. 

Novaro,  R. :  A  New  Sign  of  Neoplasms  of  the 
Pleura,  Mediastinum,  and  Lung  (Considera- 
ciones  sobre  un  nuevo  signo  en  las  neoplasias  pleuro- 
mediastino-pulmonares).  An.  d.  Inst.  mod.  de  din. 
mid.,  1919,  iv,  134. 

In  the  spring  of  1919  Novaro  reported  three  cases 
which  presented  what  he  considers  a  new  sign  of 
neoplasms  of  the  pleura,  mediastinum,  and  lung. 
At  that  time,  however,  he  was  unable  to  obtain  an 
autopsy.  In  this  article  he  reports  a  case  in  which 
the  sign  was  verified  by  autopsy. 

In  a  subject  without  skeletal  deformity  the 
jugulo-umbilico-pubic  line  passes  through  the  middle 
of  the  sternum  and  its  xiphoid  process. 
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Pitre's  sign,  which  was  first  studied  in  pleurisy 
with  effusion,  consists  of  a  displacement  of  the 
sternum  toward  the  side  containing  the  exudate. 
Except  in  cases  of  skeletal  deformity  this  sign  is 
always  constant  in  pleurisy  with  cfTusion,  but  has 
been  observed  also  in  splenopneumonia,  pneumo- 
thorax, unilateral  emphysema,  and  pulmonary  con- 
gestion. 

Novaro's  sign  of  pleural,  mediastinal,  and  pul- 
monary neoplasms  is  exactly  opposite  to  Pitre's 
■sign  for  it  consists  in  the  deviation  of  the  sternum 
toward  the  healthy  side  or  the  side  of  the  chest 
that  is  least  involved. 

When  a  cancer  begins  at  the  hilum  of  the  lung  a 
thickening  of  the  wall  of  the  bronchus  and  a  marked 
diminution  of  its  lumen  are  observed.  Spreading 
through  the  lung  which  surrounds  this  portion  of 
the  bronchus,  the  growth  thus  prevents  a  good  part 
of  the  healthy  lung  from  functioning.  If  the  propa- 
gation is  by  way  of  the  lymphatics,  it  follows  the 
course  of  the  bronchus,  forming  a  sheath  which 
obstructs  the  bronchial  lumen  at  many  points,  ex- 
tends to  the  pleural  surface  of  the  lung  which  it 
invades,  and  gives  rise  to  the  characteristic  exudate. 
If  the  principal  development  of  the  growth  is  along 


the  main  bronchus,  the  respiratory  capacity  of  a 
great  portion  of  the  lung  is  diminished  by  com- 
pression of  the  bronchus,  the  organ  on  the  opposite 
side  is  compelled  to  do  more  work,  and  thus  the 
sternum  is  deviated  to  the  opposite  side.  The  same 
phenomena  take  place  when  the  neoplastic  propaga- 
tion produces  a  carcinomatous  lymphangeitis  or  when 
the  cancer  develops  within  the  lung  and  causes 
the  formation  of  a  rounded  and  circumscribed 
tumor. 

If  the  infiltration  is  diffuse  it  assumes  the  aspect  of 
a  caseous  pneumonia  involving  a  whole  lung  lobe. 
On  microscopic  examination  the  alveolae  are  found 
to  be  infiltrated  and  some  are  compressed  through- 
out the  extent  of  the  neoplasm.  In  the  carcinom- 
atous lesions  of  the  lower  lobes  with  propagation  on 
the  diaphragmatic  pleura  paralysis  of  the  diaphragm 
is  a  constant  complication  which  tends  to  exag- 
gerate the  sign  described. 

The  article  contains  an  X-ray  picture  of  the  pa- 
tient; a  photograph  of  the  left  lung  and  of  the 
anterior  aspect  of  the  body,  showing  the  deviation 
of  the  sternum  toward  the  healthy  side;  photo- 
micrographs of  the  cancer;  and  a  detailed  descrip- 
tion of  the  case.  M,  M.  Matthies. 
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ABDOMINAL  WALL  AND  PERITONEUM 

Worms,  G. :  The  Treatment  of  Gunshot  Wounds 
of  the  Sacro-Iliac  Articulation  (Traitement  des 
plaies  de  I'articulation  sacro-iliaque  par  projectiles 
de  guerre).  Bull,  el  mem.  Soc.  de  chir.  de  Par.,  1919, 
xlv,  1351. 

Worms  gives  short  clinical  histories  of  9  cases  of 
gunshot  wounds  of  the  sacro  iliac  articulation. 

In  general,  this  lesion  involves  only  one  bone, 
most  frequently  the  ilium.  The  fractures  are  of 
several  varieties.  In  punctiform  wounds  there  is  a 
simple  osseous  tunnel  in  the  spongy  tissue  of  the 
tuberosity  of  the  ilium  or  in  the  sacrum. 

Concomitant  visceral  lesions  may  be  present  and 
a  search  should  always  be  made  for  them.  Crushing 
and  fissuring  injuries  cause  all  varieties  of  bone 
lesions  from  simple  depression  of  the  bone  with  con- 
tusion of  the  spongy  tissue  to  complete  rupture  of 
the  tuberosity  of  the  ilium. 

Acute  or  chronic  osteomyelitis  is  the  chief  com- 
plication in  these  wounds  and  is  quickly  followed  by 
sacro-iliac  arthritis.  The  purulent  masses  formed 
are  diffused  toward  the  internal  iliac  fossa  and  the 
sacrolumbar  region.  The  clinical  evolution  of 
suppurative  arthritis  may  be  very  insidious  but 
local  pain  should  at  once  suggest  it. 

The  prophylactic  treatment  of  articular  infection 
should  consist  of  excision  of  contused  and  con- 
taminated bone  tissue,  removal  of  loose  pieces  of 
bone  and  foreign  bodies,  and  thorough  cleansing  of 
the  infected  area.    Frequently  an  atypical  resection 


about  the  tuberosity  suffices,  but  the  extent  of  the 
lesion  may  justify  total  primary  sacro-iliac  resec- 
tion. 

Worms  has  employed  Picque's  sacrocoxalgia  in- 
cision. This  is  made  along  the  posterior  third  of  the 
crest  of  the  ilium  and  continued  to  the  third  postero- 
external sacral  tubercle  and  the  edge  of  the  sacrum. 
As  it  does  not  give  sufficient  exposure,  however, 
Worms  makes  an  additional  flap  in  the  gluteal 
muscles  as  recommended  by  Auvray. 

The  articulation  should  be  partially  resected,  the 
anterior  ligamentous  periosteal  sheath  being  spared 
if  possible  in  order  to  preserve  the  continuity  of  the 
pelvic  girdle. 

Good  results  were  obtained  in  8  of  the  9  cases 
treated  by  the  author;  in  3  of  these  cases  the  joint 
was  resected.  W.  A.  Brennan. 

Quain,  E.  P.:  The  Technique  of  Inguinal  Herni- 
otomy; with  Special  Reference  to  the  Closure 
of  the  Internal  Ring.  Surg.,Gynec.  &•  OhsL,  1920, 
XXX,  88. 

The  author  calls  attention  to  a  few  anatomical 
and  technical  points  which  are  of  special  importance 
in  obtaining  100  per  cent  permanent  cures  in  the 
radical  operation  for  indirect  hernia. 

There  are  four  general  causes  of  failure:  (i)  leav- 
ing the  stump  of  the  sac  too  long;  (2)  failure  properly 
to  close  the  internal  ring;  (3)  leaving  too  much  un- 
necessary tissue  attached  to  the  cord  within  the 
internal  ring;  and  (4)  allowing  the  patient  to  resume 
work  too  early. 
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The  anatomy  of  the  parts  is  given  in  detail. 

The  cremasteric  muscle  must  always  be  dissected 
free  from  the  cord  and  Poupart's  ligament  if  it  is  too 
bulky.  At  the  close  of  the  operation  it  is  attached  to 
the  external  oblique  aponeurosis. 

The  sac  will  be  found  between  the  vas  and  the 
artery.  The  most  important  step  in  herniotomy  is 
the  freeing  of  the  base  of  the  sac  from  the  surround- 
ing structures  within  the  internal  abdominal  ring. 
Care  must  be  taken  in  ligating  not  to  confuse  the 
scar-like  area  or  constriction  so  often  found  near 
the  neck  of  the  sac  with  the  neck  which  lies  from  Vt, 
to  I  in.  higher. 

Under  tension  upon  the  sac  a  triangle  is  devel- 
oped with  the  peritoneum  above,  the  vas  being 
mesial  and  the  blood  vessels  on  the  outside.  Dissec- 
tion is  complete  only  when  this  triangle  can  be 
demonstrated. 

If  the  internal  ring  will  admit  the  index  finger  it 
should  be  closed  by  suturing  the  internal  oblique 
and  transversalis  muscles  to  the  lower  margin  of 
Poupart's  ligament  between  the  vas  and  the  vessels. 
The  space  allowed  around  each  structure  should  be 
merely  enough  to  prevent  compression,  i.e.,  about 
yi  in.  The  conjoined  tendon  should  then  be 
sutured  to  Poupart's  ligament  below  the  vas  and 
the  cord  placed  on  its  new  bed.  In  all  cases,  care 
must  be  taken  that  no  tissue  intervenes  between  the 
structures  sutured. 

The  same  sutures  may  be  used  to  suture  the 
external  oblique  aponeurosis  over  the  cord  to  Pou- 
part's ligament. 

The  patient  should  be  informed  that  his  groin 
will  remain  weak  for  from  two  to  four  months  after 
the  herniotomy. 

Clean  dissection,  careful  control  of  all  bleeding, 
gentle  handling  of  tissues,  and  asepsis  are  essential 
to  success.  P.  M.  Chase. 

GASTRO-INTESTINAL  TRACT 

Gillon,  G.  G.:  A  New  Pylorus.  Lancet,  1920,  cxcviii, 
251- 

Braun,  Weir,  and  Jaboulay  performed  the  opera- 
tion described  in  conjunction  with  anterior  gastro- 
jejunostomy over  twenty  years  ago.  It  has  been 
done  several  times  in  England  since  then,  combined 
with  a  long  loop  posterior  gastrojejunostomy,  but 
fell  into  disfavor  because  of  the  occurrence  of 
jejunal  ulcer  and  the  length  of  time  required  to  per- 
form it. 

The  author  states  that  when,  in  addition  to  a 
posterior  gastrojejunostomy  placed  so  that  the 
opening  is  at  the  lower  end  of  the  stomach,  a 
jejunostomy  is  placed  3>^  in.  from  the  new  pylorus, 
the  food  stream  will  be  prevented  from  mingling 
with  the  bile  and  pancreatic  fluids  and  the  duodenum 
will  be  given  a  complete  rest. 

The  first  3  in.  of  the  proximal  loop  of  the  jejunum 
is  used  for  the  first  anastomosis  and  the  remaining 
7  in.  for  the  second  anastomosis.  The  gastro- 
jejunostomy is  made  3  in.  in  length.     The  jejuno- 


jejunostomy  is  made  i]/^  in.  in  length  and  at  a  point 
iYi  in.  below  the  stomach.  The  gastrocolic  omen- 
tum is  attached  to  the  jejunum  near  the  stomach 
with  silk  or  fine  linen.  Not  more  than  one  hour 
and  fifteen  minutes  should  be  consumed  in  per- 
forming this  operation.  Afterward  only  water  and 
peptonized  milk  should  be  allowed  for  about 
eight  days.  From  2  to  3  gr.  of  calomel  should 
be  given  on  the  twelfth  day.  The  patient  should  lie 
on  his  back  for  twenty-one  days.  The  author  re- 
ports good  results  from  this  operative  technique.   . 

J.  A.  H.  Mac  IS.  Jr. 

Crohn,  B.  B.,  and  Reiss,  J.:  The  Effects  of  Re- 
stricted (So-Called  Ulcer)  Diets  upon  Gastric 
Secretion  and  Motility.  Am.  J.  M.  Sc,  i()2o, 
clix,  70. 

This  study  is  limited  to  the  direct  results  upon 
the  chemism  and  motility  of  the  stomach  of  various 
forms  of  medical  treatment.  Thirty-four  patients 
(5  with  gastric  or  duodenal  ulcer  as  demonstrated 
by  later  operation,  21  with  clinical  ulcer,  and  8  with 
clinical  gastric  neurosis)  were  observed  over  a 
period  of  from  two  to  five  weeks. 

Following  the  recording  of  the  history,  a  physical 
examination,  tests  for  occult  blood  in  the  stool,  and 
radiographic  and  fractional  meal  examinations,  the 
patient  was  placed  on  a  Lenhartz  or  modified  Sippy 
diet  and  kept  in  bed  for  from  two  to  four  weeks  or 
longer.  Fractional  test-meal  examinations  were 
made  at  intervals  to  determine  the  effect  of  the 
restricted  diet  and  bed-rest  on  hyperacidity,  hyper- 
secretion, and  motility,  respectively. 

It  was  found  that  bouillon  acted  as  a  mild  di- 
gestive stimulant  and  did  not  bind  acid  while  milk 
acted  as  a  strong  acid  stimulant  and  was  emptied 
through  the  pylorus  slowly.  A  combination  of 
milk  and  egg  proved  to  be  a  powerful  stimulant  to 
gastric  secretion,  causing  hyperacidity  and  hyp>er- 
secretion,  and  delayed  the  emptying  time. 

In  the  34  cases,  medical  treatment  effected  a 
net  reduction  of  acidity  in  13  (38  per  cent)  and  12 
of  these  patients  were  discharged  free  from  symp- 
toms. On  the  other  hand,  of  25  patients  discharged 
from  the  hospital  free  from  symptoms  and  ap- 
parently well,  13  retained  the  degree  and  type  of 
acidity  noted  on  admission.  Accordingly,  e  ther  a 
small  percentage  of  ulcer  cases  react  to  medical 
treatment  by  a  reduction  of  acid  during  digestion 
or  else  clinical  improvement  may  take  place  in- 
dependently of  the  relief  of  hyperacidity. 

As  regards  hypersecretion  a  similar  conclusion 
was  reached.  Of  20  patients  with  hypersecretion, 
9  (45  per  cent)  were  freed  of  this  condition.  Of  the 
remaining  1 1 ,  however,  6  left  the  hospital  apparently 
well.  Half  of  the  clinically  cured  patients  still 
showed  hypersecretion. 

There  were  13  cases  of  delayed  motility;  in  11 
(85.4  per  cent)  medical  treatment  improved  this 
condition  and  all  of  these  patients  were  clinically 
benefited.  The  2  patients  with  unimproved  de- 
layed  motility   were   not   benefited   clinically.     In 
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no  case  of  associated  hypersecretion  and  delayed 
motility  could  improvement  be  ascribed  solely  to  a 
reduction  of  acid  secretion. 

The  majority  of  cases,  however,  showed  no 
evidence  of  delayed  motility;  hence,  relief  of  the 
symptoms  must  have  been  due  to  other  factors 
beside  the  relief  of  pylorospasm. 

The  authors  suggest  that  a  possible  solution  of 
the  clinical  benefit  obtained  in  cases  not  showing 
delayed  motility  may  be  found  in  radiographic 
studies  which  have  demonstrated  the  close  relation- 
ship between  subjective  pains  and  hyperperistalsis 
or  hunger  contractions.  It  seems  probable  that 
rest  in  bed  and  restricted  diet  exert  a  quieting  in- 
fluence upon  gastric  contractions,  and  that  this 
reduction  in  tonus  may  or  may  not  be  associated 
with  a  reduction  of  acid  and  secretion. 

The  failure  of  medical  treatment  more  frequently 
to  reduce  hyperacidity  and  hypersecretion  may 
be  due  to  a  premature  return  to  a  more  liberal  diet 
including  meat  which,  in  the  authors'  opinion, 
should  be  excluded  for  weeks  or  even  months. 
Restraint  in  the  use  of  eggs  is  also  desirable.  Cereals 
may  be  introduced  into  the  diet  earlier  and  more 
liberally.  Antacids  should  be  used  often  and  in 
small  doses.  The  psychic  factor  should  not  be 
overlooked.  Patients  with  advanced  indurated 
ulcers  and  those  with  a  marked  neurosis  resist 
treatment.  The  former  require  protracted  care;  the 
latter,  the  attention  of  a  neurologist  and  often  of  a 
psychanalyist.  W.  H.  Nadler. 

Jean,  G. :  Periduodenitis  and  Its  Relation  to  Lane's 
Disease  (Le  periduodenite  et  ses  rapports  avec  la 
maladie  d'Arbuthnot  Lane).  Arch,  de  med.  et 
pharm.  nav.,  1919,  cviii,  321. 

Jean  defines  "periduodenitis"  as  a  condition  in 
which  the  duodenum  is  fixed  by  peritoneal  adhesions 
and  becomes  abnormally  kinked.  Clinically  it  is 
manifested  by  digestive  disturbances  due  to  chronic 
duodenal  stasis. 

In  discussing  the  pathogenesis,  Jean  describes  the 
anatomical  and  physiological  peculiarities  of  the 
duodenum.  The  first  portion  of  the  duodenum  is 
related  more  closely  to  the  gastrohepatic  ligament 
than  to  the  rest  of  the  duodenum.  It  follows  the 
movements  of  the  pylorus  and  the  only  fixed  point 
is  at  its  angle  of  union  with  the  second  portion  of  the 
duodenum.  Here  Bruenner's  glands  are  analogous 
to,  if  not  identical  with,  those  in  the  pylorus  and 
have  an  acid  secretion  which  is  concerned  in  the 
principal  pathologic  lesion  of  this  portion  of  the  duo- 
denum, i.e.,  ulcer.  The  pathology  of  the  rest  of  the 
duodenum  is  different  because  of  its  different  char- 
acteristics. 

If  it  is  remembered  that  the  kinks  are  found  espe- 
cially in  the  second  portion  of  the  duodenum,  that 
in  ptosis  of  the  pylorus  the  inner  end  of  the  first 
portion  of  the  duodenum  is  pulled  down,  that  the 
third  portion  of  the  duodenum  is  frequently  sub- 
ject to  spasm  and  stenosis,  and  that  the  majority  of 
the  patients  examined  for  this  condition  are  afi"ected 


with  ptosis,  the  development  of  periduodenal  lesions 
is  easy  to  understand.  The  causes  are  me  hanical 
and  physiological.  Mechanically  the  kinks  are 
formed  where  the  traction  is  strongest.  They  occur 
at  the  union  of  the  first  and  second  portions  of  the 
duodenum  because  of  traction  on  the  pyloric  end, 
and  at  the  middle  or  lower  part  of  the  second  por- 
tion of  the  duodenum,  just  about  the  mesenteric 
.  insertion,  because  of  ptosis  of  the  colon.  They  are 
found  also  at  other  points  where  traction  may  be 
exerted. 

In  the  beginning  the  kinks  are  mobile  and  reduc- 
ible, but  owing  to  the  constant  irritation,  thicken- 
ings and  adhesions  develop  which  ultimately  render 
them  irreducible  and  give  rise  to  duodenal  stasis. 

The  differential  diagnosis  of  periduodenitis  from 
duodenal  ulcer  must  depend  principally  on  radios- 
copy. Although  a  juxtapyloric  ulcer  deforms  the 
duodenum  only  slightly,  ulcers  in  other  portions  of 
the  duodenum  give  rise  to  more  or  less  extensive 
deformities.  Duodenal  ptosis  also  favors  the  forma- 
tion of  ulcers.  Hence  the  diagnosis  is  difficult  and 
screen  examinations  and  interpretations  must  be 
repeated  and  carefully  controlled. 

W.  A.  Brennan. 

Taylor,  G.:  Prophylactic  or  Temporary  Caecos- 
tomy  in  Resection  of  the  Distal  Portion  of 
the  Colon  for  Non-Obstructive  Conditions. 

J.  Roy.  Army  Med.  Corps,  Lond.,  1920,  xxxiv,  60. 

The  author  reports  upon  and  recommends 
temporary  cascostomy  in  cases  in  which  resection 
of  the  colon  is  intended. 

In  cases  of  carcinoma  without  obstruction  caecos- 
tomy  acts  as  a  vent  for  the  gases  and  prevents 
strain  at  or  near  the  suture  line.  If  the  caecum  is 
simply  anchored  to  the  peritoneum,  the  opening 
closes  readily  enough  when  allowed  to  do  so, 
especially  if  the  drainage  tubes  are  inserted  after 
the  method  of  a  Senn  gastrostomy. 

In  excision  of  the  distal  colon  following  such  in- 
juries as  gunshot  wounds,  caecostomy  is  an  admirable 
addition  for  safety  to  the  original  operation.  It 
is  done  at  the  end  of  the  operation  through  a 
gridiron  incision. 

The  detailed  reports  are  given  of  four  cases  in 
two  of  which  portions  of  the  small  intestine  as  well 
as  of  the  large  intestine  were  resected. 

Stiles  of  Edinburgh  is  given  credit  for  originating 
the  procedure  discussed.  T.  W.  Chase. 

Lockhart-Mummery,  P. :  Resection  of  the  Rectum 
for  Cancer.    Lancet,  1920,  cxcviii,  20. 

Lockhart-Mummery's  technique  reduces  shock 
and  sepsis,  the  two  most  important  sequelae  of  opera- 
tion for  rectal  neoplasms,  to  a  minimum.  During 
the  last  four  years  the  author  has  removed  the 
rectum  for  carcinoma  in  65  cases  wath  only  5  deaths. 
His  operation  is  absolutely  aseptic.  Primary  union 
was  obtained  in  a  number  of  cases  and  more  fre- 
quently in  women  than  in  men.  In  women  the 
pelvic  organs  readily  fall  backward  and  obliterate 
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the  rectal  cavity  which  otherwise  would  heal  by 
granulation. 

Gas  and  oxygen,  or  twilight  sleep  combined  with 
local  or  spinal  anaesthesia,  was  used  in  all  cases  to 
prevent  postoperative  shock  and  vomiting.  Vomit- 
ing is  particularly  undesirable  as  it  tends  to  break 
down  the  newly  formed  peritoneal  floor  and  to  start 
secondary  haemorrhage.  The  operation  is  carried 
out  .most  satisfactorily  in  cases  in  which  the  growth 
is  situated  at  the  anus  or  in  the  rectum  proper  as 
the  risk  is  increased  by  fixation  to  important 
structures. 

The  operation  is  done  in  tWo  stages.  The  first 
stage  consists  of  a  colotomy  performed  through  the 
left  rectus  muscle.  Two  days  later  this  is  opened 
and  the  lower  bowel  is  irrigated.  The  second  opera- 
tion is  done  eight  or  ten  days  later.  The  anus  is 
sealed  tightly  before  the  operating  field  is  prepared 
and  in  male  patients  a  urethral  catheter  is  tied  in 
place  as  a  guide.  The  rectum  is  then  carefully  freed 
in  the  front  from  the  perineum  upward.  When  the 
peritoneum  is  reached  it  is  opened  in  front  of  the 
rectum.  The  bowel  is  divided  between  clamps  with 
the  cautery  and  the  end  is  invaginated.  In  most 
cases  no  drainage  was  used  but  when  it  was  em- 
ployed it  was  removed  in  thirty-six  hours. 

The  operation  as  carried  out  by  the  author  is 
generally  performed  in  thirty-five  or  forty  minutes. 
In  several  cases  it  was  necessary  to  remove  the 
posterior  vaginal  wall  and  in  two  cases  the  greater 
part  of  the  prostate. 

No  change  in  the  usual  diet  is  made,  an  ordinary 
meal  of  solid  food  being  given  as  soon  as  the  patient 
desires  it.  The  postoperative  results  were  very 
satisfactory.  Out  of  a  total  of  17  patients  whose 
wage-earning  ability  was  investigated,  12  had 
returned  to  work  within  one  year  after  operation. 

A.  J.  Scroll. 

LIVER,  GALL-BLADDER,  PANCREAS, 
AND.  SPLEEN 

Sauve,  L.:  Five  Cases  in  Which  Projectiles  Were 
Extracted  from  the  Liver  (Cinq  observations 
d'extraction  de  projectiles  intrah6patiques) .  Bull, 
et  mem.  Soc.  de  chir.  de  Par.,  1919,  xlv,  1461. 

In  only  one  of  the  cases  reported  was  the  pro- 
jectile removed  immediately  after  the  injury.  In 
the  other  four  it  had  remained  in  the  liver  for  from 
ten  to  twenty-three  months.  In  all  cases  the  extrac- 
tion was  done  under  the  control  of  the  radioscopic 
screen.  In  only  one  instance  was  the  operation 
indicated  by  the  symptoms  of  secondary  infection; 
in  the  others  the  indication  was  furnished  by  the 
pain  caused  by  the  projectile.  In  one  case  the 
extraction  was  done  by  the  lumbar  route;  in  the 
others,  by  laparotomy.  The  incision  in  the  liver 
varied  from  i  to  3  cm.  in  length  according  to  the 
size  of  the  projectile.  The  projectile  was  removed 
with  the  forceps.  In  no  case  was  there  any  extensive 
haemorrhage,  but  in  one  instance  a  pyopneumothorax 
developed  following  the  operation. 


Sauve  believes  that  it  is  no  more  difficult  or 
dangerous  to  remove  projectiles  from  the  liver  than 
to  extract  them  from  any  other  organ  and  that  the 
liver  is  not  any  more  able  to  stand  their  presence 
than  any  other  organ.  Such  removal  is  indicated 
when  the  projectiles  are  large  and  cause  persistent 
pain.  The  possibility  of  infection  is  alone  an  indica- 
tion. If  the  projectile  is  small,  however,  or  if  it  is 
centrally  situated  within  the  liver,  it  is  best  to 
leave  it  in  situ  as  the  operative  risk  in  such  cases 
outweighs  the  benefit  which  might  be  gained  by 
surgery.  W.  A.  Brenna.v. 

Reid,  M.  R.,  and  Montgomery,  J.  C:  Acute 
Cholecystitis  in  Children  as  a  Complication 
of  Typhoid  Fever.  Bull.  Johns  Hopkins  Hasp., 
1920,  xxxi,  7. 

The  authors  collected  18  cases  of  typhoid  fever 
in  children  under  the  age  of  15  who  either  died  from, 
or  were  operated  upon  for,  complications  arising 
in  the  gall-bladder.  In  one  case  of  the  series  the 
acute  cholecystitis  did  not  develop  until  eight 
months  after  recovery  from  the  disease;  in  all  the 
others,  the  complications  came  on  during  the  course 
of  the  condition.  Eight  patients  who  died  were  not 
operated  upon.  All  of  these  cases  were  reported 
prior  to  the  year  1893.  Since  that  time  10  cases 
treated  surgically  have  been  reported.  There  was 
one  death,  a  mortality  of  10  per  cent. 

The  records  of  the  earliest  cases  were  not  supported 
by  bacteriological  studies.  In  recent  years,  how- 
ever, cultures  of  the  gall-bladder  were  usually 
made  at  the  time  of  operation.  In  this  connection 
the  leucocyte  count  was  of  interest.  When  the 
cultures  showed  a  pure  culture  of  the  typhoid 
bacillus  the  count  was  relatively  low,  usually  about 
10,000.  In  one  case  in  which  cultures  were  not 
made  there  was  a  leucocyte  count  of  33,000,  and  in 
another  case,  which  showed  an  organism  not  defin- 
itely identified,  the  count  was  21,000. 

In  1907  Thomas  collected  from  the  literature  154 
cases  of  typhoid  fever  complicated  by  cholecystitis. 
Perforation  of  the  gall-bladder  occurred  in  39  of 
these.  Twenty-eight  of  the  patients  were  not 
operated  upon  and  died.  Among  11  who  were 
treated  surgically  the  mortality  was  54.6  per  cent. 
In  1908  Ashhurst  collected  21  cases  of  acute  cholecys- 
titis in  which  an  operation  was  performed  during 
the  course  of  typhoid  fever.  Eight  of  the  patients 
recovered.  In  191 6  Price  collected  8  other  opera- 
tive cases  and  added  one  of  his  own,  bringing  the 
total  number  up  to  30  cases.  In  Price's  9  collected 
cases  there  was  only  one  death  and  this  was  due  to 
intestinal  perforation  two  weeks  after  the  operation 
on  the  gall-bladder.  In  the  surgical  clinic  of  the 
Johns  Hopkins  Hospital  the  results  were  good.  The 
6  children  treated  surgically,  whose  cases  are 
reported  in  this  paper,  all  recovered.  The  good 
results  in  recent  years  the  authors  attribute  mainly 
to  the  fact  that  the  operations  were  performed 
before  rupture  of  the  gall-bladder  and  partly  also 
to  the  fact  that  the  surgical  treatment  is  better. 
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The  authors  emphasize  the  importance  of  differ- 
entiating between  gall-bladder  complications  that 
do  and  those  that  do  not  require  surgical  treatment. 
Slight  pain  and  tenderness  in  the  region  of  the  gall- 
bladder associated  with  a  slight  degree  of  spasticity 
of  the  right  rectus  muscle  were  not  very  unusual 
during  the  course  of  typhoid  fever  and  the  vast 
majority  of  these  patients  got  well.  Operating  on 
typhoid  fever  patients  for  minor  symptoms  of 
cholecystitis  is  only  slightly  less  justifiable  than 
operating  upon  all  patients  who  have  pain  in  order 
to  prevent  intestinal  perforation.  Nevertheless 
the  low  operative  mortality  justifies  operation  when 
there  is  grave  doubt  as  to  the  nature  of  the  condition 
of  the  gall-bladder.  Acute  suppurative  typhoidal 
cholecystitis  should  receive  immediate  surgical 
treatment  for  in  such  cases  rupture  of  the  gall- 
bladder may  occur  and  thus  greatly  lessen  the 
chances  for  recovery.  In  the  authors'  opinion  the 
treatment  of  choice  is  cholecystectomy. 

G.  E.  Beilby. 

Giffin,  H.  Z. :  Tuberculosis  of  the  Spleen.  Med.  Clin. 
N.  Am.,  1919,  iii,  765. 

The  history  and  the  findings  in  a  case  of  primary 
tuberculosis  of  the  spleen  presented  in  this  article 
seemed  to  indicate  that  this  disease  may  produce 
an  anaemia  of  the  hasmolytic  type  and  that  splenec- 
tomy may  result  in  a  complete  cure. 

The  patient  was  a  girl,  aged  16,  who  had  com- 
plained of  weakness,  dyspnoea,  pallor,  and  pain  in 
the  splenic  region.  Her  history  did  not  indicate  the 
presence  of  primary  tuberculosis.  The  blood  picture 
was  as  follows:  haemoglobin,  50  per  cent;  erythro- 
cytes 2,940,000;  color  index,  0.8;  leucocytes,  6,800; 
polynuclear  neutrophiles,  71.7  per  cent;  small 
lymphocytes,  18.7  per  cent;  large  lymphocytes,  7.3 
per  cent;  eosinophiles,  2.3  per  cent;  basophiles,  o; 
normoblasts,  i;  anisocytosis  moderate;  poikilo- 
cytosis  slight;  and  polychromatophilia  slight. 

The  duodenal  contents  showed  a  total  of  6,000 
units  of  urobilin  and  urobilinogen  (modified  Schnei- 
der method).  There  was  no  increased  fragility  of 
the  red  cells.  Splenectomy  was  performed  on 
March  15,  1916.  The  spleen  weighed  508  gm.  A 
tuberculous  splenitis  and  perisplenitis  were  present. 
The  tuberculosis  seemed  to  be  confined  to  the 
splenic  area  as  the  pelvic  organs  were  normal. 
Rapid  improvement  followed  the  operation  and  the 
patient's  general  condition  was  very  good  three 
years  and  three  months  afterward. 

Three  other  cases  of  tuberculosis  of  the  spleen  are 
reported  to  show  the  association  of  tuberculosis  of 
the  spleen  with  the  clinical  manifestations  of 
haemolytic  jaundice,  acute  aplastic  anaemia,  and 
myelogenous  leukaemia.  In  the  case  which  simulated 
acute  aplastic  anaemia  it  is  possible  that  the  tuber- 
culosis may  have  had  some  etiological  relationship 
to  the  development  of  the  anaemia.  In  the  other 
two  instances  it  was  probably  only  coexistent. 

From  his  review  of  the  literature  and  his  own 
experience  the  author  concludes  as  follows: 


1.  Splenectomy  is  indicated  in  cases  of  more  or 
less  definitely  localized  tuberculosis  of  the  spleen. 

2.  From  the  standpoint  of  diagnosis,  tuberculous 
splenitis  should  be  considered  in  every  case  of 
marked  splenomegaly  in  which  the  findings  are  not 
clearly  those  of  some  other  disease.  Primary  tuber- 
culosis of  the  spleen  may  simulate  pernicious 
anaemia.  The  coincident  association  of  tuber- 
culosis with  diseases  of  the  spleen  and  blood  will 
explain  a  certain  small  percentage  of  atypical  cases. 

MISCELLANEOUS 

Hazen,  R.:  Rational  Surgery  of  Visceroptosis  by 
the  Correction  of  Malfusion.  /.  Am.  M.  Ass., 
1919,  Ixxiii,  1753. 

The  author  reports  116  cases  of  visceroptosis 
which  failed  to  respond  in  satisfactory  degree  to 
fattening  and  treatment  with  belts,  posture,  .and 
calisthenics. 

Under  the  term  "malfusion"  Hazen  discusses  the 
embryology  of  this  condition  and  claims  that  the 
congenital  type  of  visceroptosis  was  found  in  96  per 
cent  of  the  cases  reported.  Malfusion  constitutes 
the  fundamental  pathology  of  visceroptosis.  The 
prevailing  operations  of  suspension,  plication, 
colectomy,  etc.  are  not  universally  accepted  as  they 
do  not  strike  at  the  source.  They  do  not  correct  the 
malfusion  nor  do  they  restore  the  static  equilibrium 
of  the  abdominal  viscera.  Hypofusion  or  laxity  of 
attachment  permits  prolapse  of  the  colon  which 
results  in  abnormalities  in  the  position  and  relations 
of  the  viscera.  In  89  per  cent  of  this  class  of  cases 
the  hepatic  flexure  is  ptosed  and  fixation  of  this 
structure,  the  chief  purpose  of  operation,  constitutes 
the  key  to  the  situation. 

The  hepatic  flexure  coming  out  from  beneath  the 
liver  produces  a  vacancy  in  the  upper  abdomen.  The 
liver  rotates  inward  to  occupy  this  space  and  the 
costal  margins  collapse.  The  inward  rotation  of  the 
liver  carries  with  jit  the  pyloric  end  of  the  stomach 
which  then  assumes  a  position  near  the  median  line 
at  a  much  lower  level  than  before.  This  change  con- 
stitutes a  ptosis  of  the  stomach  with  its  axis  nearly 
vertical. 

Hyperfusions  are  localized  adhesion  formations 
usually  having  their  origin  in  certain  vestigial  em- 
bryonic membranes.  Fibrous  hypertrophy,  and 
later  contraction,  may  occur  as  a  result  of  the  inter- 
mittent traction  of  ^  loose  segment  of  the  bowel. 
These  formations  will  then  produce  constrictions 
and  angulations  of  the  colon  and  traction  strains  at 
both  ends  of  their  attachment. 

Rational  surgery  is  a  constructive  procedure  as 
the  patient  with  ptosis  is  virtually  rebuilt  after  the 
pattern  of  the  normal.  The  principles  involved  are 
primarily  the  replacement  and  retention  of  the  colon 
by  fusion  produced  at  the  back  of  the  bowel  where  it 
should  have  occurred  originally. 

The  abdomen  having  been  opened  in  the  median 
line,  the  colon  is  lifted  out  and  palpated  from  the 
caecum,  particular  attention  being  given  to  its  at- 
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tachments  in  the  renal,  hepatic,  pyloric,  and  splen- 
ic regions.    All  adhesive  glands  are  divided. 

The  mesocolon  is  plicated,  the  plication  being 
begun  at  the  caecum.  The  sutures  are  introduced 
into  the  bowel  wall  and  deep  bites  are  taken  in  the 
iliac  and  lumbar  fascia  of  the  wall  of  the  flank,  'ihc 
capsule  of  the  kidney  is  included  in  the  stitch  coming 
from  the  beginning  of  the  hepatic  flexure.  These 
sutures  are  tightened  and  the  bowel  is  drawn  and 
firmly  and  evenly  attached  to  the  flank  in  its  normal 
position. 

In  order  to  insure  an  easy  forward  and  inward 
curve  to  the  hepatic  flexure,  a  suture  is  inserted  in 
the  edge  of  the  gastrocolic  omentum  and  then  in 
the  lateral  abdominal  wall  just  beneath  the  liver. 

Any  slackness  in  the  transverse  colon  is  taken 
up  either  by  plication  of  its  mesocolon  or  suspension 
by  the  hammock  operation  of  Coffee. 

If  the  transverse  colon  is  much  elongated  and 
there  is  obliteration  of  its  sacculations,  fine  silk 
sutures  may  be  inserted  at  intervals  in  the  longitud- 
inal muscle  band  in  such  a  manner  that  when  they 
are  tied  this  band  will  be  shortened  2  in.  with  each 
stitch  and  the  sacculations  will  be  re-formed. 

Ptosis  of  the  kidney  may  be  repaired  by  taking  a 
deep  suture  backward  through -the  peritoneum  close 
to  the  inner  side  of  the  lower  pole  of  the  kidney  and 
down  to  and  including  the  lumbar  fascia,  then  com- 
ing outward  and  forward  close  to  the  outer  side  of 
the  lower  pole  and  emerging  from  the  peritoneum. 
When  this  suture  is  tied,  the  opening  in  the  capsule 
of  the  kidney  is  obliterated.  The  kidney  is  replaced 
before  the  suture  is  tied  and  the  strands  of  the 
nephrocolic  ligament  of  Longyear  are  secured  to  the 
lumbar  fascia.  H.  A.  McKnight. 

Deaver,  J.  B.:   The  Acute  Abdomen.    Surg.,  Gynec. 
b°  Obst.,  1920,  XXX,  30. 

The  majority  of  acute  abdominal  conditions  are 
the  result  of  antecedent  chronic  disease,  and  if  this 
chronic  disease  had  been  recognized  and  properly 
treated  it  is  probable  that  the  acute  attack  would 
have  been  avoided.  Such  treatment  would  there- 
fore help  to  reduce  the  incidence  of  the  acute 
abdomen  and  in  large  measure  would  decrease  the 
unnecessarily  high  mortality. 

Untimely  and  unsuitable  operations  are  also 
responsible  for  many  fatalities  in  acute  abdominal 
disease.  Prominent  among  such  operations  are 
those  done  for  acute  postoperative  gastric  dilatation, 
acute  gastro-enteritis  simulating  appendicitis,  pneu- 
monia, diaphragmatic  pleurisy  with  rigidity  of  the 
upper  abdomen  and  referred  abdominal  pain,  and 
the  gastric  crises  of  tabes. 

On  the  whole,  however,  the  greater  toll  of  lives  is 
exacted  by  delay  in  the  operative  treatment.  This 
can  be  remedied  primarily  by  diagnosing  the  condi- 
tion promptly.  During  the  period  between  the 
onset  of  the  attack  and  the  operation  it  is  important 
to  avoid  the  pernicious  practice  of  administering 
purgatives  and  morphia.  Propaganda  against  these 
procedures  is  the  duty  of  the  profession. 


The  proper  time  to  operate  depends  upon  ex- 
perience in  similar  cases  and  the  proper  inter- 
pretation of  the  history  of  the  case  and  the  clinical 
examination.  While  in  obstructive  conditions  with 
evidence  of  ha*morrhage  into  the  abdominal  cavity 
and  perforation  into  the  peritoneal  cavity  delay  is 
inadvisable  and  futile,  in  acute  inflammatory  con- 
ditions involving  the  peritoneum  the  nicest  dis- 
crimination is  required.  If  the  case  is  seen  early, 
the  peritonitis  can  be  prevented  only  by  prompt 
operation,  but  if  the  peritonitis  is  established  and 
diffused,  especially  in  the  successfully  Cr)  purged 
case,  there  are  few,  if  any,  surgeons  who  can  operate 
with  success. 

The  type  of  peritonitis  depends  on  the  virulence 
of  the  exciting  organism,  the  duration  of  the  attack, 
and  the  patient's  resistance.  In  early  perforation  it 
is  mild  and  later  becomes  circumscribed.  In  non- 
perforative  conditions  of  the  upper  as  well  as  of  the 
lower  abdomen,  it  is  at  first  circumscribed  and 
later  diffuse.  Diffuse  peritonitis  demands  primarily 
physiological  and  anatomical  rest.  In  cases  of 
circumscribing,  circumscribed,  or  localized  peritoni- 
tis in  which  the  origin  of  the  peritoneal  inflammation 
is  known,  operation  with  the  proper  technique  is 
comparatively  safe,  especially  if  free  use  is  made  of 
gauze  pads  and  large  gauze  sponges  for  the  protec- 
tion of  the  surrounding  peritoneum. 

In  considering  the  advisability  of  operation  it  is 
well  to  remember  that  all  perforative  inflammations 
tend  to  generalize.  Appendiceal,  cholecystic,  and 
pelvic  inflammations,  on  the  other  hand,  have  a 
strong  tendency  to  localize,  and  generalization  in 
these  cases  is  usually  the  result  of  improper  treat- 
ment. 

The  use  of  laboratory  methods  often  so  valuable 
in  arriving  at  a  diagnosis  in  chronic  disease  of  the 
abdomen  is  not  always  either  feasible  or  applicable 
in  acute  disease.  The  exception  is  probably  the 
blood  count,  that  is,  the  complete  count,  but  even 
this  is  not  reliable  in  every  case.  That  increased 
leucocytosis  does  not  always  indicate  the  presence 
of  pus  has  often  been  proved  at  the  operating  table, 
and  therefore  the  blood  count  is  useful  as  an  aid  to, 
but  not  as  a  substitute  for,  clinical  experience.  To 
the  experienced  surgeon  a  more  reliable  indication 
is  the  elicitation  of  exquisite  tenderness  to  the 
touch  at  or  near  the  site  of  the  lesion. 

Monsarrat,  K.  W.:     Remarks  on  Some  Clinical 
Types  of  Tuberculosis.  Brit.  M.  J.,  1920,  i,  5. 

Tuberculous  peritonitis  associated  with  massive 
exudation  is  favorably  influenced  by  simple  evacua- 
tion of  the  fluid.  At  the  same  time  if  the  primary 
focus  of  the  visceral  disease  is  found,  it  may  be 
removed.  It  is  probable  that  in  most  cases  the 
widespread  exudative  type  of  peritoneal  infection  is 
primarily  a  blood-borne  serous  infection. 

The  lower  end  of  the  ileum  is  probably  the  com- 
monest site  of  tuberculous  disease  of  the  alimentary 
tract.  Necrosis  and  ulceration  of  the  mucous  mem- 
brane are  followed  later  by  local  tuberculous  peri- 
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tonitis  resulting  in  a  matting  together  of  the  bowel 
surfaces  which  may  be  revealed  first  by  obstruction. 
Acute  perforation  is  rare.  This  type  the  author 
considers  as  localized. 

The  next  most  common  site  of  bowel  tuberculosis 
is  the  caecum.  The  ca;cal  wall  becomes  thickened 
and  infiltrated,  stenosis  results,  and  massive  tumors 
are  formed.  The  author  believes  this  form  of  the 
disease  may  occur  also  in  the  sigmoid. 

The  mesenteric  glands  may  develop  tuberculous 
disease.  The  condition  may  be  widespread  or  local. 
A  favorite  site  is  the  mesenteric  angle  between  the 
c«cum  and  the  ileum.  The  symptoms  of  this  form 
suggest  chronic  appendicitis— sharp  darting  abdom- 
inal pain  at  long  intervals  associated  with  definite 
and  localized  tenderness  about  the  caecum. 

The  conclusions  drawn  with  regard  to  surgical 
treatment  are  as  follows: 

1.  When  tuberculous  disease,  either  of  the  ileum 
or  the  large  bowel,  is  associated  with  definite  in- 
testinal obstruction,  operation  is  always  necessary, 
and  the  choice  lies  between  exclusion  by  anastomosis 
and  excision.  If  the  obstruction  is  acute,  exclusion 
by  anastomosis  is  to  be  preferred;  if  the  obstruction 
is  subacute,  the  exact  local  condition  must  decide. 
When  the  mass  is  easily  isolated  it  is  best  to 
remove  it. 

2.  When  such  tuberculous  bowel  lesions  are  not 
associated  with  obstruction  or  when  the  obstruc- 


tion is  chronic  and  nray  be  relieved  by  an  aperient, 
the  advisability  of  operation  will  depend  upon 
whether  the  bowel  disease  is  or  is  not  the  sole 
demonstrable  lesion  in  the  body.  If  the  lung  also 
is  affected  it  will  probably  be  wiser  to  decide  against 
operation. 

3.  In  disease  of  the  rectum  it  is  not  probable 
that  a  remedy  is  to  be  found  in  the  establishment 
of  an  artificial  anus.  This  has  been  recommended 
and  practised  on  the  ground  that  keeping  the  rectum 
empty  affords  a  better  prospect  of  resistance  and 
recovery.  In  one  instance,  however,  this  procedure 
added  to  the  patient's  discomfort  without  obviously 
benefiting  the  rectal  condition.  Before  recommend- 
ing this  method  of  treatment  we  should  require 
evidence  that  cure  of  the  rectal  disease  can  really 
be  anticipated  in  a  fair  proportion  of  cases.  When 
the  rectum  is  affected  above  the  peritoneal  reflec- 
tion and  there  is  abscess,  evacuation  of  the  abscess 
by  the  intraperitoneal  route  is  to  be  recommended. 
Except  for  the  treatment  of  this  complication,  how- 
ever, operation  has  no  service  to  offer. 

4.  In  selected  cases  operation  gives  good  results 
in  limited  tuberculous  disease  of  the  mesenteric 
glands.  According  to  the  extent  and  the  stage  of 
the  disease  focus  the  surgical  treatment  will  take  the 
form  of  enucleation  or  of  excision  of  the  mesentery 
involved  and  the  associated  bowel. 

J.  A.  H.  Magoun,  Je 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Tassone,  U.:  Bone  Complications  Due  to  the 
Eberth  Bacillus  Following  Typhoid  (Compli- 
canze  ossee  post-tifiche  da  bacillo  de  Eberth). 
Policlin.,  Roma,  1919,  xxvi,  sez.  chir.,  273. 

The  Eberth  bacillus  may  invade  not  only  the 
intestine,  lung,  brain,  and  other  organs,  but  even 
tissues  which  because  of  their  resistance  and  their 
distance  from  the  focus  of  infection,  might  be  con- 
sidered immune.  In  90  cases  of  bone  suppuration 
Lannellongue  found  the  Eberth  bacillus  in  4. 

Age  is  a  factor  in  infections  following  typhoid. 
While  the  maximum  frequency  of  other  similar 
infections  is  reached  between  the  twentieth  and 
thirtieth  years,  bone  complications  are  more  fre- 
quent .between  the  ages  of  eleven  and  twenty. 
Some  attribute  this  fact  to  a  state  of  functional 
hyperactivity  in  early  life.  Traumatism  during 
convalescence  may  also  be  a  factor  of  some  im- 
portance. 

According  to  the  intensity  of  the  process,  bone 
complications  following  typhoid  fever  may  be 
divided  into  four  classes:  (i)  those  characterized 
by  rheumatoid  pains  and  spontaneous  resolution; 
(2)  acute  osteoperiostitis  giving  rise  to  general  and 
local  phenomena  (severe  cases  may  end  in  osteo- 


myelitis and  necrosis);  (3)  a  chronic  suppurative 
condition;  and  (4)  a  chronic  non-suppurative  con- 
dition with  a  tendency  to  the  formation  of  exos- 
toses. 

The  first  type  is  not  serious,  and  after  incision 
and  evacuation  of  the  pus  the  acute  suppurative 
type  also  has  a  good  prognosis.  In  the  chronic  sup- 
purative form  the  prognosis  is  doubtful,  while  in 
the  chronic  type  characterized  by  the  formation  of 
exostoses  it  is  grave  as  often  the  whole  limb  or  both 
limbs  are  involved  and  there  may  be  atrophy  of  the 
muscles  with  deformity. 

The  author  reports  the  case  of  a  man  23  years  of 
age  who,  about  two  months  after  an  attack  of 
typhoid,  had  sharp  pains  all  over  his  body.  Gradu- 
ally these  pains  concentrated  in  the  left  foot  which 
became  swollen.  A  large  quantity  of  pus  was 
evacuated  by  an  incision  made  behind  the  left 
tibial  malleolus.  The  swelling  spread  to  the  whole 
leg  and  knee,  however,  and  a  month  later  another 
large  quantity  of  pus  was  drained  from  an  opening 
in  the  malleolar  region.  After  several  months  the 
condition  resulted  in  immobilization  of  the  knee 
and  some  atrophy  of  the  muscles  of  the  thigh. 
Recovery  followed  an  operation  in  which  the  bone 
exostoses  were  removed.  The  Eberth  bacillus  was 
discovered  constantly  and  repeatedly  in  the  pus 
and  cultures.  W.  A.  Brennan. 
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Bland-Sutton,  J.,  and  others:  Discussion  on 
Secondary  Deposits  in  Bone  Mistaken  for 
Primary  Tumors.  Proc.  Roy.  Soc.  Med.,  Lond., 
1919,  xiii,  Sect.  Surg.,  i. 

In  discussing  the  subject  of  secondary  deposits 
in  bone  mistaken  for  primary  tumors  before  the 
Royal  Society  of  Medicine,  London,  Bland-Sutton 
called  attention  to  the  fact  that  a  secondary  carci- 
noma growing  in  an  organ  not  easily  accessible  to 
putrefactive  micro-organisms  may  become  very 
large  before  attracting  attention.  This  phenomenon 
has  been  observed  particularly  in  connection  with 
the  ovary.  Large  solid  and  semisolid  ovarian 
tumors  have  been  removed  under  the  impression 
that  they  were  primary.  The  histology  of  such 
tumors  has  proved  that  the  primary  tumors  arose 
in  the  breast,  gall-bladder,  or  gastro-intestinal 
tract,  and  the  subsequent  history  of  such  patients 
has  confirmed  the  histologic  findings.  The  same 
is  true  of  bones.  Portions  of  long  bones  have  been 
removed  and  limbs  have  been  amputated  for  tumors 
regarded  as  primary,  but  histologic  examination 
showed  that  the  tumor-tissue  contained  epithelial 
elements  and  it  has  been  established  that  epithelial 
tumors  do  not  arise  primarily  in  bone. 

In  recent  years  some  remarkable  bone  tumors 
have  been  removed  from  bones  which,  when  ex- 
amined, were  found  to  resemble  the  zona  fasciculata 
of  the  adrenal.  Subsequently  a  tumor  of  similar 
structure  was  found  in  the  kidney  or  adrenal. 

The  purpose  of  this  discussion  was  to  collect 
evidence  concerning  these  tumors.  Bland-Sutton 
reported  the  case  of  a  doctor,  aged  45,  who  had  a 
swelling  in  the  lower  part  of  the  right  humerus. 
Clinically  it  resembled  a  myeloma  and  was  excised 
in  the  belief  that  it  was  a  myeloma.  Two  years 
later  it  recurred  in  the  stump  of  the  bone  and  was 
again  excised  with  2  in.  of  the  humeral  shaft.  The 
patient  remained  well  for  five  years  and  then  died 
suddenly.  At  autopsy  a  tumor  was  found  in  each 
adrenal  and  in  the  right  kidney.  The  tumors  in  the 
humerus,  in  the  adrenals,  and  in  the  kidney  were  so 
destroyed  by  extravasation  of  blood  that  the  struc- 
ture of  the  growths  could  not  be  satisfactorily  deter- 
mined, but  a  solid  secondary  nodule  in  the  heart,  the 
shape  and  size  of  a  nut,  showed  the  characteristic 
structure  of  the  zona  fasciculata  of  the  adrenal.  The 
author  regarded  this  as  an  example  of  the  dis- 
semination of  an  adrenal  tumor,  but  Dunn  who 
examined  the  specimens  believed  that  the  primary 
tumor  arose  in  the  kidney  and  was  a  hypernephroma. 

The  case  illustrates  that  cancer  per  se  is  an  ex- 
tremely chronic  disease  until  it  becomes  septic; 
then  misery  attends  until  life  is  extinguished  by  a 
terminal  infection. 

Low  reported  the  case  of  man,  aged  55,  who  was 
admitted  to  the  hospital  December  11, 1913,  for  a 
lump  on  the  right  clavicle.  Eight  weeks  before 
admission  he  "ricked"  his  shoulder  while  practicing 
physical  exercises.  In  order  to  ease  the  slight  pain 
which  followed  he  rubbed  the  shoulder  with  lini- 
ment, and  it  was  while  so  doing  about  a  fortnight 


after  the  accident  that  he  first  noticed  the  lump. 
The  lump  was  not  painful  and  caused  little  incon- 
venience. There  was  a  hard,  somewhat  lobulated 
swelling  on  the  right  clavicle  at  the  juncture  of  the 
outer  and  middle  third.  It  was  not  attached  to  the 
skin  and  appeared  to  embrace  the  shaft  of  the  bone. 
X-ray  examination  showed  that  there  had  been  a 
fracture  and  that  the  broken  ends  of  the  bone, 
which  slightly  overlapped,  were  enveloped  in  a 
mass  of  "growth."  Although  a  Wassermann  re- 
action was  negative,  antisyphilis  treatment  was 
adopted  for  a  short  time  and  at  first  seemed  to  be 
of  some  benefit. 

On  January  6,  1914.  the  tumor  was  exposed  and 
found  to  be  a  definite  bony  swelling  of  the  clavicle. 
There  was  no  evidence  of  a  growth  on  the  surface. 
When  the  compact  tissue  was  cut  through  a  cavity 
containing  yellowish  material,  not  at  all  unlike  what 
would  be  expected  in  a  gumma,  was  exposed.  This 
was  contained  in  a  smooth-walled  cavity  in  the  bone 
from  which,  however,  the  bleeding  was  profuse  and 
could  be  stopped  only  by  filling  the  entire  cavity 
with  wax.  On  section  the  growth  proved  to  be  a 
carcinoma.  As  there  was  no  definite  evidence  of  a 
primary  growth,  the  clavicle  was  removed.  The 
patient  made  an  uneventful  recovery.  Death 
occurred  three  or  four  years  later,  but  the  author 
was  unable  to  learn  the  particulars. 

Nitch  reported  two  cases  which  are  examples  of 
errors  in  diagnosis  resulting  from  the  absence  of 
symptoms  which  wovdd  have  led  to  a  recognition  of 
the  primary  growth. 

The  first  patient  was  a  man,  aged  52,  with  a  swell- 
ing of  two  years'  duration  below  the  right  elbow. 
This  caused  severe  pain  and  rapidly  increased  in 
size.  Immediately  below  the  olecranon  process 
was  a  soft,  fluctuating,  fusiform  swelling,  3  in. 
long  and  2  in.  wide,  involving  the  upper  third  of 
the  ulna  and  invading  the  elbow  joint.  X-ray 
examination  showed  destruction  of  the  coronoid 
process  and  practically  the  whole  of  the  upper  third 
of  the  ulna,  only  a  thin  shell  of  bone  being  left  over 
the  back  of  the  tumor. 

When  an  incision  was  made  into  the  swelling  it 
was  found  to  be  a  soft,  highly  vascular,  plum- 
colored  growth  studded  with  sulphur-colored  nod- 
ules. Above,  it  was  encapsulated,  but  below,  it 
infiltrated  the  muscles.  It  was  widely  excised.  Tie 
microscopic  sections  were  described  as  typical  of 
carcinoma  of  the  adrenal  cortex.  The  abdomen 
was  then  examined  and  a  nodular  tumor  found  in 
the  right  loin.  Shortly  after  the  operation  a  soft 
pulsating  nodule  was  discovered  in  the  ninth  rib. 
The  growth  in  the  arm  recurred.  Until  three  weeks 
before  this  report  was  made,  when  the  patient  had 
a  severe  attack  of  haematuria,  there  had  been  no 
symptoms  suggestive  of  the  location  of  the  primary 
growth. 

The  second  case  was  that  of  a  female  with  a  large 
globular  swelling  of  the  upper  end  of  the  right 
humerus  and  another  in  the  body  of  the  left  scapula. 
These  were  thought  to  be  sarcomata  and  their  real 
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nature  was  not  recognized  until  after  microscopic 
examination  of  a  portion  of  the  tumor  removed  for 
the  purpose.  It  was  then  discovered  that  the 
growths  were  secondary  to  an  adrenal  carcinoma 
which  up  to  that  time  had  given  no  signs  of  its 
presence. 

Nicholson  reported  the  case  of  a  girl,  aged  19, 
who  was  operated  upon  for  a  soft  central  tumor  of 
the  lower  end  of  the  tibia.  On  microscopic  examina- 
tion it  presented  the  typical  structure  of  an  em- 
bryonic tumor  of  the  kidney.  No  abdominal  neo- 
plasm could  be  palpated.  Two  years  later  the 
patient  was  re-admitted  for  a  recurrence  in  the  tibia 
and  at  this  time  a  tumor  was  palpable  in  the  left 
kidney  region.  It  was  thought  to  be  a  renal  growth. 
No  further  operation  was  performed  and  the  patient 
was  not  seen  again. 

According  to  RoUeston,  a  squamous-cell  carcinoma 
rarely  produces  metastases  at  a  distance.  He 
reported  two  cases  of  curious  metastases: 

A  man  found  dead  in  the  street  had  a  nodule  of 
squamous-cell  carcinoma  in  the  apex  of  the  heart; 
there  was  no  other  growth  in  the  body,  but  the 
penis  had  been  amputated  presumably  because  of 
a  squamous-cell  carcinoma. 

The  second  case  was  that  of  a  man  whose  right 
arm  had  been  amputated  for  recurrent  squamous- 
cell  carcinoma.  Both  layers  of  the  pleura  on  the 
right  side  were  infiltrated  with  secondary  growths 
and  enclosed  a  cavity  containing  blood-stained 
fluid. 

The  author  is  interested  in  the  relative  tendency 
of  malignant  growths  of  the  adrenals  and  of  the 
so-called  renal  hypernephromata  (the  adrenal 
origin  of  which  is  now  much  in  doubt)  to  produce 
bony  metastases.  It  is  noteworthy  that  the  so- 
called  renal  hypernephromata  are  not  associated 
with  the  abnormal  sex  characters  seen  in  cases  of 
tumors  arising  from  the  adrenal  cortex,  and  it  would 
be  interesting  to  know  if  there  is  any  corresponding 
difference  as  regards  bony  metastases. 

Rowntree  reported  the  case  of  a  boy  who  was 
knocked  down  by  a  motor  car,  sustaining  an  injury 
to  his  head.  Shortly  afterward  a  tumor  of  the 
frontal  bone  developed  and  death  resulted.  The 
autopsy  revealed  the  presence  of  a  malignant 
growth  in  the  sigmoid  with  numerous  secondary 
deposits,  including  a  deposit  in  the  frontal  bone,  all 
of  identical  histologic  character.  The  coroner  found 
that  the  mass  on  the  head  was  secondary  to  a 
primary  growth  in  the  sigmoid  and  returned  a  ver- 
dict of  death  from  natural  causes. 

G.  W.  HOCHREIN. 

Evans,  W.  A.:    Multiple  Myeloma  of  Bones.     Am. 

J.  Roentgenol.,  1919,  n.  s.  vi,  646. 

Three  cases  of  multiple  myeloma  of  bones  are 
described  in  detail.  In  the  first,  in  which  the 
roentgen  examination  was  confined  to  the  pelvic 
structures,  the  plates  showed  a  malignant  new- 
growth  of  bone  origin,  and  according  to  the  patho- 
logic report  the  tumor  was  a  myeloma  of  the  plasma- 


cell  type.  In  t  he  second  case  the  growth  involved  the 
upper  end  of  the  humerus,  the  clavicle,  the  scapula 
and  the  ribs.  In  the  third,  the  roentgen  examination 
demonstrated  wide-spread  bone  lesions  and  the  con- 
dition was  diagnosed  as  carcinomatosis.  An  autopsy 
in  the  last  two  cases  showed  that  the  lesions  were 
confined  to  the  osseous  system  and  that  the  tumors 
were  soft  in  consistency  and  of  various  sizes.  On 
section,  it  was  found  that  the  new-growth  had 
replaced  the  marrow,  and  in  many  places  had  broken 
through  the  cortex,  appearing  externally  as  nodules. 
There  was  almost  complete  absence  of  calcium. 

The  etiological  factor  in  the  condition  has  not  been 
determined.  One  author  suggested  trauma  as  the 
cause,  but  presented  nothing  to  support  his  view. 
Others  believe  it  to  be  the  indirect  sequel  of  an 
infectious  process,  while  still  others  maintain  that 
it  is  due  to  nutritional  disorders. 

In  the  three  cases  here  reported  the  symptoms 
were  similar.  There  were  pains  in  the  chest,  back, 
groin,  and  thigh,  and  increasing  weakness  and  pro- 
gressive loss  of  weight.  The  disease  extended  over  a 
period  varying  from  six  months  to  two  years  and 
was  always  fatal.  W.  A.  Evans. 

Moore,  A.  B. :  A  Roentgenologic  Study  of  Metastat- 
ic Malignancy  of  the  Bones.  Am.  J.  Roentgenol., 
1919,  n.  s.  vi,  589. 

In  this  paper  the  author  gives  a  summary  of  65 
cases  of  secondary  carcinomatous  involvement  of 
the  osseous  system,  and  emphasizes  the  necessity, 
as  urged  by  Pf abler  in  1916,  for  complete  and 
thorough  X-ray  examination  in  all  cases  of  known 
or  suspected  malignancy  in  which  there  is  any  sus- 
picion of  the  presence  of  secondary  osseous  involve- 
ment. 

Two  types  of  bone  metastases  are  described,  the 
osteoclastic,  which  is  the  more  common  manifesta- 
tion of  breast  malignancy,  and  the  osteoplastic, 
which  is  more  common  in  cases  of  carcinoma  of  the 
prostate.  The  osteoclastic  form  is  characterized  in 
the  roentgenogram  by  an  extreme  decrease  in 
density,  the  bone  having  a  typical  honey-comb 
appearance.  The  osteoplastic  form  shows  in  the 
roentgenogram  as  an  irregular  increase  in  bone 
density,  the  bones  having  a  chalky  appearance 
without  cortical  or  periosteal  thickening. 

In  Moore's  series  the  most  common  sources  of 
bone  metastases  were  the  breast,  the  prostate, 
and  the  kidney.  His  statistics  differ  from  those 
quoted  in  the  literature  in  which  carcinoma  of  the 
thyroid  was  second  only  to  carcinoma  of  the  breast 
as  a  source  of  bone  metastasis. 

The  most  common  site  of  bone  metastases  is  in 
the  spine,  and  any  vertebra  from  the  atlas  to  the 
sacrum  may  be  involved,  although  the  greater  per- 
centage of  secondary  growths  occur  in  the  lumbar 
portion. 

The  following  conclusions  are  drawn: 

I.  Bone  metastases  may  result  from  malignancy 
of  almost  any  organ,  but  the  most  common  foci 
are  the  breast  and  prostate. 
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2.  Bone  metastases  are  uncommon  in  malignancy 
of  the  thyroid. 

3.  Bone  and  pulmonary  metastases  are  rarely 
associated. 

4.  The  most  common  symptom  complained  of  is 
pain.  This  is  fairly  typical  and  should  be  regarded 
as  an  indication  for  a  roentgen  examination. 

5.  The  roentgen  appearance  is  characteristic. 
Therefore  a  thorough  examination  by  the  X-ray 
should  be  made  in  all  cases  in  which  there  is  any 
suspicion  of  bone  metastasis.  VV.  A.  Evans. 

Green,  T.  M.:    Elephantiasis  and  tlie  Kondoleon 
Operation.    Ann.  Surg.,  1920,  Ixxi,  28. 

The  author  reports  his  successful  use  of  a  modified 
Kondoleon  operation  in  a  case  of  elephantiasis.  The 
technique  was  as  follows: 

Two  incisions  were  made  from  the  trochanter 
major  to  the  external  malleolus  by  Kondoleon's 
method  as  modified  by  Sistrunk.  The  incisions 
began  at  the  trochanter  and  diverged  in  the  thigh 
until  they  were  10  cm.  apart  and  then  approached 
each  other  again  until  at  the  lateral  aspect  of  the 
knee  they  were  6  cm.  apart.  They  then  diverged 
until  they  were  10  cm.  apart  at  the  center  of  the 
foreleg  from  which  point  they  again  gradually  con- 
verged to  meet  at  the  malleolus.  The  subcutaneous 
tissues  at  the  edges  of  the  skin  incisions  were  under- 
cut for  a  distance  of  4  cm.  and  the  skin  flaps  held 
back. 

A  strip  of  fascia  lata  about  6  cm.  in  width  was 
removed  throughout  the  entire  length  of  the  in- 
cision and  this  mass,  consisting  of  skin,  subcu- 
taneous tissue,  and  fascia  lata  was  taken  out  en  bloc. 
In  Kondoleon's  original  operation  no  skin  was 
removed.  Sistrunk  has  shown,  however,  that  the 
excision  of  an  amount  of  skin  equal  to  the  amount 
of  fascia  removed  prevents  redundancy  of  the  skin. 
After  haemostasis  was  effected  the  skin  edges  were 
approximated  and  sutured.  A  smaller  but  similar 
flap  was  then  removed  from  the  inner  aspect  of  the 
limb  from  the  trochanter  minor  to  the  internal 
malleolus.  The  gross  weight  of  the  tissue  excised 
was  6  lbs. 

Following  the  operation  the  limb  was  bandaged 
daily  with  an  elastic  bandage  before  the  patient 
arose. 

The  change  in  the  appearance  of  the  limb  within 
a  week  was  astonishing.  In  the  portion  not  reached 
by  the  incision  the  oedema  lost  its  hard  brawny 
feeling  at  once  and  came  to  resemble  that  of  an 
ordinary  varicose  limb.  After  the  first  week  the 
leg  rapidly  resumed  its  normal  aspect. 

H.  A.  McKnight. 

Morley,  J.:   Traumatic  Myositis  Ossificans  from 
Gunshot  Wounds.    Brit.  J.  Surg.,  1919,  vii,  178. 

Traumatic  myositis  ossificans  is  the  growth  of 
bone  in  contused  muscle.  It  follows  a  single  severe 
trauma,  usually  without  a  break  of  the  skin  or  frac- 
ture of  the  bone. 


In  the  cases  reported  in  this  paper  the  condition 
followed  gunshot  wounds.  In  the  author's  opinion 
this  fact  is  of  value  as  evidence  of  the  true  nature  of 
the  process.  All  the  cases  were  cases  of  shell  wounds 
of  the  thigh  with  extensive  laceration  of  the  muscles 
and  superficial  injury  to  the  shaft  of  the  femur.  A 
tumor  developed  in  the  quadriceps  muscle  which 
from  four  to  six  months  later  presented  the  typical 
X-ray  picture  of  myositis  ossificans.  In  one  case  the 
tumor  was  removed  with  good  results,  and  in  another 
case  it  was  found  four  months  later  that  the  bony 
mass  was  almost  entirely  resorbed. 

The  author's  findings  seemed  to  confirm  the 
results  he  obtained  in  experiments  on  rabbits  in 
iQio.  When  the  periosteum  was  removed  from  the 
bone  without  injury  to  the  adjacent  muscle  the 
muscle  became  adherent  and  limited  the  amount 
of  bony  growth.  When  the  muscle  was  traumatized, 
intramuscular  ossification  took  place.  The  author 
bases  his  explanation  of  the  increase  of  bone  pro- 
duction upon  these  facts  rather  than  upon  the  old 
theory  of  metaplasia.  He  advances  the  theory  that 
by  the  grazing  of  the  bone  the  periosteum  is  re- 
moved and  the  cortex  opened,  and  as  a  consequence 
there  is  an  outpouring  of  osteoblasts  from  the 
haversian  canals.  The  trauma  to  the  muscles  and 
the  resultant  loss  of  power  to  limit  the  wandering  of 
the  osteoblasts  then  allows  a  greater  production  of 
callus. 

The  condition  is  therefore  due,  not  to  hyperactivity 
of  the  osteoblasts,  but  to  the  removal  of  the  natural 
barriers.  It  is  essentially  the  same  as  callus  forma- 
tion and  is  dependent  on  W^olff's  law. 

In  suitable  cases,  excision  with  autogenous  graft- 
ing of  fascia  to  the  shaft  restores  motion  and  pre- 
vents recurrence  of  the  overgrowth  of  bone  following 
a  grazing  gunshot  wound.  J.  I.  Mitchell. 

Morris,  D.  H.:  The  Deeper  Structural  Changes 
Arising  from  Varicose  Ulceration.  Surg., 
Gynec.  Ss'Obst.,  1920,  xxx,  72. 

Fundamental  changes  in  structures  remote  from 
varicose  ulcers  are  not  generally  recognized  though 
these  changes  are  quite  regularly  present  when  the 
ulceration  is  of  long  duration  and  are  so  striking 
and  significant  as  to  deserve  emphasis.  The  tibia  or 
fibula,  and  usually  both,  are  involved  in  a  diffuse 
periosteitis  and  osteomyelitis  extending  throughout 
the  entire  shaft  and  involving  even  the  epiphysis. 
Associated  with  these  processes  are  widespread 
vascular  changes;  the  deep  vessels,  posterior  tibial 
and  peroneal,  show  marked  calcification  which  ex- 
tends to,  or  above,  the  popliteal.  This  sclerosis  is 
not  dependent  upon  the  site,  size,  or  depth  of  the 
ulcer,  and  is  most  marked  when  the  ulceration  has 
been  present  for  a  very  long  time. 

The  arteriosclerosis  of  the  tibial  and  peroneal 
vessels  suggests  that  the  distribution  of  the  bacteria 
to  remote  parts  of  the  bone  occurs  through  the 
arterial  wall  and  the  adjacent  lymphatics.  The 
micro-organisms  may  penetrate  the  walls  of  the 
nutrient  vessels  and  thus  become  distributed  to  all 
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parts  of  the  bones.  In  some  cases,  also,  a  retrograde 
lymphatic  infection  against  the  normal  lymphatic 
current  may  take  place.  Either  process  seems 
reasonable  and  probably  both  occur. 

In  a  large  series  of  cases  of  varicose  ulcers  ex- 
amined the  changes  were  the  same,  differing  merely 
in  degree.  They  were  always  more  marked  in  the 
leg  which  showed  the  worst  varicosities  or  the  most 
prolonged  ulceration,  and  were  regularly  absent  in 
the  opposite  extremity  if  this  was  free  from  varicose 
veins.  Discoverable  constitutional  diseases  were 
ruled  out. 

The  article  includes  brief  reports  of  14  cases. 

C.  R.  Steinke. 

Rich,  E.  A,:  Septic  Bone  Infection,  with  Special 
Attention  to  Osteogenesis  in  Sepsis.  North- 
west Med.,  1920,  xix,  i. 

The  vascular  and  osteogenetic  structures  of 
bone — the  periosteum  and  more  especially  the 
cancellous  bone  with  its  endosteum— are  the  all 
important  structures  that  must  be  conserved  in 
both  acute  and  chronic  types  of  bone  infection  to 
insure  rapid  repair.  The  old  theory  that  regenera- 
tion of  bone  depends  on  the  periosteum  has  been 
shown  to  be  false.  Osteogenesis  is  due  to  the  bone 
cells  underlying  the  periosteum  which  obtain  their 
blood  supply  from  the  periosteal  vessels  and  to  the 
endosteal  cells  which  receive  nourishment  from  the 
vessels  in  the  bone  marrow. 

All  repair  in  bone  is  the  resvdt  of  osteoblastic 
action  which  in  turn  is  dependent  on  the  abundance 
of  the  blood  supply.  Therefore  the  factor  of  im- 
portance in  such  repair  is  the  maintenance  of  the 
blood  supply. 

Mild  infection  is  frequently  a  stimulus  to  bone 
formation  and  because  of  this  fact  injections  of 
irritants  and  cultures  of  staphylococci  have  been 
used  in  the  treatment  of  non-union. 

In  cases  in  which  transplanting  of  bone  has  been 
done  the  transplants  do  not  regenerate  bone  but 
are  replaced  by  the  osteoblastic  action  of  the  pa- 
tient's bone  cells.  The  repaired  bone  is  always 
denser  than  the  original  bone. 

Applying  the  facts  mentioned  to  the  treatment 
of  acute  and  chronic  bone  infections,  the  author 
handles  his  cases  as  follows: 

In  acute  cases  the  shaft  is  opened  as  wide  as  the 
medullary  cavity  for  four-fifths  of  its  length.  The 
medullary  cavity  is  then  irrigated  with  sterile  water 
and  the  wound  is  left  open.  It  is  not  curetted  as 
this  would  destroy  the  cancellous  cells  and  en- 
dosteum which  must  be  preserved  to  favor  re- 
generation. No  dressings  are  applied.  The  wound 
is  irrigated  daily  with  sterile  water.  By  this  treat- 
ment complete  regeneration  is  usually  obtained  in 
three  or  four  weeks. 

In  chronic  osteomyelitis  the  medullary  canal  is 
laid  open,  the  sequestrum  is  removed,  and  the 
cavity  is  obliterated  by  flaps  of  the  surrounding 
muscles  and  fat  with  attached  pedicles. 

I.   E.   BiSHKOW. 


Williams,  T.  A. :  A  Variety  of  Post -Traumatic  Con- 
tracture of  a  Limb  Not  Due  to  Direct  Lesion 
of  Muscle,  Nerve,  or  Connective  Tissue.  Inter- 
nal. J.  Surg.,  1919,  xxxii,  329. 

Contracture  was  a  condition  frequently  observed 
during  the  war.  Generally  it  was  hysterical,  but  as 
in  many  cases  it  did  not  seem  to  be  amenable  to 
suggestion  or  re-education,  an  explanation  was 
sought  with  reference  to  the  injury.  In  cases  in 
which  pain  and  pricking  along  the  nerve  trunks, 
atrophy  of  the  muscles,  and  disturbed  sensibility 
in  the  region  supplied  were  present,  Tinel  attributed 
the  condition  to  ascending  neuritis.  Freezing  of  4 
part  may  result  in  neuritis  which  in  turn  may  lead 
to  contracture  because  of  the  pain  and  tenderness. 
Tinel,  however,  was  unable  to  explain  the  fact  that 
in  some  cases  the  contractures  recurred  during  con- 
valescence, that  they  might  disappear  although  the 
neuritic  and  trophic  disturbances  persisted,  and 
that  they  occurred  in  inert  or  recalcitrant  patients. 

Babinski  and  Froment,  arguing  from  the  fact 
that  atrophy  at  a  distance  may  follow  lesions  of  the 
joints  when  there  is  no  evidence  of  neuritis,  claim 
that  Tinel's  explanation  is  unsatisfactory.  Vincent 
also  quotes  striking  cases  in  which  atrophy  of  this 
kind  persisted  in  the  absence  of  any  nerve  lesion. 
One  of  Vincent's  cases  is  reported  in  full.  In  such 
instances  the  condition  may  lead  to  a  faulty  attitude, 
the  temperature  of  the  part  affected  and  the  arterial 
oscillations  are  decreased,  the  mechanical  response 
of  the  muscles  is  increased,  the  reflexes  and  the 
reaction  to  electrical  stimuli  are  changed,  and  motor 
incapacities  develop. 

The  pathogenesis  of  the  phenomena  is  regarded 
by  Babinski  as  vasoconstriction.  He  believes  that 
the  condition  is  induced  reflexly  by  the  irritation 
of  the  wounded  part,  even  when  it  occurs  at  a 
distance  from  the  region  involved.  Incapacity  is 
never  complete  from  this  cause  alone,  however,  for 
the  patient  nearly  always  adds  to  it  by  inertia, 
showing  no  will  to  make  the  eff'orts  required  to  com- 
pensate for  the  very  moderate  physical  disability. 
This  is  evident  from  the  fact  that  in  nearly  all  cases 
efficient  psychotherapy  effects  complete  restoration 
even  when  some  atrophy  persists  and  there  is  a 
lowering  of  the  temperature  on  exposure  to  cold. 

Jones,  F.  W.:    The  Anatomy  of  Snapping  Hip. 

/.  Orthop.  Surg.,  1920,  ii,  i. 

In  the  two  cases  reported  in  this  brief  paper  the 
snap  of  the  hip  was  produced  by  rotation  of  the 
joint  while  the  affected  leg  was  bearing  weight.  It 
occurred  also  on  extreme  passive  rotation,  either 
external  or  internal,  but  on  the  operating  table  it 
was  impossible  to  produce  it  by  manipulation  and 
no  structure  could  be  found  to  account  for  it. 
When  the  gluteus  maximus  was  stimulated  electrical- 
ly, however,  the  snap  occurred  every  time  the 
trochanter  was  rotated  back  and  forth  beneath  it. 

On  dividing  the  fascial  insertion  of  this  muscle 
and  reflecting  it  back,  it  was  found  that  the  tendon 
which  inserts  into  the  gluteal  ridge  of  the  femur 
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was  of  unusual  thickness  and  the  snap  was  due  to 
the  slipping  of  the  trochanter  under  it  On  comparing 
these  findings  with  dissections  on  the  cadaver  it  was 
discovered  that  though  the  gluteus  maximus  may 
have  only  a  small  insertion  on  the  shaft  of  the  femur, 
in  some  cases  there  may  be  a  well-developed  sickle- 
shaped  tendon  springing  from  its  deep  surface  and 
inserting  down  on  the  shaft.  At  operation  in  the 
cases  reported  this  sickle  tendon,  which  was  of 
unusual  development,  was  sutured  to  the  great 
trochanter  along  its  entire  length.  The  snapping 
did  not  recur.  It  is  suggested  that  the  tendon  is 
atavistic  from  the  point  of  view  of  phylogenesis 
and  that  its  importance  is  waning  as  the  fascial 
insertion  becomes  more  important. 

On  examining  a  number  of  normal  persons  sev- 
eral were  found  who  could  produce  the  snap  of 
the  hip  at  will  and  the  author  suspects  that  the 
two  patients  operated  upon  were  exploiting  the 
condition  to  obtain  military  exemption. 

W.  A.  Clark. 

Cotton,  A.,  and  McCleary,  S.:  Myxoma  of  Bone, 
with  Report  of  a  Case  of  Myxochondrosarcoma 
of  the  Femur.  Am.  J.  Roentgenol.,  1919,  n.  s.  vi, 
594- 

True  myxoma  of  the  bone  is  seen  so  rarely 
that  the  question  as  to  whether  or  not  it  is  an  entity 
has  caused  much  discussion  among  surgical  pathol- 
ogists. A  careful  detailed  search  of  the  literature  in 
1Q18  failed  to  reveal  any  cases  of  pure  myxoma 
of  bone,  although  several  of  myxochondroma  and 
myxosarcoma  were  found. 

In  comparing  the  clinical  history  of  the  case 
reported  by  Cotton  and  McCleary  in  191 7  with  the 
case  reported  in  this  article,  the  following  points 
of  resemblance  were  noted:  slow  onset;  obscure 
symptoms;  predominating  symptom  pain  resembling 
sciatica;  difficulty  in  making  a  diagnosis;  later  great 
destruction  of  bone  with  enlargement  of  the  thigh 
and  loss  of  function  of  the  limb;  and  final  recur- 
rence with  malignancy. 

A  comparison  of  the  points  of  resemblance  in  the 
X-ray  examination  of  the  two  cases  showed  that  both 
tumors  originated  in  the  medullary  cavity,  were 
attended  by  enlargement  of  the  medullary  cavity 
and  expansion  of  the  cortex,  and  later  broke  through 
the  cortex  and  periosteum  and  invaded  the  muscles. 
In  both  cases  also  the  outline  of  the  cortex  was 
irregular  and  there  were  cystic  areas  in  the  scft 
tissues  due  to  the  fact  that  the  tumor  mass  pushed 
out  the  muscles. 

In  the  second  case,  however,  the  X-ray  examin- 
ation was  made  at  an  earlier  stage  than  in  the 
first  case  and  before  an  exploratory  operation  was 
done.  In  the  second  case  also  there  was  less  thin- 
ning of  the  cortex  and  periosteal  bone  formation. 
The  tumor  extended  from  the  great  trochanter  only 
to  the  middle  of  the  shaft  of  the  femur.  Below  the 
middle,  the  femur  was  normal  in  appearance.  There 
was  no  new  bone  formation  in  the  muscles  where 
the  cystic  areas  were  found. 


In  the  first  case  the  pathologic  report  showed  pure 
myxomatous  tissue  with  evidence  of  processes  of 
repair  and  of  bone  absorption.  In  the  second  case 
the  tumor  was  reported  as  a  myxochondroma  at  the 
first  pathologic  examination  and  the  diagnosis  of 
myxochondrosarcoma  was  not  made  until  after 
amputation. 

Pathologists  are  not  in  agreement  regarding  the 
myxoma.  Some  believe  the  condition  is  purely  a 
degeneration  of  some  other  form  of  tumor,  either 
benign  or  malignant.  Others  recognize  it  as  a  benign 
tumor  which  may  remain  benign  or  become  malig- 
nant. From  the  history  of  two  cases  here  reported, 
however,  it  is  evident  that  the  growth  has  a  marked 
tendency  to  malignant  degeneration. 

Treatment  of  the  condition  is  discussed  at  length. 
The  authors  believe  that  the  only  proper  measure 
is  amputation.  This  must  be  done  early  and  well 
above  the  tumor  tissue,  W.  A.  Evans. 

Dunn,  N.:   Calcaneocavus  and  Its  Treatment.  J. 

Orthop.  Surg.,  1919,  i,  711. 

In  a  typical  case  of  calcaneocavus  the  long  arch 
of  the  foot  is  high  as  the  front  part  of  the  os  calcis 
is  tilted  upward  and  forward  and  the  front  of  the 
foot  is  dropped  on  the  mediotarsal  joint.  The  weight 
of  the  body  passes  almost  entirely  through  the 
posterior  astragalocalcaneal  facet  to  the  point  of 
the  heel.  The  heel  thus  becomes  merely  a  peg  and 
the  fore-part  of  the  foot  a  useless  appendage.  The 
condition  results  from  paralysis  of  the  Achilles  and 
subsequent  contractures  of  the  tibialis  anticus  and 
posticus  which  pull  up  the  arch,  and  contracture  of 
the  extensors  and  peroneals  which  puU  the  pillars  of 
the  arch  together. 

Any  disturbance  of  the  relation  between  the 
astragalus  and  the  os  calcis  is  usually  remedied  by 
subastragaloid  arthrodesis  which  renders  the  astrag- 
alus and  OS  calcis  practically  one  bone  and  counter- 
acts the  effects  of  the  body  weight  on  the  weakened 
muscles  and  ligaments.  This  operation  with  dis- 
placement of  the  foot  backward  as  done  by  Davis 
increases  the  stability  of  the  foot  and  gives  good 
results  in  mild  or  moderately  severe  cases. 

Astragalectomy  also  gives  a  stable  foot  but  has  a 
disadvantage  in  that  it  shortens  the  leg  from  }i  to 
^  in.  and  if  the  Achilles  recovers  strength  later,  the 
resulting  fibrous  ankylosis  prevents  a  useful  range 
of  motion.  Therefore  this  operation  should  be 
reserved  for  cases  in  which  the  posterior  tibials 
as  well  as  the  Achilles  are  paralyzed. 

The  double-wedge  operation  of  Jones  consists  in 
removing  a  wedge  from  the  tarsus  through  a  dorsal 
incision  to  correct  the  cavus  and  four  weeks  later 
removing  another  wedge  from  the  back  of  the 
astragalus  to  correct  the  calcaneus  deformity. 

The  author's  treatment  varies  according  to  the 
severity  of  the  case.  The  different  types  of  cases 
and  operations  are  given  as  follows: 

Type  I.  Weak  Achilles,  no  deformity.  The  foot 
is  fixed  in  equinus  for  from  three  to  six  months, 
this  being  followed  by  the  application  of  a  brace  to 
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prevent  dorsiflexion  beyond  a  right  angle  and  raising 
of  the  heel  of  the  shoe  Vi  in. 

Type  2.  Weak  Achilles  with  more  dropping  of  the 
heel  than  in  Type  i  and  some  cavus  deformity.  In 
these  cases  subastragaloid  arthrodesis  is  followed  by 
postural  treatment  as  in  Type  i. 

Type  3.  No  power  in  Achilles  but  posterior  tibials 
active,  moderate  cavus,  and  contracture  of  plantar 
fascia.  Treatment:  Plantar  fasciotomy,  sub- 
astragaloid arthrodesis,  and  transplantation  of  the 
flexor  longus  hallucis,  flexor  longus  digitorum,  and 
peroneus  longus  to  the  posterior  surface  of  the  os 
calcis  followed  by  fixation  of  the  foot  in  equinus  for 
ten  weeks  and  after-treatment  as  in  Type  i. 

Type  4.  No  power  in  Achilles,  tibial  muscles 
strong,  extreme  cavus  which  cannot  be  corrected  by 
manipulation.  This  yields  to  treatment  better  than 
the  milder  types  because  the  greater  the  deformity 
the  more  satisfactory  the  results.  Following  plantar 
fasciotomy  the  cavus  curve  is  stretched  as  much  as 
possible.  A  wedge-shaped  osteotomy  is  then  done 
on  the  dorsum  of  the  foot  and  most  of  the  scaphoid, 
the  astragaloscaphoid,  and  calcaneocuboid  articu- 
lations are  removed  in  the  wedge.  Following  this, 
the  tendons  of  the  posterior  tibial  and  peroneals 
are  exposed  through  an  incision  posterior  to  the 
ankle  and  are  divided  as  far  forward  as  possible.  A 
wedge  with  its  base  backward  is  then  removed  from 
the  astragalus  and  the  os  calcis.  The  foot  is  now  in 
three  sections:  the  upper  consisting  of  the  astragalus; 
the  lower,  of  the  os  calcis;  and  the  anterior  portion 
made  up  of  the  part  anterior  to  the  scaphoid.  The 
Achilles  is  split  into  an  anterior  and  posterior  layer 
and  a  hole  drilled  through  the  os  calcis  downward 
between  these  two  layers.  Through  this  drill-hole 
the  severed  tendons  of  the  flexor  longus  hallucis  and 
digitorum,  the  tibialis  posticus,  and  the  peroneals 
are  drawn  with  chromic  gut.  The  catgut  is  carried 
clear  through  the  skin  under  the  os  calcis  and  tied 
over  a  small  gauze  pad,  the  foot  being  placed  in 
equinus.  By  this  means  the  tendons  are  held  down 
securely  until  they  become  adherent.  They  are  also 
sutured  between  the  two  layers  of  the  Achilles.  The 
correction  of  the  cavus  deformity  is  maintained  by 
a  sole  splint,  and  the  whole  foot  is  put  in  a  cast  in 
equinus  for  about  eight  weeks. 

Type  5.  No  power  in  the  Achilles,  some  in  the 
anterior  tibials,  little  or  none  in  the  posterior  tibials. 
Treatment:  Osteotomies  as  in  Type  4.  The  tendons 
are  not  transplanted  but  the  foot  is  displaced  slightly 
backward  in  relation  to  the  tibia. 

All  of  these  operations  are  done  in  one  stage. 

W.  A.  Clark. 

FRACTURES  AND  DISLOCATIONS 

Kleinberg,  S.:  Dislocation  of  the  Carpal  Scaphoid 
and  Semilunar  Bones.  J.  Am.  M.  Ass.,  1920, 
Ixxiv,  312. 

Dislocation  of  the  carpal  bones  is  very  rare,  few 
cases  being  recorded  in  the  literature.  Many 
orthopedists  have  never  seen  a  case.    In  this  article 


the  author  reports  two  cases  in  which  he  obtained  a 
good  functional  result,  in  one  by  operative  removal 
of  the  dislocated  bones,  and  in  the  other  by  con- 
servative treatment  alone.  The  chief  points  of 
interest  in  these  cases  were  as  follows: 

Case  I.  A  laborer,  aged  21,  injured  his  wrist  in 
falling  from  a  fifth  story  window.  Voluntary  motion 
was  lost  and  a  mass  was  palpable  under  the  skin  on 
the  front  of  the  wrist.  The  X-ray  showed  disloca- 
tion of  the  scaphoid  and  semilunar  bones  upward  and . 
forward  to  a  position  anterior  to  the  radius  and 
ulna.  The  two  bones  were  removed  by  operation 
and  the  wrist  then  treated  by  baking,  massage, 
manipulation,  and  exercises.  The  improvement  has 
been  continuous  and  ultimately  normal  function  is 
expected. 

Case  2.  A  man,  45  years  of  age,  sustained  an  in- 
jury of  the  wrist  when  he  was  thrown  from  an  auto- 
mobile. The  wrist  swelled  up  and  its  action  became 
greatly  restricted.  After  the  swelling  had  subsided, 
palpation  revealed  a  lump  on  the  front  and  a  hollow 
in  the  middle  of  the  back  of  the  wrist,  findings  which 
are  pathognomonic  of  dislocation  of  the  carpal 
semilunar.  As  manipulative  reduction  under  an 
anaesthetic  was  refused,  the  treatment  consisted  of 
baking,  massage,  gentle  manipulation,  and  gradu- 
ated exercises.  Improvement  has  been  slow  but 
continuous,  and  at  the  present  time  the  patient  has 
almost  perfect  use  of  the  hand  and  fingers  though 
normal  strength  has  not  yet  returned.  The  pain 
continued  much  longer  than  in  the  first  case. 

M.   J.   HOBART. 

Jones,  J-  P.:  Fractures  of  the  Femur  from  the 
Orthopedic  Point  of  View.  J.  Orlhop.  Surg.,  1920, 
n.  s.  ii,  13. 

This  paper  is  a  report  of  a  method  used  and  origi- 
nated by  Pearson  at  one  of  the  special  "femur  hos- 
pitals" in  Great  Britain  the  Edmonton  Military 
Hospital,  London. 

The  method  consists  in  overhead  suspension  with 
direct  extension  by  means  of  ice-tong  calipers.  The 
overhead  suspension  in  a  wire  splint  (Thomas  or 
Hodgen)  is  the  same  as  that  which  was  generally 
used  in  all  military  hospitals  during  the  war  and 
with  which  most  surgeons  are  already  familiar.  The 
value  of  the  paper,  however,  lies  in  its  detailed 
directions  for  the  application  of  the  calipers  to  the 
femur  and  the  subsequent  care  of  the  case. 

In  the  treatment  efficient  fixation  with  correct 
alignment  and  early  movement  of  neighboring  joints 
are  of  fundamental  importance.  The  caliper  direct 
extension  method  will  permit  early  mobilization  of 
the  knee. 

In  applying  calipers  to  the  femur,  apparently 
trivial  details  make  a  great  deal  of  difference  in  the 
patient's  subsequent  comfort.  The  skin  should  be 
drawn  upward  and  slightly  forward  over  the  con- 
dyles so  that  later  it  will  not  draw  on  the  caliper 
points  or  over  the  patella.  On  the  outer  side  the 
tong  should  not  be  placed  through  the  iliotibial 
band  but  anterior  to  it  so  that  in  movements  of  the 
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knee  the  movable  band  will  not  be  restrained  by  the 
calipers.  Another  error  is  placing  the  tongs  too  far 
to  the  front  so  that  they  slip  on  the  sloping  surface. 
On  the  external  side  the  point  of  insertion  is  just 
proximal  to  the  most  prominent  point  of  the  outer 
condyle  in  front  of  the  iliotibial  band,  and  on  the 
internal  side,  about  a  finger's  breadth  proximal  to 
the  adductor  tubercle. 

The  caliper  points  are  not  driven  into  the  spongy 
bone,  but  only  into  the  hard  cortex,  and  just  enough 
to  obtain  a  firm  grasp.  The  skin  is  first  incised  over 
the  point  of  application,  being,  drawn  upward  and 
forward  as  described.  The  weight  which  furnishes 
extension  to  the  bone  produces  pressure  which 
makes  the  caliper  pinch  into  the  bone  and  holds  the 
points  in  place.  A  screw  adjustment  in  the  handle 
keeps  the  points  from  going  any  deeper  into  the 
bone.  The  application  of  the  calipers  is  done  un- 
der gas.  The  wounds  made  by  the  insertion  of  the 
points  are  dressed  with  a  narrow  strip  of  flavine 
gauze. 

After  their  insertion,  the  tongs  are  held  in  place 
until  the  weight  is  applied.  The  pull  being  direct, 
only  10  or  15  lbs.  will  be  necessary  to  give  sufficient 
extension.  Counter  pressure  comes  on  the  ischium 
against  the  ring  of  the  Thomas  splint,  the  lower  end 
of  the  splint  being  fixed  to  an  upright  at  the  foot  of 
the  bed.  Illustrations  in  the  text  indicate  that  the 
leg  below  the  knee  is  swung  in  a  branch  from  the 
main  splint  in  a  horizontal  position.  The  ring  of  the 
splint  is  also  suspended  in  order  to  hold  it  up  against 
the  ischium. 

From  the  very  beginning  mobilization  of  the  knee 
should  be  done  daily  by  the  surgeon  himself.  Later, 
when  union  has  become  firm,  this  may  be  carried 
on  by  the  masseur.  The  mobilization  is  the  principal 
advantage  of  the  direct  supercondylar  extension 
method.  Another  advantage  is  that  the  pull  of  the 
caliper  acts  over  a  fulcrum  at  the  knee  joint  and 
tends  to  correct  the  usual  backward  displacement  of 
the  lower  fragment,  especially  in  fractures  in  the 
lower  third.  In  the  average  case  the  calipers  are  left 
on  from  five  to  seven  weeks.  In  205  cases  the  aver- 
age shortening  at  the  end  of  treatment  was  0.48  cm. 

W.  A.  Clark. 

Bergeret,  A.:  Verticotransverse  Fractures  of  the 
Femoral  Condyles  (Fractures  verticotransver- 
sales  des  condyles  femoraux).  Rev.  de  chir.,  Par., 
1919,  Ivii,  592. 

By  a  "verticotransverse"  fracture  of  the  condyles 
of  the  femur  the  author  means  a  fracture  the  down- 
ward and  forward  disjunction  plane  of  which 
approximates  the  vertical,  is  directed  transversely, 
and  almost  corresponds  to  the  plane  formed  by  the 
floor  of  the  intercondylar  notch.  It  is  clearly  dis- 
tinct from  the  usual  monocondylar  fracture  the  dis- 
junction plane  of  which  passes  through  the  notch  and 
has  an  anteroposterior  direction. 

The  verticotransverse  fracture  is  rare.  The  au- 
thor reports  a  case  and  summarizes  a  few  others  from 
the   literature.     Clinically   the   patients   show   the 


usual  symptoms  of  fracture  of  the  knee  with  haem- 
arthrosis  which  renders  palpation  and  the  discovery 
of  the  lesion  difficult.  Even  prior  to  the  develop- 
ment of  the  haimarthrosis,  however,  it  is  extremely 
difficult  to  make  a  diagnosis  from  a  clinical  examina- 
tion alone,  but  pain  localized  in  a  point  correspond- 
ing to  the  posterior  part  of  the  condyle  and  shorten- 
ing of  the  condyle  may  suggest  the  condition. 
When  the  fracture  is  associated  with  extensive 
capsular  and  ligamentary  displacement  the  diagno- 
sis is  still  more  difficult. 

Treatment  by  immobilization  and  then  by  mo- 
bilization and  massage  gives  a  poor  result.  Con- 
solidation in  an  abnormal  position  with  all  its  con- 
sequences is  almost  certain  unless  surgical  meas- 
ures are  employed. 

Bergeret  suggests  that  an  attempt  at  reduction 
and  maintenance  by  osteosynthesis  might  be  made. 
The  method  of  choice  is  screw  fixation,  the  screw 
being  passed  through  the  condyle  from  front  to 
back.  W.  A.  Brennan. 

Bowlby,  A.:    An  Address  on  Gunshot  Fracture  of 
the  Femur.   Brit.  M.  J.,  1920,  ii,  5. 

The  treatment  of  gunshot  fractures  of  the  femur 
in  the  recent  war  consisted  of  the  treatment  at  the 
front  and  the  treatment  at  the  general  hospitals. 
The  use  of  the  Thomas  splint  greatly  simplified  the 
care  of  such  fractures,  prevented  further  sepsis  and 
laceration  of  the  tissues,  lessened  bleeding,  relieved 
pain,  and  thus  allowed  transportation  without  a 
marked  increase  of  shock.  Extension  was  made 
to  the  shoe  or  the  "surgical  spat"  was  applied. 
At  the  casualty  clearing  stations  excision  of  damaged 
tissue,  cleaning  of  the  wound,  and  the  re-application 
of  the  splint  under  gas  and  oxygen  anaesthesia  con- 
stituted the  usual  attention  given.  Primary  ampu- 
tation was  necessary  in  a  large  proportion  of  cases 
because  of:  (i)  complete  crushing  of  a  large  area  of 
bone;  (2)  extensive  comminution  of  the  lower 
articular  end  of  the  femur;  (3)  laceration  of  the 
femoral  vessels;  and  (4)  extensive  destruction  of  the 
muscles  or  skin. 

The  treatment  at  the  general  hospitals  attained 
greatest  efficiency  when  selected  and  specialized 
organizations  for  the  care  of  fractures  were  de- 
veloped. Patients  were  operated  upon  on  arrival 
unless  too  great  shock  was  evident  or  unless  the 
treatment  given  at  the  front  had  been  sufficient. 

The  use  of  skeleton  metal  splints  to  allow  traction 
downward  and  abduction  or  flexion  was  funda- 
mental. The  radiograph  was  frequently  the  best 
guide  to  the  amount  and  direction  of  traction. 
Daily  measuring  and  charting  of  shortening  were 
found  most  valuable.  Gaps  between  bone  ends 
measuring  i  or  2  in.  frequently  filled  with  new  bone. 
The  traction  used  was  continuous  traction,  the 
patient's  body  weight  being  countertraction  to  the 
weights  and  the  foot  of  the  bed  being  raised.  Early 
movement  of  the  knee  and  the  application  of  a 
modified  Thomas  splint  with  calipers  gave  excellent 
results. 
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For  fractures  in  the  upper  third  and  neck  of 
the  femur,  Sinclair's  hammock  or  Pearson's  seg- 
mented mattress  was  used.  Unless  walking  caliper 
extension  splints  were  applied  where  callus  and 
union  were  becoming  firm,  bowing  was  apt  to  occur 
when  the  patient  was  permitted  to  walk.  Delayed 
primary  suture  was  of  great  benefit,  lessening  pyrexia 
and  stimulating  rapid  union  with  less  late  necrosis  of 
fragments  and  abscess  formation.  Thus  it  decreased 
the  mortality  and  the  number  of  amputations.  The 
question  as  to  the  advisability  of  removing  com- 
minuted fragments  was  unsettled  Extensive  re- 
moval gave  more  rapid  healing  but  was  often  fol- 
lowed by  non-union.  Up  to  191 7  the  results  were 
unsatisfactory  in  a  large  percentage  of  cases,  but 
subsequently  the  better  care  afforded  in  special 
fracture  hospital  in  France,  the  use  of  metallic  ex- 
tension splints,  etc.  greatly  improved  them  and 
saved  many  lives  and  limbs. 

Of  3,141  patients  treated  for  fracture  of  the 
femur  at  the  front,  550  died  (17.5  per  cent).  Of 
these,  approximately  21  per  cent  were  treated  by 
amputation  and  of  those  so  treated  33  per  cent 
died.  In  from  20  to  30  per  cent  of  the  total  number 
of  3,141  cases  there  were  multiple  wounds  or  other 
serious  complications  and  the  mortality  was  very 
much  higher  in  this  class  than  in  the  remaining  70 
per  cent. 

During  the  year  191 8,  5,025  cases  were  treated  in 
the  general  hospitals  at  the  bases  in  France.  Five 
hundred  and  forty-seven  of  these  patients  died 
(10.8  per  cent).  Five  hundred  and  thirteen  of  the 
5,025  patients  were  treated  by  amputation  (10.2 
per  cent),  and  the  mortality  in  these  cases  was 
about  33  per  cent. 

Inquiry  in  England  shows  that  the  mortality  in 
the  special  hospitals  more  recently  established  was 
very  low,  generally  about  i  or  2  per  cent.  The 
reasons  were,  first,  that  in  191 8  the  majority  of  the 
cases  were  kept  in  France  until  union  had  occurred 
and  the  wounds  had  healed,  and  second,  that  even 
in  times  of  stress  the  worst  cases  were  always  re- 
tained in  the  special  hospitals  in  France.  For  the 
same  reasons  the  amputations  in  England  were  few. 

In  discussing  shortening,  the  author  states  that 
it  is  apparently  easier  to  get  length  in  limbs  which 
have  been  damaged  by  shell  fire  than  in  those 
treated  in  civU  practice  in  which  the  muscles  are 
intact.  Experience  has  shown  also  that  shortening 
will  not  result  unless  there  is  extensive  loss  of 
bone. 

In  New  Zealand  the  average  shortening  in  54 
cases  treated  in  191 6  was  1.345  in.;  in  116  cases 
treated  in  191 7,  0.957  iii-;  and  in  90  cases  treated  in 
1918,  0.25  in.  In  two  special  British  general  hos- 
pitals in  France  in  191 8  the  average  shortening  in 
334  cases  was  0.2  in.,  and  in  60  cases,  0.2  in.  In  36 
of  the  60  cases  there  was  no  shortening.  In  a  special 
hospital  in  England  in  1918  there  was  no  shortening 
in  39  of  68  cases  treated  and  the  average  shortening 
in  the  remaining  39  cases  was  0.5  in. 

H.  W.  Meyerding. 


Wilson,  W.  E.:  The  Treatment  of  Malunion  in 
Fractures  of  tiie  Femur.  Lancet,  1920,  cxcviii, 
139- 

An  introduction  to  this  paper  written  by  Sir 
Anthony  Barclay  covers  the  condition  of  English 
soldiers  returned  after  treatment  in  Germany  for 
fractures  of  the  femur.  The  results  were  most  un- 
satisfactory and  the  authors  ascribe  them  to  un- 
scientific and  vicious  methods.  Apparently  traction 
was  used  rarely,  little  fixation  was  given  until  late, 
and  finally  resort  was  had  to  the  use  of  casts  with 
windows  or  to  amputation.  The  malunion  had 
resulted  in  from  2  to  7  in.  of  shortening,  bad 
alignment,  and  impaired  movement  of  the  knee 
joint. 

Briefly  summarized  the  author's  treatment  of 
the  malunion  consisted  of  osteotomy  along  the 
line  of  union,  the  application  of  a  Thomas  splint, 
and  extension  by  means  of  Sinclair's  glue  or  the  use 
of  two  screws  through  the  tibia  and  fibula.  Usually 
at  the  end  of  eight  weeks  a  knee-flexing  arm  was 
attached  to  the  splint  to  permit  knee  motion.  In 
another  month  the  caliper  walking  splint  was  ap- 
plied and  used  until  union  was  firm.  In  all  cases  of 
fracture  of  the  upper  third  of  the  femur  Sinclair's 
net-bed  was  used  and  massage  and  electrical 
stimulation  were  given. 

Suppuration  after  osteotomy  occurred  in  the 
greater  number  of  cases  even  though  healing  had 
been  complete  in  from  two  to  ten  months.  The  pus 
contained  proteus  and  coliform  types.  Often,  also, 
staphylococci  and  streptococci  were  present,  pro- 
ducing a  foul,  thick,  dirty  yellow  discharge  with  a 
faecal  odor. 

Drainage  was  provided  in  all  instances.  Although 
in  such  cases  there  may  be  a  marked  local  reaction, 
there  is  little  shock  and  after  a  few  days  the  tem- 
perature subsides  and  the  convalescence  is  good 
unless  a  pocket  of  pus  or  a  sequestrum  forms. 

The  causes  of  angulation  are  outlined  briefly  as 
follows: 

1.  Want  of  care  in  the  first  position.  Mere 
plating  of  the  femur  and  treatment  without  slight 
extension  on  the  limb  to  keep  the  muscles  occupied 
often  leads  to  union  of  the  bone  in  a  bowed  position. 
In  fact,  if  the  screws  hold,  the  strong  plate  bends 
also. 

2.  The  assumption  of  the  third  position  too  early 
or  the  discarding  of  the  caliper  too  soon. 

3.  Walking  when  angulation  is  already  present. 

4.  Frail  union  such  as  occurs  when  only  half 
the  broken  surface  of  the  femur  throws  out  callus, 
when  there  is  a  loss  of  bone  in  a  large  gap  made 
good  by  callus,  when  there  is  partial  union  only 
because  of  loss  of  fragments,  and  when  end-to-end 
apposition  is  obtained  with  little  visible  and  palpable 
callus. 

5.  Sepsis. 

If  discovered  early,  the  angulation  was  corrected 
by  refracture  without  open  operation,  by  active  or 
passive  moulding,  or  later  by  osteotomy. 

H.  W.  Meyerding. 
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Whitman,  R.:  The  Treatment  of  Central  Luxation 
of  the  Femur.    Ami.  Surg.,  1920,  Ixxi,  62. 

This  paper  is  limited  to  the  consideration  of 
fractures  of  the  base  of  the  acetabulum  with  pene- 
tration of  the  femoral  head  uncomplicated  by  ex- 
tensive fracture  of  the  pelvis  or  injury  of  the  pelvic 
contents. 

The  injury  discussed  is  caused  usually  by  direct 
force  applied  to  the  trochanter.  The  physical  signs 
are  loss  of  prominence  of  the  trochanter  and  slight 
flexion,  adduction,  and  shortening  of  the  limb.  There 
is  a  fair  range  of  flexion  and  extension,  but  rotation 
is  very  limited  and  abduction  is  almost  completely 
restricted.  Tenderness  and  pain  are  felt  when  the 
limb  is  moved  and  the  injury  often  passes  as  a 
contusion. 

When  weight-bearing  is  attempted  pain  is  re- 
flected down  the  inner  and  posterior  aspects  of  the 
thigh.  The  persistence  of  pain,  stiffness,  and  a 
limp  usually  leads  to  further  investigation  and  the 
diagnosis  is  established  by  X-ray  examination. 
The  displacement,  if  reduced,  usually  recurs  when 
the  limb  is  placed  in  the  normal  position.  More- 
over, traction  is  not  often  effective  in  withdrawing 
the  head  from  the  pelvis. 

The  practical  indication  in  the  treatment  is  to 
assure  a  sufficient  range  of  abduction.  From  the 
functional  standpoint  this  is  of  far  greater  im- 
portance than  the  reduction  of  the  dislocation, 
although  the  one  is  necessarily  dependent  upon  the 
other.  The  abduction  method  used  for  fracture  of 
the  neck  of  the  femur  may  be  employed  although 
the  mechanism  in  the  two  cases  is  quite  different. 

Having  been  anaesthetized,  the  patient  is  placed  on 
a  pelvic  support  provided  with  a  perineal  bar.  The 
two  extended  limbs  are  supported  by  assistants 
who  draw  the  patient  firmly  against  the  perineal 
bar.  The  sound  limb  is  abducted  to  the  normal  limit 
to  fix  the  pelvis.  The  other  limb  in  the  extended 
attitude  and  under  manual  traction  is  then  gradually 
and  forcibly  abducted,  if  possible;  to  the  normal 
limit.  This  should  indicate  the  complete  with- 
drawal of  the  head  from  the  pelvis.  In  this  attitude 
a  plaster  spica  is  applied  extending  from  the  line 
of  the  nipples  to  the  knee. 

The  plaster  spica  must  be  retained  for  several 
months.  Since  displacement  is  impossible  in  the 
abducted  attitude,  locomotion  may  be  permitted  as 
soon  as  it  does  not  increase  the  discomfort.  After 
the  support  is  removed  the  limb  must  be  passively 
abducted  to  the  full  limit  at  frequent  intervals  until 
the  patient  has  regained  voluntary  control  of  this 
movement. 

Since  the  purpose  of  the  treatment  is  to  secure 
and  retain  a  sufficient  range  of  abduction  for  func- 
tional requirements,  an  osteotomy  below  the  trochan- 
ter is  indicated  when  the  resistance  is  so  great  that 
the  head  cannot  be  withdrawn  by  natural  leverage. 

In  recent  cases  the  displacement  should  be  easily 
reduced  by  the  abduction  method,  while  in  cases  of 
long  standing  the  prospect  of  improved  function 
would  hardly  justify  the  risk.  C.  H.  Pool. 


Mowell,  J.  W.:  Pott*s  Fractures.    Northwest  Med., 
1919,  xviii,  265. 

Potts  fracture  is  produced  usually  by  some 
trauma  or  fall  which  forces  the  foot  outward,  tears 
the  internal  malleolus  from  the  tibia  by  the  internal 
lateral  ligament,  and  in  a  typical  case  breaks  the 
fibula  from  i  to  3  in.  above  its  tip<  carrying  the 
astragulus  outward.  The  foot  drops  backward  be- 
cause the  articulation  is  relaxed,  and  there  is  out- 
ward and  backward  dislocation. 

The  surgeon  may  reduce  a  Pott's  fracture  by 
placirg  his  knee  against  the  tibia,  grasping  and 
everting  the  foot  so  as  to  free  the  internal  malleolus, 
pulling  the  foot  forward,  inverting  it  slightly,  ard 
completely  dorsiflexing  it  on  the  leg.  Plaster  should 
then  be  applied  down  the  leg  from  the  popliteal 
space  behind  to  3  in.  underneath  and  beyond  the 
toes,  the  foot  being  in  inversion  and  dorsiflexion. 
The  after-treatment  should  consist  essentially  in 
raising  the  inner  heel  %  in.  after  the  fracture  has 
sufficiently  healed. 

The  author  presents  diagrams  of  ankles  in  which 
the  astragulus  dislocation  was  not  reduced  because 
e version  was  not  done  before  the  inverting  and 
thus  the  fragment  of  the  internal  malleolus  was 
driven  up  into  the  articular  surface  of  the  tibia. 
Ninety  per  cent  of  Pott's  fractures  do  not  show  good 
functional  results  on  this  account. 

R.  G.  P.'VCKARD. 

Estes,  W.  L.,  Jr. :  A  Study  of  the  Cause  of  Delayed 
Union  and  Non-Union  in  Fractures  of  the 
Long  Bones.    Ann.  Surg.,  1920,  Ixxi,  40. 

Estes  reviews  the  results  obtained  in  the  treat- 
ment of  374  fractures  including  fractures  of  the 
humerus,  radius,  ulna,  femur,  tibia,  and  fibula. 

In  discussions  of  the  general  causes  of  delayed 
union  and  non-union  attention  has  been  called  to 
the  fact  that  syphilis  may  be  a  factor  even  in  the 
absence  of  a  history  and  manifestations  of  the 
disease.  A  routine  Wassermann  would  therefore 
seem  indicated  in  all  cases  in  which  delayed  union 
may  be  suspected. 

In  regard  to  the  location  of  delayed  and  non-union 
in  the  cases  analyzed  the  findings  were  fairly  con- 
stant. In  the  humerus  they  both  seemed  to  be 
confined  to  the  middle  third.  In  the  radius  and 
ulna  delayed  union  was  more  prone  to  occur  in  the 
distal  half.  In  the  ulna,  non-union  was  more  fre- 
quent in  the  upper  third.  In  the  femur  non-union 
was  more  apt  to  occur  in  the  neck,  while  in  the  shaft 
delay  in  union  was  more  frequent  in  the  distal 
third.  In  the  tibia,  delayed  union  and  non-union 
seemed  distributed  fairly  equally  over  the  entire 
shaft,  but  the  tendency  to  delayed  union  was  greater 
in  the  upper  third  and  the  tendency  to  non-union 
greater  in  the  upper  and  lower  thirds. 

Fifty  per  cent  of  the  cases  of  delayed  union  were 
due  to  compound  comminuted  fractures  and  a 
small  number  to  the  comminution  alone.  These 
figures  substantiate  the  common  belief  that  in 
cases   of   open   wounds   with   a    fresh    fracture    in 
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which  there  is  more  or  less  laceration  of  the  soft 
tissues  there  is  a  marked  tendency  to  delayed  union. 
In  every  10  cases  of  this  kind  among  those  analyzed 
delayed  union  occurred  in  3  (10  per  cent).  When 
there  is  comminution,  which  usually  is  due  to  an 
extensive  trauma  or  crushing,  delayed  union  occurs 
in  3  out  of  every  4  cases  and  non-union  in  i  out  of 
every  8. 

It  is  well  known,  however,  that  Blake's  treat- 
ment of  war  fractures,  which  these  compound  com- 
minuted fractures  of  civil  life  so  closely  resemble, 
tends  to  produce  more  rapid  union  and  return  of 
function,  and  it  is  gratifying  to  realize  that  as  the 
problem  presents  itself  there  is  now  at  hand  a 
method  which  should  improve  the  statistics.  The 
small  number  of  cases  of  delayed  union  in  which 
plating  is  indicated  may  also  be  diminished  by  the 
more  frequent  application  of  balanced  suspension. 

Attention  is  called  to  a  group  of  cases  in  which 
the  cause  for  delayed  union  cannot  be  accurately 
determined  and  it  is  suggested  that  studies  in 
metabolism  may  offer  an  explanation  and  suggest  a 
rational  therapeusis.  H.  A.  McKnight. 

SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Turner,  G.  G. :  The  Uses  of  Free  Transplants  of 
the  Fascia  Lata  in  Surgery.  Brit.  M.  J.,  1920, 
i.  79- 

Having  had  excellent  results  with  fascia  lata 
transplants  in  arthroplasty,  the  author  recommends 
their  use  also  in  other  operations.  He  has  employed 
them  successfully  to  protect  sutured  nerves  and 
tendons  against  the  inroads  of  sepsis  and  slowly 
forming  granulation  tissue.  Fascia  has  been  found 
to  be  surprisingly  resistant  to  septic  processes, 
remaining  viable  in  cases  of  very  severe  infection. 

The  tendon  or  nerve  to  be  repaired  is  covered  by 
a  piece  of  fascia  lata  which  is  fixed  so  that  it  extends 
beyond  the  area  of  damaged  tissue.  Thus  used,  the 
facial  covering  offers  an  effective  barrier  between 
the  repaired  tissues  and  the  skin. 

Turner  has  found  pieces  of  fascia  lata  of  value 
also  to  replace  lost  tendons.  A  section  of  sufficient 
length  is  cut,  rolled  into  a  thin  cylinder,  and  then 
sutured  in  place  so  as  to  bridge  the  gap  in  the  tendon. 
Transplants  have  been  used  also  to  cover  the  ex- 
posed brain  when  the  membranes  are  deficient.  In 
this  connection  reference  is  made  to  a  case  of  Jack- 
sonian  epilepsy  in  which  there  was  adherence  of  the 
brain  tissue  to  the  overlying  skin  flaps  following  a 
decompression  for  a  gunshot  wound  of  the  head. 
Complete  recovery  followed  the  insertion  of  a 
fascial  layer  between  the  skin  flaps  and  the  brain 
tissue. 

Another  use  of  free  transplants  of  fascia  lata  is  as 
an  aid  in  the  repair  of  urethral  fistulae  that  do  not 
yield  to  ordinary  surgical  procedures.  When  fixed 
between  the  mucous  membrane  and  skin  layers 
they  re-inforce  the  stretched-out  tissues  and  suture 
line. 


The  area  from  which  the  fascia  is  removed  gen- 
erally gives  no  trouble.  The  author  has  found  it 
necessary  to  suture  only  when  the  transplant  was  a 
small  one.  A .  J.  S(  holl. 

Lavatle,  C.  R.:  The  Treatment  of  Tuberculous 
Osleo-Arthritis  by  Bone  Grafts  (Tratamiento 
de  las  osteo-artritis  tuberculosas  per  ingertos  6seos). 
An.  d.  Insl.  m>d.  de  din.  m&i.,  1919,  iv,  8. 

The  surgical  treatment  advocated  for  tuberculous 
osteo-arthritis  has  become  more  and  more  con- 
servative. First,  the  amputation  of  the  diseased 
member  above  the  lesion  was  done;  then,  the  total 
resection  of  the  diseased  joint ;  and  finally,  resection 
of  only  the  diseased  portions  of  the  joint  or  the 
bone.  Today,  all  these  procedures  are  discarded  in 
the  majority  of  cases  and  considered  only  when  a 
fistula  is  present  with  great  destruction  of  tissue, 
when  the  patient  is  cachectic,  or  when  he  is  of  an 
aboriginal  race  in  which  hereditary  immunity  is 
almost  entirely  lacking  and  cannot  be  depended 
upon  to  wall  off  the  lesion. 

Lavalle  considers  rest  and  heliotherapy  the  most 
efficacious  therapeutic  measures.  Rest  is  obtained 
most  satisfactorily  by  continuous  extension  which 
tends  to  keep  down  the  congestion  and  aids  in  the 
resorption  of  the  extravasated  fluids  in  the  oedem- 
atous  tissues.  Heliotherapy  is  useful  as  it  stimulates 
phagocytosis  and  has  a  general  tonic  effect. 

In  the  surgical  treatment  the  author  has  found 
that  success  depends  upon  the  following  factors: 

1.  The  use  of  autografts. 

2.  The  most  rigorous  asepsis  possible.  < 

3.  Careful  preparation  of  the  field  in  the  vas- 
cular tissue  and  absolute  haemostasis  to  prevent 
the  interposition  of  clots  between  the  graft  and 
its  bed. 

4.  Rapid  transplantation.  The  graft  should  be 
cut  with  a  sharp  shears  after  the  field  has  been  weU 
prepared.  A  saw  should  not  be  used  for  this  pur- 
pose as  it  injures  the  superficial  layers  by  the  heat  it 
generates  and  the  fine  particles  thrown  off  obliterate 
the  openings  of  the  haversian  canals  which  will  be 
rapidly  penetrated  by  the  new-formed  capillaries  if 
they  remain  permeable  and  the  spongy  bone  is  not 
compressed. 

5.  Absence  of  contact  between  the  suture  and  the 
grafts.  The  grafts  should  rest  on  the  largest  possible 
surface  on  the  subcortical  osseous  tissue,  i.e.,  under 
the  periosteum  and  the  cortical  layer  but  not  reach- 
ing to  the  marrow. 

6.  Immobilization  of  the  region  operated  upon. 
In  studying  the  pathogenesis  and  the  process  of 

cure  of  cases  of  this  kind  LavaUe  has  found: 

1.  That  the  graft  has  the  power  to  provoke  a 
condensing  osteitis  in  its  immediate  surroundings, 
and  thus  directs  the  process  of  ossification.  Ossifica- 
tion is  especially  abundant  in  bones  with  some  in- 
flammatory process  such  as  a  tuberculous  epiphysis. 

2.  The  graft,  which  extends  from  the  shaft  to 
the  epiphysis  without  reaching  the  articular  cavity, 
crosses  the  articular  cartilage,  and  as  the  haversian 
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canals  are  promptly  and  abundantly  penetrated  by 
the  capillaries,  it  serves  to  reduce  the  venous  stasis 
and  to  bring  the  arterial  blood  to  the  epiphysis. 

M.  M.  Matthies. 

Martin,   W.:    The  Treatment  of  Bone  Cavities. 

Ann.  Surg.,  1920,  Ixxi,  47. 

In  bone  cavities  in  close  proximity  to  a  joint  the 
removal  of  the  roof  and  side  walls  with  the  idea  of 
allowing  the  soft  parts  to  fall  in  is  almost  impossible 
or  necessitates  a  very  difficult  plastic  operation. 
Moreover,  in  certain  tunnels  following  compound 
fractures,  the  removal  of  all  the  bone  on  one  side 
of  the  tunnel  leaves  the  shaft  very  weak  and  with 
poor  mechanical  support.  For  these  reasons  atten- 
tion is  called  to  some  of  the  other  methods  of  closing 
bone  cavities. 

Chaput  (1903)  reported  4  cases  in  which  he  had 
successfully  plugged  with  fat  bone  cavities  left  by 
osteomyelitis.  Since  then,  about  50  cases  have  been 
reported.  Calforio  (1Q18)  reported  the  results  ob- 
tained with  small  fat  transplants  in  cavities  made  in 
the  upper  extremity  of  the  tibia  in  rabbits.  From 
these  experiments  he  concluded,  first,  that  the  fat 
did  not  remain  as  such  in  the  bone,  and  second,  that 
it  was  completely  replaced  by  newly-formed  osteoid 
tissue.  X-ray  observations  of  fat  transplanted  into 
bone  in  man  show  apparently  similar  results.  In 
some  instances  there  is  little  replacement  of  the  fat 
by  bone,  in  others  complete  replacement  in  a  few 
months. 

Fat  therefore  has  been  proved  by  both  experi- 
ment and  actual  practice  to  have  certain  obvious 
advantages  for  the  plugging  of  bone  cavities.  It 
does  not  readily  support  bacterial  life,  nor  does  it 
readily  undergo  decomposition.  Moreover,  when 
fat  is  broken  down  by  the  enzymes  of  bacteria  it 
probably  splits  into  fatty  acids  or  their  salts  (soaps) 
and  glycerine,  none  of  which  is  especially  harmful 
to  the  tissue.  The  fat  seems  to  be  easily  taken  up 
by  the  body  cells  and  appears  to  have  physical 
properties  suitable  for  the  healing  of  the  overlying 
skin. 

With  regard  to  the  treatment  of  infected  bone 
cavities  the  author  draws  the  following  conclusions: 

1.  The  complete  removal  of  all  the  infected  bone 
lining  the  cavity,  all  foreign  bodies,  and  every 
particle  of  dead  bone,  is  essential. 

2.  In  the  great  majority  of  cases  the  cavity  must 
be  obliterated  to  insure  healing.  This  is  accom- 
plished most  satisfactorily  by  removing  a  suffi- 
cient amount  of  the  wall  of  the  cavity  to  allow  the 
soft  parts  to  fall  in  and  fill  it  up. 

3.  In  certain  tunnels  and  cavities  near  the 
joints  some  form  of  plugging  may  be  indicated 
and  of  the  many  materials  used  as  plugs  free  fat 
transplants  present  obvious  advantages.  The  two- 
stage  operation,  with  careful  sterilization  of  the 
cavity  by  the  Carrel-Dakin  technique  is  of  great 
value. 

4.  After  it  is  decided  from  the  nature  of  the 
cavity  or  tunnel  that  a  fat  transplant  is  suitable,  the 


skin  should  be  excised  about  the  margin  of  the 
cavity  and  freed  from  the  underlying  tissue  until 
its  edges  can  be  brought  together.  Exact  hxmostasis 
of  the  soft  parts  is  essential.  A  piece  of  fat  distinctly 
larger  than  the  cavity  should  then  be  excised  from 
the  abdominal  wall  and  thrust  into  the  cavity,  the 
end  of  the  graft  being  mushroomed  through  the 
opening  in  the  bone  and  the  skin  closed  over  the 
graft  with  interrupted  sutures.  E.  H.  Pool. 

ORTHOPEDICS  IN  GENERAL 

Cotton,  F.  J.:   "Flat-Foot"  and  Other  Static  Foot 
Troubles.    Boston  M.  &•  S.  J.,  1920,  clxxxii,  i. 

For  the  purposes  of  discussion  the  author  divides 
foot  troubles  into  five  classes:  (i)  "flat-foot" 
(habitual;  rigid;  bony);  (2)  short  heel  cord;  (3)  con- 
tracted foot;  (4)  anterior  arch  trouble  (Morton's 
disease;  "fallen"  arch):  and  {$)  hallux  valgus  and 
rigidus. 

Cases  of  so-called  "flat-foot"  constitute  most  of 
the  cases  which  come  for  treatment.  In  this  condi- 
tion there  is  no  real  deformity — merely  a  position  of 
relaxation  into  pronation  which  may  be  corrected. 
This  habitual  pronation  is  due  to  weakness  of  the 
muscles  rather  than  to  looseness  of  the  ligaments. 
It  is  a  physiological  disorder  and  must  be  treated 
along  physiological  lines.  Palliative  measures  such 
as  hot-soaking  and  massage  will  relieve  the  tender- 
ness. Changes  in  the  shoe  heels  (Thomas  heel)  and 
the  insertion  of  pads  under  the  arches  will  give 
comfort,  but  a  radical  cure  is  to  be  obtained  only 
by  the  education  and  exercise  of  the  muscles.  Under 
proper  treatment  the  patient  should  get  rid  of  sup- 
porting plates  in  three  months.  The  muscles  con- 
cerned are  the  tibialis  anticus,  the  flexor  longus 
hallucis,  and  the  flexor  longus  digitorum. 

Cultivation  of  the  anterior  tibial  is  of  no  value  in 
the  treatment  of  ''flat-foot."  The  exercises  advised 
are:  (i)  rolling  the  feet  outward  over  the  outer 
margin  of  the  sole  while  standing,  and  (2)  supina- 
tion and  plantar  reflexion  (standing  on  the  toes  with 
the  heels  turned  in  and  attempting  to  grasp  the  floor 
with  the  toes).  Most  cases  are  cured  by  these 
methods.  In  those  which  do  not  yield  the  author 
recommends  the  use  of  an  upright  box  of  steel 
extending  from  the  shoe  heel  to  the  upper  calf  on 
the  outside  to  which  the  foot  can  be  pulled  over  into 
a  supinated  position  by  means  of  a  T-strap  coming 
from  the  inner  side  of  the  shoe  heel.  The  two  arms 
of  the  T  encircle  the  malleoli  and  bar  and,  when 
buckled  up  tight,  hold  the  inner  side  of  the  foot 
upward  and  outward. 

For  the  rigid  spastic  foot  stretching  of  the  con- 
tracted tendons  under  ether  followed  by  the  applica- 
tion of  a  cast  to  hold  the  foot  in  extreme  supination 
for  a  week  or  so  is  advised  instead  of  tenotomy. 
After  this,  the  case  should  be  treated  in  the  same 
manner  as  the  non-spastic  type. 

The  bony  "flat-foot"  concerns  the  surgeon  only 
insofar  as  it  causes  symptoms.  ^Many  feet  of  this 
type  are  perfectly  serviceable.    If  the  condition  is 
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extreme  and  the  symptoms  are  disabling,  however, 
the  best  treatment  is  a  cuneiform  osteotomy  (Ogston 
operation).  This  impairs  the  mobility  of  the  foot 
but  restores  its  balance. 

The  short  heel  cord  is  a  frequent  factor  in  foot 
troubles,  especially  in  women  who  have  lost  the 
power  of  complete  dorsal  flexion  by  wearing  high- 
heeled  shoes.  The  tendon  can  be  stretched  in  one  or 
two  sittings  with  a  Davis  wrench  without  the  use  of 
an  anaesthetic.  The  author  has  not  seen  any  con- 
siderable number  of  cases  requiring  tenotomy. 
After  the  cord  has  been  stretched  the  case  is  resolved 
into  a  case  of  weak  or  pronated  foot  and  should  be 
treated  accordingly. 

The  contracted  foot  is  of  the  spastic  type  and 
nearly  always  congenital.  There  is  a  high  arch, 
the  heel  cord  is  short,  the  toes  are  flexed  like  claws 
and  pulled  into  hyperextension  over  the  heads  of  the 
metatarsals  by  the  contracted  extensor  tendons,  the 
plantar  fascia  is  tight,  and  the  weight-bearing  sur- 
faces are  calloused  and  tender,  especially  under  the 
heads  of  the  first  and  fifth  metatarsals.  A  cure  may 
be  obtained  by  tenotomy  (extensor  tendons)  and  the 


transplantation  of  the  extensor  proprius  hallucis 
into  the  distal  end  of  the  first  metatarsal.  In  two 
cases  the  sesamoids  were  removed  with  admirable 
results. 

Metatarsalgia  is  common  but  Morton's  disease 
(pressure  on  the  nerves  between  the  third  and  fourth 
metatarsal  heads)  is  unusual.  The  common  type  is 
that  of  a  tender  central  callus  with  most  of  the 
weight  carried  by  the  second  and  third  metatarsal 
heads.  These  cases  do  not  get  well  and  always  re- 
quire care.  A  pad  set  in  an  insole  behind  the  central 
callus  is  usually  sufficient  to  make  the  foot  comfort- 
able. In  some  cases  merely  a  strap  around  the  foot 
just  behind  the  ball  is  all  that  is  necessary. 

For  hallux  valgus  operative  remodeling  of  the 
joint  and  bursal  excision  are  advised.  The  con- 
tracted external  side  of  the  joint  capsule  must  be 
cut  and  the  extensor  hallucis  tendon  transplanted 
to  the  proximal  phalanx  of  the  great  toe.  This 
allows  complete  correction  and  prevents  recurrence. 
The  hypertrophied  part  of  the  metatarsal  head, 
including  about  half  of  the  joint  surface,  should  be 
excised.  W.  A.  Clark. 
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Okinczyc,  J. :  A  Case  of  Almost  Total  Section  of  the 
Spinal  Cord  by  a  Bullet  Followed  by  Survival 
for  Almost  Four  Years  (Una  observation  de  sec- 
tion presque  totale  de  la  moelle  par  balle  avec  survie 
de  pr6s  de  quatre  ans).  Bull,  et  mem.  Soc.  de  chir.  de 
Par.,  1919,  xlv,  1499. 

Okinczyc  gives  the  detailed  clinical  history  of  a 
soldier  whose  spinal  cord  was  almost  completely 
sectioned  by  a  bullet  and  who  survived  for  three 
years  and  eleven  months  after  the  injury.  There  was 
no  autopsy.  Following  the  injury  there  was  first 
a  period  of  primary  shock  with  abolition  of  volun- 
tary movement,  absence  of  sensation,  absence  of 
tendon  reflexes,  vesical  retention,  and  faecal  incon- 
tinence. This  was  followed  by  a  period  in  which 
there  were  involuntary  movements  in  the  muscle 
masses  of  the  paralyzed  limbs,  reappearance  of  the 
reflexes,  cicatrization  of  the  scars,  and  more  or  less 
complete  evacuation  of  the  bladder. 

Lecene,  who  commented  on  the  author's  report, 
stated  that  Lhermitte,  who  made  a  special  study  of 
spinal  lesions  during  the  war,  observed  four  cases 
of  complete  spinal  section  with  survivals  of  eighteen, 
five,  eight,  and  twelve  months,  respectively.  In 
these  four  cases  the  response  of  the  nerves  and 
muscles  of  the  paralyzed  lower  limbs  to  galvanic 
stimulation  remained  entirely  normal  while  their 
response  to  faradic  stimulation  was  somewhat 
diminished. 

These  facts  prove  unquestionably  that  section  of 
the  spinal  cord  may  cause  only  slight  modifications 
in  the  response  of  nerves  and  paralyzed  muscles 
to  electrical  stimulation,  and  that  the  injury  is 
never   associated   with    degeneration    such   as   oc- 


curs following  destructive  lesions  of  the  peripheral 
nerves. 

From  what  has  been  learned  during  the  war  it  is 
known  that  when  the  lower  segment  of  the  sectioned 
cord  remains  intact  there  is  almost  complete  physio- 
logical integrity  of  the  nerves  emanating  from  it. 
This  explains  the  automatism  and  the  defense 
reflexes  commonly  observed  in  such  cases.  When 
the  lower  part  of  the  cord  is  severely  injured,  how- 
ever, there  may  be  absence  of  response  to  electrical 
stimulation  in  the  nerves  and  muscles  dependent 
upon  it. 

From  these  facts  it  is  evident  that  electrical 
examination  of  the  nerves  and  muscles  of  a  section 
of  the  body  which  has  become  paralyzed  following 
an  injury  to  the  spinal  cord  will  not  indicate  definite- 
ly whether  the  section  of  the  cord  is  complete  or 
incomplete.  It  will  show  merely  the  anatomical 
condition  of  the  peripheral  neurons  of  the  segment 
subjacent  to  the  cord  lesion.  W.  A.  Brennan. 

Lance  and  Jaubert:  Infectious  Spondylitis  and 
Perispondylitis  (Spondylites  et  perispondylites 
infectieuses).    Rev.  de  chir.,  Par.,  1919,  Ivii,  607. 

Among  the  soldiers  sent  to  the  hospital  for  treat- 
ment for  Pott's  disease  the  authors  found  a  number 
who  were  suffering  from  spondylitis  of  infectious 
origin,  so-called  "rheumatismal"  perispondylitis, 
or  spondylitis  of  the  tuberculous  rheumatismal  type 
described  by  Poncet. 

When  the  inflammation  in  such  cases  is  restricted 
to  the  spinal  column  radiography  will  show  the 
development  of  bony  excrescences  on  the  vertebrae 
which  finally  cause  immobilization. 
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When  the  inflammation  is  more  particularly 
perivertebral  it  is  associated  with  other  articular 
lesions,  generally  in  the  hip  and  knee.  In  these 
joints  radiography  will  show  the  lesions  of  deform- 
ing ankylosing  rheumatism. 

In  the  authors'  opinion  the  cause  of  ankylosing 
perispondylitis  is  infection,  chiefly  tuberculosis,  and 
the  predisposing  factors  are  cold,  dampness,  fatigue, 
and  trauma.  The  patients  whose  cases  are  reported 
in  this  article  had  had  gonorrhoea,  typhoid  fever, 
tuberculosis,  or  some  other  infection  masked  by  the 
symptoms  of  articular  rheumatism.  That  syphilis 
may  also  be  a  cause  seems  evident  from  the  fact 
that  Charcot's  spine  is  strikingly  similar  to  the  spine 
affected  with  the  condition  under  discussion. 

Only  two  methods  of  treatment  give  satisfactory 
results:  (i)  moderate  mobilization,  after  the  initial 
painful  crises,  and  (2)  heliotherapy.  These  measures 
seem  to  arrest  the  development  of  the  bony  proc- 
esses and  aid  in  the  resorption  of  the  exudate. 

W.  A.  Brennan. 

Sargent,  P.:  A  Clinical  Lecture  on  the  Surgical 
Aspects  of  Spinal  Tumors.  Brit.  M.  J.,  1920,  i, 
37- 

The  author  reviews  the  results  of  27  operations 
performed  by  him  in  the  past  ten  years  for  spinal- 
cord  tumors.  He  describes  the  tumors  as  true 
neoplasms  of  different  varieties  associated  with 
cord  symptoms,  and  excludes  all  cases  of  syphilis, 
tuberculous  disease,  and  cyst.  He  also  reviews  very 
fully  the  record  of  the  first  spinal-cord  tumor  re- 
moved, that  excised  by  Sir  Victor  Horsley  in  1887. 

Four  of  the  27  tumors  in  the  series  were  neuro fi- 
bromata; 3,  endotheliomata;  2,  psammomata;  2, 
fibromata;  and  2,  fibromyxomata.  In  no  case  was 
the  tumor  above  the  fifth  cervical  or  below  the 
eleventh  thoracic  segment. 

In  briefly  reviewing  the  symptoms,  it  was  found 
that  8  patients  complained  of  root  pains  and  g 
of  numbness  in  the  legs  associated  with  weakness 
(the  latter  symptom  was  present  before  operation 
in  every  case  and  varied  from  slight  impairment  to 
complete  loss  of  all  voluntary  movements).  In  3 
instances  stiffness,  jerking,  or  weakness  was  the 
first  symptom  noticed  by  the  patient.  With  one 
exception,  the  weak  or  paralyzed  legs  were  spastic, 
though  never  to  an  extreme  degree.  In  8  of  the  15 
cases  no  impairment  of  vesical  function  was  noticed 
at  any  time  even  though  other  symptoms  had  been 
present  for  periods  varying  from  one  to  three  years 
In  the  remaining  cases  the  impairment  of  vesical 
function  amounted  to  little  more  than  precipitancy 
or  hesitancy  of  micturition,  usually  the  former.  The 
use  of  a  catheter  was  very  rarely  necessary.  In  the 
neurological  examination  the  Brown-Sequard  syn- 
drome was  frequently  observed. 

The  author  believes  that  the  clinical  course  of 
spinal-cord  tumors  is  quite  characteristic  in  that  it 
is  slowly  progressive  and  temporary  amelioration 
is  rare.  The  progress  of  the  disease  is  usually  con- 
tinuous until  the  patient  becomes  paralyzed  and 


completely  loses  pain,  tactile,  and  temperature 
sensibilities  below  the  segment  involved. 

The  operative  results  in  such  cases  are  most 
striking  in  that  the  patient  is  relieved  from  pain 
immediately  and  the  motor  power  returns  very 
rapidly,  usually  before  the  return  of  sensation. 

The  results  in  11  of  the  15  cases  in  the  series  re- 
ported may  be  described  as  satisfactory  in  all  re- 
spects. Six  patients  were  doing  their  ordinary  work 
when  last  heard  from;  i,  77  years  of  age,  is  in  per- 
fect health  and  vigor;  and  the  other  4  are  so  far  re- 
covered that  the  operation  may  be  regarded  as 
successful.  Of  the  4  patients  treated  unsuccessfully, 
I,  whose  paralysis  had  existed  for  nine  years  before 
operation  remains  virtually  in  statu  quo  t.ve  and 
one-half  years  after  the  removal  of  the  tumor.  The 
3  remaining  patients  died. 

Twelve  cases  of  tumor  causing  spinal-cord  symp- 
toms other  than  of  the  encapsulated  intrathecal 
extramedullary  type  were  encountered  during  the 
same  period.  These  tumors  contrasted  strongly 
with  the  others.  They  were  without  exception  of  a 
malignant  character  although  their  degree  of 
malignancy,  judged  clinically,  was  extremely 
variable. 

In  the  author's  conclusion  he  emphasizes  the  im- 
portance of  an  early  exploratory  laminectomy  in 
the  cases  of  patients  suffering  from  cord  lesions 
which  give  symptoms  suggestive  of  spinal-cord 
tumors.  A.  W.  Adson. 

McNealy,  R.  W. :  Congenital  Depressions,  Sinuses, 
and  Cysts  Occurring  in  the  Sacrococcygeal 
Region.    Surg.jGynec.  Ss'Obst.,  1919,  xxix,  592. 

Congenital  depressions,  sinuses,  and  cysts  may  be 
found  in  the  median  line  of  the  back  over  the 
coccyx  or  in  the  lower  portion  of  the  sacrum.  The 
author  discusses  only  those  having  simple  epithelial 
lining  (simple  dermoids).  According  to  the  degree 
of  the  anomaly  these  are  classified  by  W^ette  as 
fovea  sacrococcygea,  fistula  sacrococcygea,  and 
epidermoid  sacrococcygeal  cysts.  According  to 
Depree  and  Lannelongue,  this  anomaly  is  found  in 
one-third  of  all  new-born  infants  and  in  3  per  cent 
of  persons  reaching  adult  age.  The  large  majority 
of  cases  occur  in  males,  and  usually  escape  notice 
until  they  attract  attention  by  becoming  infected 
or  rapidly  increasing  in  size. 

The  fovea  coccygea  or  simple  depression  as  a  rule 
causes  little  trouble.  The  sacrococcygeal  fistula, 
a  canal  lined  with  epithelium  which  extends  from  the 
skin  surface  to  a  variable  depth  in  the  loose  tissue, 
may  be  single  or  multiple.  If  there  has  been  infec- 
tion the  epithelial  lining  is  replaced  by  granulations 
and  connective  tissue.  Often  these  fistulae  contain 
loose  hairs  and  in  some  cases  they  may  be  dilated 
at  the  bottom  to  form  cysts.  The  cysts  may  contain 
cholesterin,  crystals,  and  the  products  of  the  skin 
glands  as  well  as  hairs.  The  fistulae  may  be  primary 
or  secondary.  The  formation  of  secondary  fistulae 
follows  suppuration  and  the  discharge  of  the  con- 
tents of  a  cyst. 
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The  dermoids  of  the  sacrococcygeal  region  vary 
in  size.  Usually  they  are  situated  just  bcncaih  the 
skin,  but  in  some  cases  may  be  found  deeper  near 
the  tip  of  the  coccyx.  As  a  rule  the  cysts  are  adher- 
ent to  the  skin  or  attached  to  it  by  the  apex  of  an 
invagination  of  epidermis.  They  are  usually  con- 
nected to  the  spinal  column  by  fibrous  bands.  The 
cyst  walls  vary  in  thickness,  depending  upon  the 
amount  of  connective  tissue  present.  Some  of  the 
cysts  are  lined  with  stratified  squamous  epithelium 
and  show  hair  follicles  and  rudiments  of  sweat  and 
sebaceous  glands. 

Many  theories  have  been  advanced  to  explain 
these  cysts  and  fistula;.  It  has  been  claimed  that 
they  are  due  to  hair  growing  in  an  abnormal  direc- 
tion from  the  follicles  which  causes  an  inflammatory 
reaction;  a  rudimentary  tail  formation  in  man;  the 
remains  of  a  hydrorachis  beginning  in  intra-uterine 
life;  the  persistence  of  a  fcEtal  connection  between 
the  external  skin  and  the  lining  of  the  medullary 
canal;  the  persistence  of  a  medullary  tube;  the 
abnormal  development  of  ligamentum  caudale; 
and  the  incomplete  obliteration  of  the  foetal  canal. 
The  theory  usually  accepted,  however,  is  that  of 
Tourneaux  and  Hermann  who  attribute  them  to 
certain  departures  from  the  normal  in  the  develop- 


ment of  the  caudal  end  of  the  spinal  cord  involving 
the  infolding  of  the  primary  ectoderm.  The  simple 
depressions  they  believe  are  the  result  of  more  rapid 
growth  of  the  soft  parts  which  causes  traction  of  the 
ligamentum  caudale  upon  the  vestiges  coccygiens. 
The  cysts  are  of  two  types:  (i)  those  due  to  dilatation 
of  the  epithelial  sac  which  constitutes  the  vestiges 
meduUaires  coccygiens,  and  (2)  those  due  to  dilatation 
of  the  deep  part  of  a  fistula  or  the  occlusion  of  a 
fistulous  tract  near  its  outlet. 

So  far  as  treatment  is  concerned  the  author  states 
that  the  simple  depressions  give  no  cause  for  sur- 
gical interference.  When  surgery  is  indicated  the 
fistulae  may  be  carefully  dissected  out  and,  if  there  is 
no  infection  the  wound  may  be  closed  immediately. 
If  infection  is  present,  it  is  best  to  allow  the  tract 
to  granulate  in  after  dissection.  In  cases  of  multiple 
fistulae  the  various  ramifications  may  be  demon- 
strated by  making  roentgenograms  after  injecting 
Beck's  paste  or  by  the  use  of  methylene  blue  in 
peroxide.  Some  of  the  cysts  when  infected  must 
be  drained  before  dissection  may  be  done.  These 
cysts  are  often  confused  with  furuncles  and  when 
they  are  incised  a  chronic  discharging  sinus  is  left. 
The  fistulae  described  are  not  of  anal,  tubercular,  or 
syphilitic  origin.  I.  W.  Bach. 
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Boschi, G.,  and  Perrone,  A.:  The  Results  of  Surgi- 
cal Operations  on  the  Nerve  Trunks  (Primi 
nostri  risultati  di  interventi  chirurgici  sui  tronchi 
nervosi).  Policlin.,  Roma,  1919,  xxvi,  sez.  med., 
385. 

The  authors  performed  a  large  number  of  opera- 
tions in  a  neurological  hospital  of  the  Italian  army. 
These  surgical  measures  included  direct  and  indirect 
nerve  sutures,  strip  plastics,  anastomoses,  resections, 
etc.  The  experience  is  summarized  briefly  as 
follows : 

1.  Long  and  difficult  operations  involving  nerves 
embedded  in  a  mass  of  fibrous  cicatricial  tissue  with 
intimate  adhesions  to  the  vessels  were  well  borne. 
They  were  never  followed  by  any  disturbances  such 
as  pain,  paraesthesia,  etc.,  and  it  was  never  necessary 
to  use  such  special  measures  as  continuous  irrigation 
with  normal  salt  solution.  Only  the  usual  means  to 
obtain  maximum  asepsis  and  perfect  haemostasis 
were  employed. 

2.  It  was  found  that  the  nerves  could  be  stretched 
by  gradual  and  gentle  measures  up  to  a  maximum  of 
6  or  7  cm.  This  was  especially  true  of  the  sciatic 
nerve.  By  stretching  and  forcibly  flexing  the  limb 
it  was  possible  to  accomplish  direct  suture  of  the 
great  sciatic  to  one  of  its  terminal  branches  even 
when  the  original  separation  amounted  to  9  or  10 
cm.  At  the  end  of  three  weeks  the  limb  functioned 
normally. 

3.  When  causalgia  was  associated  with  com- 
pression of  a  nerve  trunk  a  neurolysis  which  com- 


pletely freed  the  nerve  was  a  rapid  aid  to  other 
methods  of  treating  the  causalgia.  In  one  case  in 
which  complete  interruption  of  the  radial  nerve  was 
associated  with  causalgia  of  the  musculocutaneous 
nerve  the  causalgia  disappeared  following  im- 
plantation of  the  median  nerve  upon  the  radial, 
neurolysis  of  the  musculocutaneous  nerve  which  was 
strongly  compressed  by  bone  caUus,  and  a  few 
applications  of  high-frequency  current.  Generally 
when  there  was  no  syndrome  of  an  actual  break  in  a 
nerve  neurolysis  gave  good  results. 

A.  In  cases  in  which  an  operation  was  performed 
to  repair  an  actual  interruption  in  the  nerve  the 
time  which  has  elapsed  has  been  too  short  to  warrant 
definite  conclusions  as  to  the  results,  but  signs 
already  noted  seem  to  indicate  that  the  function  of 
the  muscles  will  be  restored. 

5.  Direct  suture  of  nerves  is  preferable  to  any 
other  method.  The  results  obtained  by  indirect 
methods  of  suture  were  not  very  satisfactory  even 
when  all  precautions  were  taken  to  protect  against 
adhesions. 

6.  Electrical  stimulation  of  the  nerve  trunk  dur- 
ing the  operation  is  quite  harmless  and  may  be  of 
great  aid  when  the  operation  is  difficult. 

7.  In  many  cases  vascular  lesions  were  found  in 
association  with  the  lesions  of  the  nerves.  These 
may  have  been  responsible  for  some  of  the  trophic 
and  vasomotor  disturbances  attributed  to  the  nerve 
lesions,  and  of  themselves  demand  surgical  inter- 
vention. W.  A.  Brexnax. 
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Frazier,  C.  H.:  Surgical  Problems  in  the  Recon- 
struction of  Peripheral  Nerve  Injuries.  Ann. 
Surg.,  iq20,  Ixxi,  i. 

In  order  that  the  results  of  neurological  examina- 
tions and  the  method-^  of  recording  the  clinical  find- 
ings n-ight  be  as  nearly  uniform  as  possible,  a-sthc- 
siometers  were  designed  for  the  various  reconstruc- 
tion centers  in  this  country  in  order  that  sensory  dis- 
turbances might  be  tested  and  recorded  in  terms  of 
grams.  Special  nerve  registers  for  work  on  periph- 
eral nerves  were  also  distributed.  While  many 
examinations  were  made  by  competent  neurologists 
abroad,  the  records  were  seldom  sent  with  the  pa- 
tients to  America. 

Up  to  the  present  time  over  3,000  cases  of  injuries 
to  peripheral  nerves  have  been  returned  to  especially 
equipped  hospitals.  Of  this  number,  550  were 
admitted  to  General  Hospital  No.  1 1  and  it  is  these 
cases  which  serve  as  the  basis  of  the  author's  report. 
Two  hundred  and  seventy-five  of  the  patients  (50 
per  cent)  have  been  discharged  as  recovered;  75  have 
begun  to  recover  function  spontaneously;  and  150 
operative  cases  remain  under  observation. 

A  percentage  of  25  or  30  seems  a  reasonably  con- 
servative estimate  of  the  proportion  of  cases  in 
which  operation  is  justifiable.  Surgery  should  be 
delayed  at  least  three  months  after  the  wound  has 
healed  and  at  least  six  months  after  the  injury. 
The  action  of  supplementary  muscles  which  may 
compensate  for  the  paralyzed  muscles  is  often  mis- 
leading and  many  cases  do  not  show  signs  of 
spontaneous  degeneration  until  about  the  sixth 
month.  If  when  there  is  evidence  of  complete 
physiological  division,  an  operation  were  performed 
as  soon  as  the  wound  would  permit,  many  wounds 
would  be  explored  unnecessarily  and  resection  and 
suture  would  not  only  postpone  recovery  but  might 
prove  totally  unsuccessful. 

In  operating,  the  tourniquet  should  not  be  applied 
routinely.  In  exceptional  cases  in  which  there  is 
massive  scar  tissue,  however,  much  time  may  be 
saved  by  its  use.  Liberal  incisions,  complete 
haemostasis  before  closure,  and  careful  scrutiny  in 
the  identification  of  the  nerve  trunks  to  prevent 
severance  of  important  rami  are  always  essential. 

The  least  complicated  operation  is  neurolysis. 
At  General  Hospital  No.  11  this  was  performed  in 
about  20  per  cent  of  the  cases.  It  is  clearly  indicated 
when  the  nerve  responds  promptly  to  faradic 
stimulation.  In  addition  to  external  compression 
there  may  be  present,  particularly  in  the  musculo- 
spiral  nerve,  an  associated  sclerosis  or  fibrosis  of  the 
nerve  which  may  inhibit  regeneration.  It  must  be 
acknowledged  that  a  neuroma  per  se  is  not  an  abso- 
lute barrier  to  the  growth  of  neuraxes  and  therefore 
no  attempt  should  be  made  to  resect  and  suture  a 
nerve  because  of  a  neuroma  until  six  months  have 
elapsed.  The  technique  of  neurolysis  should  free  the 
nerve  from  the  cause  of  compression  and  establish 
a  new  bed  in  an  intermuscular  plane  or  a  plane  be- 
tween a  muscle  sheath  and  the  deep  fascia. 

The  greatest  problems  are  those  of  resection  and 
the  bridging  of  defects.    Of  the  numerous  methods 


advocated,  there  are  only  a  few  which  should  even 
be  contemplated.  Letievant^s  flap  operation  need 
not  be  considered  as  when  the  flaps  are  reflected  the 
ends  are  not  in  alignment  and  lack  of  alignment 
interferes  with  the  downward  growth  of  neuraxes. 
While  Huber  has  obtained  good  results  in  two  cases 
of  surgery  d  distance,  attempts  have  not  been  suc- 
cessful when  applied  to  man.  TubulLzation  has  been 
used  extensively  but  the  failures  have  been  so 
numerous  and  good  results  so  few  that  it  is  not  to  be 
recommended.  The  scar  tissue  which  is  usually 
formed  in  such  cases  defeats  the  purpose  of  the  tube. 
Lateral  anastomosis,  as  practiced  by  Hofmeister, 
is  to  be  condemned  and  should  not  be  confused  with 
implantation  suture.  For  the  latter  there  is  a 
limited  field  as  in  the  arm  where  a  large  defect  in 
the  ulnar  or  musculospiral  nerve  may  be  bridged 
by  a  portion  of  the  median  nerve  with  only  slight 
and  transitory  sensory  loss. 

Resection  of  the  humerus  has  been  done  on  two 
occasions  by  Frazier  when  the  defect  could  not  be 
bridged  otherwise.  This  should  be  a  two-stage 
operation.  Nerve  stretching  with  posture  may  be 
used  to  good  advantage  and  a  defect  of  7  or  8  cm. 
overcome  in  this  manner.  In  some  cases  the  opera- 
tion may  be  done  in  two  stages.  In  the  first  stage 
the  limb  should  be  brought  into  flexion  and  the 
stumps  anchored  with  silk.  The  final  stage  of  the 
operation  is  then  performed  after  four  weeks. 
Nerve  transposition  is  probably  the  most  successful 
means  of  bridging  gaps  and  is  particularly  applicable 
to  the  ulnar,  the  musculospiral,  and  the  external 
popliteal.  In  all  large  defects  advantage  must  be 
taken  of  favorable  positions  such  as  fexion  of  the 
forearm  or  knee.  Only  as  a  last  resort  should  a 
nerve  transplant  be  employed  though  there  is 
definite  evidence  that  regeneration  takes  place 
through  the  graft.  The  graft  should  be  an  auto- 
transplant  taken  from  the  musculocutaneous,  the 
sural,  or  the  internal  cutaneous,  from  two  to  four 
cables  being  used  according  to  the  size  of  the  nerve. 

In  reckoning  how  much  of  the  nerve  is  to  be  re- 
sected care  should  be  taken  to  save  as  many  fasciculi 
as  possible.  Electrical  excitation  is  helpful  in  doubt- 
ful cases,  the  various  parts  of  the  nerve  being 
stimulated  at  first  through  the  sheath  and  then,  if 
doubt  still  remains,  after  the  sheath  has  been 
opened.  The  ultimate  success  of  the  suture  depends 
largely  upon  the  presence  of  healthy  fasciculi  free 
from  the  grasp  of  scar  tissue.  Every  resource  avail- 
able must  be  employed  to  bring  the  segments  into 
apposition  without  undue  tension. 

Finally,  tendon  transplantation  should  be  re- 
sorted to  in  cases  of  residual  paralysis  of  the  ex- 
tensor longus  digitorum  when  the  patient  ha"^  re- 
covered full  power  in  all  the  muscles  supplied  by 
the  musculospiral  except  the  common  extensors  of 
the  fingers.  It  is  indicated  also  in  cases  of  foot-drop 
in  anterior  tibial  paralysis. 

The  after-treatment  is  of  vital  importance  in  all 
cases  and  consists  of  massage,  galvanism  (later 
faradism),  properly  selected  exercises,  and,  when 
necessary,   secondary  operations.  G.^tewood. 
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CLINICAL  ENTITIES— GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

I.ane,  W.  A.:  Reflections  on  the  Evolution  of  Dis- 
ease.   Lancet,  1919,  cxcvii,  1117. 

The  author  reviews  at  length  the  mechanical 
aspect  of  chronic  intestinal  stasis.  The  abnormal 
mechanical  deviation  of  the  viscera  is  dependent 
upon  two  factors,  first,  the  stagnation  of  the  con- 
tents of  the  large  bowel,  and  second,  the  downward 
pull  and  strain  exerted  upon  the  support  of  the 
loaded  viscera.  Long-continued  strain  upon  the 
mesenteric  supports  results  in  the  crystallization  of 
the  lines  of  force  similar  to  that  occurring  in  the 
skeleton.  White  streaks  in  the  direction  of  the  pull 
are  the  first  indication  that  a  peritoneal  band  is 
undergoing  such  a  crystallization.  Gradually  a 
distinct  membrane  is  formed  which  in  most  cases 
extends  from  the  base  of  the  mesentery  to  the  sur- 
face of  the  bowel.  At  the  onset  these  structures  give 
beneficial  support.  Later,  the  spreading  of  the  mem- 
brane over  the  surface  of  the  intestine  and  the 
shrinkage  of  the  firm  bands  tend  to  angulate  and 
obstruct  the  lumen  of  the  bowel. 

Constrictions  over  the  iliac  colon,  over  the  splenic 
flexure,  and  in  the  region  of  the  caecum  are  far 
reaching  in  their  effects. 

Fixation  of  the  appendix  by  a  band,  or  a  mem- 
brane as  it  sometimes  becomes  in  the  region  of  the 
caecum,  adds  to  the  obstruction  by  causing  inf  am- 
mation  and  contraction. 

Irritation  from  constant  impact  of  hard  faecal 
masses  on  the  mucous  membrane  in  the  pelvic  colon 
may  predispose  to  malignant  disease.  A  heavy, 
dependent,  and  elongated  pelvic  colon  may  cause 
torsion  of  the  loop  ?nd  a  chronic  volvulus. 

At  the  outset  the  excessive  stagnation  of  material 
in  the  large  bowel  seems  to  have  only  a  mechanical 
effect.  Later,  infective  organisms  may  thrive  in 
this  stagnant  mass  and  exert  a  marked  effect  on  the 
body  tissues.  Primarily,  the  local  delay,  and  later, 
the  deficient  assimilation  of  food,  especially  of 
carbohydrates,  favors  the  growth  of  bacillus  coli, 
streptococci,  and  other  organisms.  Because  of  the 
impurities  thrown  into  the  blood,  there  is  a  general 
depreciation  of  all  the  body  ti-ssues.  The  liver  re- 
ceives the  results  of  this  toxic,  infective,  stagnating 
mass  from  three  sources:  the  portal  vein,  the  portal 
artery,  and  by  direct  extension  from  the  bile-duct. 
The  spreading  of  the  organisms  to  the  gall-bladder 
may  cause  various  gall-bladder  complaints.  The 
pancreas,  infected  through  the  pancreatic  duct,  may 
show  marked  inflammation  or,  in  the  latter  stages, 
malignant  degeneration. 

The  task  of  eliminating  these  toxins  and  organisms 
is  thrown  upon  the  kidneys.  Various  types  of  kid- 
ney troubles  may  follow:  Bright's  disease,  localized 
infection,  or  even  generalized  pyelonephritis. 


Atrophy  of  the  various  ductless  glands  and  of  the 
organs  of  generation  is  thought  by  the  author  to  be 
a  not  infrequent  sequel. 

The  effect  of  this  auto-intoxication  upon  the  brain 
and  nervous  system  is  striking.  Headache,  neural- 
gia, insomnia,  and  depression  result  in  neuras- 
thenia", the  invariable  symptom  of  stasis. 

The  skin  becomes  coarse,  dark,  blotchy,  and 
disfigured.  The  perspiration  is  profuse  and  offensive, 
the  temperature  is  subnormal,  and  the  extremities 
often  cold  and  livid.  The  loss  of  fat  and  the  consequent 
lack  of  support  offered  by  fatty  tissue  result  in  a 
vicious  circle.  There  is  an  added  ptosis  and  an  in- 
crease in  the  fundamental  causes  of  the  stasis. 

The  author  favors  any  methods  which  will  restore 
the  normal  state  of  the  intestinal  fow.  Operative 
measures  such  as  colectomy  have  shown  striking 
results,  especially  in  cases  of  rheumatoid  arthritis 
and  Still's  disease. 

Infections  of  the  nasopharynx  and  dental  sepsis 
are  thought  to  increase  the  intensity  of  the  infection 
and  also  to  exaggerate  the  symptoms  of  auto- 
intoxication. The  author  lists  various  widespread 
and  common  diseases  and  conditions  which  result 
from  chronic  intestinal  stasis.      A.  J.  Scholl,  Jr. 

Delbet,  P.:  Research  on  the  Toxicity  of  Muscle 
Pulp  from  the  Point  of  View  of  the  Patho- 
genesis of  Shock  (Recherches  sur  la  toxicite  des 
muscles  broyes  au  point  de  vue  de  la  pathogenic  du 
choc).     Rev.  de  chir.,  Par.,  1919,  Ivii,  309. 

The  object  of  the  experimental  investigations  on 
animals  made  by  Delbet  was  to  produce  the  condi- 
tion called  "traumatic  shock"  without  the  aid  of 
traumatism.  Starting  with  the  assumption  that  the 
phenomena  of  shock  are  due  to  the  resorption  of 
tissues  devitalized  by  trauma,  Delbet  injected  into 
213  untraumatized  animals  the  pulp  of  macerated 
tissues  obtained  from  other  animals.  The  injections 
were  made  into  the  peritoneum  because  absorption 
there  is  rapid  and  the  danger  of  embolism  incident 
to  venous  injections  is  absent. 

The  phenomena  usually  observed  in  animals  sub- 
jected to  such  injections  were  polypncea,  the  aboli- 
tion of  reflexes,  and  coma,  all  of  which  are  unques- 
tionably manifestations  of  intoxication  of  the  central 
nervous  system.  The  toxins  of  muscle  pulp,  there- 
fore, were  proved  to  be  toxic  to  the  nerve  cells. 

In  speaking  of  auto-,  homo-,  andheterotoxicity  of 
the  muscle  pulp  Delbet  uses  the  term  "autotoxic- 
ity"  to  indicate  that  the  muscle  pulp  of  an  animal 
was  toxic  to  that  animal;  " homotoxicity "  to  indi- 
cate that  the  muscle  pulp  removed  from  one  animal 
was  toxic  to  another  animal  of  the  same  species; 
and  '  heterotoxicity"  to  mean  that  the  muscle  pulp 
of  an  animal  of  one  species  was  toxic  to  an  animal 
of  another  species.  No  autotoxicity  experiments  were 
made. 
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Homotoxicity  varied  greatly  in  the  difTcrent 
species.  The  muscle  pulp  of  gray  rats  and  of  frogs 
was  very  toxic  to  animals  of  the  same  species,  while 
that  of  guinea  pigs  and  of  white  rats  was  only  slight- 
ly toxic  to  other  animals  of  the  same  species. 

A  study  of  the  experimental  results  shows:  (i) 
that  the  animals  whose  muscles  were  homotoxic  were 
sensitive  not  only  to  other  homotoxic  muscles  but 
also  to  other  muscles  which  had  little  or  no  homotox- 
icity; and  (2)  that  animals  whose  muscles  had  little 
or  no  homotoxicity  were  but  slightly  sensitive  to 
muscle  pulp  having  a  strong  homotoxicity. 

These  facts  indicate  that  the  receptor  plays  a 
more  important  part  than  the  heterogeneity  of  the 
muscle  pulp  injected.  Certain  animals  were  very 
sensitive  to  the  toxin  of  muscle  pulp;  others  were 
very  resistant  to  it. 

Delbet  is  convinced  that  the  sensitiveness  to  the 
toxin  of  muscle  pulp  was  due  to  very  special  charac- 
teristics. These  he  sought  to  discover  by  studying 
the  points  common  to  sensitive  and  resistant  ani- 
mals. There  was  but  one  common  point.  The  sensi- 
tive animals  were  carnivorous,  the  resisting  animals 
herbivorous.  In  the  phenomena  of  shock,  therefore, 
anaphylaxis  may  be  a  factor. 

The  results  of  these  experiments,  which  were 
undertaken  especially  for  the  benefit  of  those  wound- 
ed in  war,  may  be  of  value  also  in  civil  surgery.  Like 
war  wounds,  the  extensive  contusions  and  crushing 
injuries  caused  by  vehicles  and  industrial  machinery 
also  produce  the  phenomena  of  shock.  In  such  indus- 
trial injuries  the  surgical  removal  of  the  toxic  area 
of  devitalized  muscles  appears  to  be  the  dominant 
indication  as  in  war  wounds.  The  experimental 
results  indicate  also  that  the  diet  should  be  regulated 
before  as  well  as  after  operation  Before  operation 
it  should  be  restricted  to  vegetable  foods. 

W.  A.  Brennan. 

Lichty,  J.  A.:  A  Consideration  of  the  Treatment 
of  tlie  Diseases  of  the  Thyroid  with  Special 
Reference    to    So-Called    Hyperthyroidism. 

Am.  J.  Roentgenol.,  1919,  n.s.  vi,  608. 

As  a  working  basis  for  the  determination  of  the 
proper  treatment  for  the  individual  case,  the 
author  divides  the  diseases  of  the  thyroid  into  four 
groups.  Group  i  includes  cases  in  which  there  is 
hyper-  or  hypo-thyroidism  without  any  apparent 
pathologic  changes  in  the  gland.  These  are  recog- 
nized by  the  syndrome  and  the  diagnosis  may  be 
confirmed  by  a  study  of  the  basal  metabolism  or 
possibly  by  the  Goetsch  test.  The  treatment  is 
definitely  medical. 

The  second  group  comprises  cases  of  enlargement 
of  the  thyroid  in  which  the  age  of  the  patient  and 
the  absence  of  certain  symptoms  lead  to  the  diagno- 
sis of  adolescent  thyroid.  The  condition  is  usually 
temporary  and  requires  merely  prophylactic  mea- 
sures or,  at  most,  medical  treatment. 

Group  3  includes  cases  of  thyroid  enlargement 
with  a  definite  active  or  potential  hyperthyroidism. 
The  enlargement  may  be  due  to  hyperplasia  of  a 


parenchymatous  tyi>e  or  may  be  a  colloid  goiter, 
a  cyst,  an  adenoma,  or  any  combination  of  these. 
Properly  selected  cases  of  this  group  require  sur- 
gical or  roentgen  therapy,  but  medical  treatment 
may  be  advisable  "before  either  is  given. 

Group  4  includes  cases  having  definite  enlarge- 
ment and  pathology  of  the  thyroid  without  any 
disturbances  of  the  thyroid  function.  Cases  of 
carcinoma,  "simple"  goiter,  or  colloid  growths,  as 
well  as  adenomata,  cysts,  and  inflammatory  re- 
actions due  to  tuberculous,  luetic,  or  other  infections 
may  belong  in  this  class.  These  are  imperatively 
surgical  conditions,  especially  when  they  are  malig- 
nant and  when  there  is  pressure  which  interferes  with 
breathing  or  swallowing.  Some  of  these  cases  may 
yield  satisfactorily  to  roentgen  treatment. 

In  conclusion  the  following  summary  is  offered: 

1.  Exophthalmic  goiter  and  hyperthyroidism 
from  other  causes  should  be  recognized  early  and 
treated  promptly. 

2.  The  earlier  the  condition  is  recognized  the 
greater  the  probability  that  medical  treatment  will 
be  sufficient  and  give  permanent  results. 

3.  The  neglected  cases  and  those  in  which  there 
is  definite  pathology  are  apt  to  require  surgery  or  X- 
ray  treatment. 

4.  As  yet  the  indications  for  X-ray  treatment  of 
the  enlarged  thyroid  do  not  seem  definite  and  the 
results  are  not  certain. 

5.  In  cases  of  hyperthyroidism  the  roentgen- 
ologist and  the  surgeon  are  able  only  to  break 
through  a  vicious  circle  for  which  the  internist  may 
or  may  not  be  responsible.  Adolph  Hartung. 

Rojas,  P.;  Epitheliofibrils  in  Cutaneous  Tumors 

(Las  epiteUofibrillas  en  los  tumores  cutaneos).  An.  d. 
Inst.  mod.  de  din.  med.,  1919,  iv,  no. 

Throughout  his  work  Rojas  has  used  the  staining 
method  described  by  R(o  Hortega.  In  this  article 
he  first  reviews  the  structure  of  the  normal  skin 
with  regard  to  epitheliofibrils  and  then  notes  the 
alterations  that  takes  place  in  these  elements  in 
cutaneous  tumors  and  the  skin  surrounding  them. 

The  alteration  which  is  most  common  in  the  skin 
contiguous  to  tumors  is  excessive  enlargement  of 
practically  all  of  the  cells.  The  dermatosome  is 
extraordinarily  developed  and  at  times  occupies 
the  greater  part  of  the  length  of  the  intercellular 
bridge,  thus  giving  it  the  aspect  of  a  stout  rigid 
fiber. 

Rojas  has  observed  only  four  cases  of  epithelioma 
of  the  malphigian  type  with  epithelial  pearls,  three 
of  the  lip,  and  one  of  the  vulva.  The  changes  in  the 
pearls  differed  from  those  in  the  rest  of  the  tumor 
but  in  both  the  fibrils  had  undergone  profound 
changes  which  made  them  quite  different  from 
normal  fibrils  and  those  of  the  skin  in  the  vicinity 
of  the  tumor.  With  respect  to  the  size,  quantity, 
and  distribution  there  was  every  possible  variety. 
There  were  cells  in  which  the  entire  stoma  was 
surrounded  by  fibrils  and  others  which  showed  only 
a  few  or  none  at  all. 
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In  the  epithelial  pearls  the  fibrils  were  visible  in  the 
peripheral  cells  but  very  thin  and  poorly  stained 
with  the  silver.  In  the  middle  layers  they  were 
thicker  and  traversed  the  cells  in  various  directions, 
anastomosing  with  the  neighboring  cells  by  means 
of  extremely  thick  intercellular  bridges  (der- 
matosomes).  In  the  central  cells  the  epitheliofibrils 
were  found  rarely. 

Another  alteration  which  was  seen  repeatedly 
was  enormous  enlargement  of  the  fibrils  of  the  cells 
which  surrounded  the  pearls,  many  of  which  had 
lost  their  clear-cut  outlines.  Here  the  fibrils  appeared 
parallel  in  longer  or  shorter  lines  as  if  agglutinated 
in  fascicles.  After  extending  for  some  distance  they 
curved,  forming  a  sort  of  hook,  and  then  ended 
abruptly. 

In  the  epitheliomatous  nodules  in  which  the  cells 
kept  the  typical  structure  the  fibrils  were  as  a  rule 
similar  in  every  way  to  those  of  the  filamentous 
layer  of  the  normal  skin.  In  other  places  the  fibrils 
lost  their  normal  structure,  became  sinuous,  and 
surrounded  the  nucleus  like  a  wreath.  Occasionally 
spreading  out  from  these  wreaths  were  fine  branches 
which  passed  over  the  nucleus  and  formed  a  sort 
of  basket. 

In  the  nodules  in  which  the  cells  were  not  entirely 
atypical  and  still  conserved  the  form  and  some  of  the 
characteristics  of  normal  cells,  the  fibrils  were  not  so 
regular  as  in  the  type  just  described.  They  were 
very  delicate  and  granular  and  had  the  appearance 
of  a  string  of  small  granules. 

In  completely  atypical  nodules  the  fibrils  were 
disposed  very  differently.  Generally  they  followed 
a  course  parallel  to  the  long  axis  of  the  cell,  some- 
times passing  over  the  nucleus  and  sometimes 
dividing  into  two  and  circumscribing  an  ellipse. 
In  some  pyriform  cells  the  fibrils  were  condensed  at 
the  sharp  end  of  the  cell  and,  spreading  out  like  a 
fan,  surrounded  the  nucleus.  Immediately  beyond 
it,  however,  they  curved  inward  and  again  took 
up  their  course,  passing  in  a  straight  line  to  another 
cell.  In  the  large  lanceolate  cells  which  are  fre- 
quently seen  in  this  type  of  tumor  the  fibrils  were 
condensed  at  both  ends  of  the  cell  and  spread  out 
in  the  same  shape  as  the  cell. 

Of  the  tubular  epitheliomata  without  epithelial 
pearls  the  author  has  seen  only  one  case,  an  epithe- 
lioma on  the  skin  of  the  scrotum  which  originated 
from  the  sweat  glands. 

There  were  two  distinct  zones  in  this  tumor,  one 
in  which  the  cells  kept  their  well-defined  contour, 
and  the  other  in  which  the  outline  has  been  almost 
entirely  lost.  In  general,  the  epitheliofibrils  were 
much  more  delicate  than  in  the  type  of  tumor 
previously  described. 

In  the  zone  where  the  cells  kept  their  contour 
the  fibrils  were  variously  disposed  and  at  times 
acquired  such  a  peculiar  character  that  it  was  im- 
possible to  correlate  them  with  any  normal  type. 
These  cells  did  not  present  very  marked  degenerative 
lesions.  In  the  arrangement  most  frequently  seen 
the  fibrils  were  condensed  in  the  perinuclear  region 


and  formed  a  cavity  at  the  nucleus.  Then  they 
resolved  themselves  into  a  quantity  of  small  fila- 
ments and  passed  out  of  the  cell  into  a  neighboring 
cell. 

In  the  zone  of  the  tumor  where  the  cells  had  lost 
their  contour  the  nucleus  was  seen  in  the  midst  of  an 
intricate  fibrillar  reticulum.  The  fibers  were  ex- 
tremely delicate  and  had  lost  all  order  or  system. 

The  author  studied  only  one  rodent  ulcer  and 
this  had  been  fixed  in  alcohol  before  he  received  it. 
Satisfactory  sections  could  not  be  obtained, 

Rojas  describes  further  minor  variations  of  the 
fibrils  in  all  the  types  studied  and  illustrates  his 
article  with  a  large  number  of  photomicrographs. 
His  conclusions  are: 

1.  The  ephitheliofibrils  of  the  neoplastic  cells  in 
cutaneous  tumors  undergo  marked  alterations. 
These  changes  are  always  in  relation  to  those  which 
the  cell  itself  undergoes. 

2.  The  alterations  are  of  two  types:  alterations 
of  structure  and  alterations  in  the  position  within 
the  cell. 

3.  Alterations  in  structure  are  manifested  by 
total  or  partial  enlargement  of  the  fibril  and  by 
sinuousity. 

4.  The  alterations  in  the  order  in  which  the  fibrils 
are  placed  is  manifested  by  simplicity  in  the  archi- 
tecture of  the  cellular  reticulum. 

5.  There  are  early  cellular  alterations  which, 
acting  on  the  cellular  ectoplasm,  react  upon  the 
epitheliofibrils,  producing  in  them  great  disorgani- 
zation. 

6.  In  the  malignant  tumors  observed  there  were 
no  specific  alterations  of  the  epitheliofibrils. 

M.  M.  Matthies. 

Mercade,   S.:    Woody   Phlegmons    (Les  phlegmons 
ligneux).    /.  de  chir.,  Par.,  1919,  xv,  499. 

The  author  believes  that  there  is  no  need  for 
revising  the  accepted  views  regarding  the  nature  of 
woody  phlegmons.  His  observations  of  10  cases,  the 
clinical  histories  of  which  he  gives  in  this  article, 
indicate  that  this  type  of  phlegmon,  though  peculiar, 
is  not  to  be  classed  as  a  special  pathologic  entity. 

Two  factors  are  necessary  for  the  development  of 
a  woody  phlegmon.  The  first  is  the  presence  of  some 
foreign  body  or  substance  which  sets  up  a  slight 
infection.  The  second  is  the  slowly  developing  re- 
action to  the  infection.  In  all  cases  in  which  a 
bacteriological  examination  has  been  made  different 
types  of  bacteria  of  varying  degrees  of  virulence 
have  been  found.  The  theory  that  the  condition  is 
caused  by  any  one  type  of  infective  agent  therefore 
cannot  be  admitted.  The  woody  phlegmon  is  due 
rather  to  the  reaction  of  the  organism.  This  reaction 
occurs  only  in  cellular  tissue  which  defends  itself 
and  neighboring  organs  by  forming  successive  layers 
of  fibrous  tissue  about  the  invader.  It  is  only  a 
tumor  formed  of  the  fibrous  tissue  developed  about 
a  small,  slightly  virulent  foreign  body. 

The  rational  treatment  consists  of  a  large  incision 
of  the  tumor  along  its  principal  axis  and  dilaceration. 
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In  some  cases  if  rigorous  disinfection  of  the  area  is 
assured,  secondary  suture  can  be  done  after  a  few 
days.  W.  A.  Brennan, 

Ordway,  T.,  Tait,  J.,  and  Knudson,  A. :  Metabol- 
ism in  Leukaemia  and  Cancer  during  Radium 
Treatment.    Albany  M.  Ann.,  1920,  xli,  i. 

It  has  been  noted  that  in  certain  instances  pa- 
tients undergoing  radium  and  X-ray  treatment  for 
leukaemia  have  constitutional  symptoms  such  as 
nausea  (more  rarely  vomiting),  malaise,  weakness 
(even  prostration),  headache,  undue  fatigue,  un- 
usual need  of  sleep,  increased  excitability,  fretful- 
ness,  irritability,  disorders  of  menstruation,  or 
attacks  of  dizziness.  The  same  symptoms  have 
been  noted  also  in  normal  persons  subjected  during 
their  routine  work  to  emanations  from  radium.  It 
is  doubtful,  however,  if  it  can  be  proved  that  they 
are  due  to  radium  exposure  as  all  of  them  are  more 
or  less  common. 

In  this  paper  the  authors  report  the  result  of 
their  studies  in  four  cases  in  which  radium  and 
X-ray  treatments  were  given.  Two  of  the  patients 
were  being  treated  for  myelogenous  leukaemia,  one 
for  extensive  sarcoma  of  the  right  clavicular  region, 
and  one  for  carcinoma  of  the  breast.  A  record  was 
kept  of  all  the  food  taken,  and  the  urine  was  col- 
lected and  examined  every  twenty-four  hours. 

It  seemed  evident  from  these  cases  that  the 
changes  in  the  nitrogen  metabolism  depend  upon 
the  amount  and  nature  of  the  tissue  autolysis.  Both 
the  tissue  autolysis  and  the  products  of  nitrogen 
metabolism  were  most  marked  in  the  two  cases  of 
leukaemia.  In  these  also,  due  to  the  nature  of  the 
tissue  autolysis,  there  was  an  extraordinary  in- 
crease in  the  phosphates.  In  the  case  of  sarcoma  the 
amount  of  tissue  autolyzed  was  much  less  than  in 
the  cases  of  leukaemia  and  the  nitrogen  products, 
while  definitely  increased,  were  much  less.  In  the 
case  of  carcinoma  the  lesion  consisted  of  a  hard, 
brawny  fibrous  tissue  in  which  little  or  no  autolysis 
was  to  be  expected.  In  this  case  there  was  practical- 
ly no  increase  in  the  products  of  nitrogen  metab- 
olism. The  results  obtained  in  this  investigation 
throw  no  light  on  the  constitutional  symptoms 
mentioned.  I.W.Bach. 

Mayo,  W.  J. :  The  Relation  of  Cancer  to  the  Pro- 
longation of  Human  Life.  Surg.,  Gynec.  6* 
Obst.,  1920,  XXX,  22. 

The  great  enemy  of  middle  and  old  age  is  cancer, 
and  measures  both  for  prevention  and  for  cure  have 
not  advanced  in  proportion  to  the  increasing  need. 
One  woman  in  9  and  one  man  in  13  dies  of  cancer. 
The  knowledge  that  chronic  irritation  is  the  great 
underlying  cause  of  the  disease  must  become  more 
widespread. 

The  majority  of  cancer  patients  come  to  operation 
too  late  to  be  cured.  The  inoperability  in  a  given 
case  cannot  always  be  demonstrated  and  therefore 
operation  must  be  done  in  many  questionable  cases 
in  order  that  the  patient  may  be  given  the  benefit  of 


the  doubt.  In  resection  of  the  stomach,  for  instance, 
the  mortality  in  the  favorable  cases  is  low,  but  some 
of  the  most  extensive  resections  result  in  cures 
although  the  risk  is  greatly  increased. 

Too  little  attention  has  been  paid  to  traumatic 
transplantation  of  malignant  cells  during  operation. 
Rough  handling  of  the  growth  loosens  cells  which 
may  become  grafted  on  any  surface  denuded  of  its 
normal  covering.  Operative  methods  must  be 
devised  that  will  more  effectively  prevent  cell  trans- 
plantation as  well  as  the  traumatic  detachment  of 
cancer-infected  thrombi  into  vascular  channels— a 
ccmplication  which  frequently  causes  postoperative 
metastatic  carcinoma  of  the  liver  and  lungs. 

Malignancy  is  the  property  of  the  cell;  the  stroma 
is  not  a  part  of  the  neoplasm  but  the  measure  of 
nature's  defense.  Malignant  cells  will  sometimes  be 
found  encapsulated  in  the  tissues  of  an  operative 
field  from  which  a  neoplasm  has  been  removed. 
Occasionally  through  some  agency  such  as  trau- 
matism or  disease,  the  retaining  wall  is  broken  down 
and  metastasis  occurs  after  many  years  of  apparent 
operative  cure.  Radiotherapy  destroys  cells  for  a 
certain  distance  and  sterilizes  them  at  a  greater 
distance  so  that  their  reproduction  is  checked. 
Connective  tissue  then  develops  which  acts  as  a 
barrier  to  the  further  extension  of  the  malignant 
process. 

Radiotherapy  has  been  found  of  great  value  in 
the  postoperative  treatment  of  cancer.  It  would 
appear  to  be  most  useful,  however,  in  preparing  a 
malignant  area  against  wound  grafting  during 
operation  and  in  temporarily  reducing  the  vitaUty 
of  the  malignant  cell.  Whether  applied  as  radium. 
X-ray,  or  heat,  it  sickens  malignant  cells  beyond  the 
area  of  destruction.  During  this  period  the  resis- 
tance of  the  cells  is  reduced  and  operation  is  most 
efficient ;  it  should  not  be  delayed  more  than  a  week 
or  two  as  the  period  of  increased  cell  vulnerabiUty 
is  probably  short  and  the  connective-tissue  develop- 
ment which  interferes  with  late  operation  is  rapid. 
When  the  use  of  radio-active  agents  is  properly 
combined  with"  surgery,  operability  is  increased, 
mortality  is  lowered,  and  the  percentage  of  cures  is 
increased. 

Abstract  sciences  are  being  utilized  and  scientific 
facts,  apparently  unrelated,  are  beginning  to  be 
understood  in  their  relation  to  medicine.  Much 
may  be  expected  from  bringing  certain  other 
branches  of  science,  especially  physics,  to  the  aid  of 
biochemistry  in  the  study  of  physiology  and  path- 
ology. In  1827  the  botanist.  Brown,  discovered  the 
movements  of  ultramicroscopic  bodies  suspended  in 
gases  or  fluids,  the  so-called  Brownian  movements. 
In  1 861  Thomas  Graham,  Master  of  the  Mint  in 
London,  called  attention  to  colloids  and  stated  that 
they  consist  of  matter  in  a  special  state  of  sub- 
division in  which  each  colloid  particle  is  an  entity 
but  that  except  in  its  physical  state  the  matter  re- 
mains unchanged.  It  has  been  shown  that  these 
colloid  particles  are  endowed  with  movement  and 
that  while  they  are  not  visible  they  are  of  sufficient 
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size  to  reflect  rays  of  light.  The  tissues  of  the  body 
are  in  a  colloidal  state  and  retain  their  form  and 
energy  while  the  non-colloidal  elements  of  the 
blood,  such  as  sugar  and  amino  acids,  diffuse 
through  the  tissues,  furnishing  food  which  is  utilized 
by  the  tissue  colloids.  Crook.es  developed  the 
cathode  ray  which  was  the  inception  of  the  X-ray 
and  related  in  physics  to  the  ionic  theory  and  elec- 
trons. 

The  biochemists  have  shown  that  when  certain 
substances  are  in  the  colloidal  state  they  are  more 
toxic  than  when  they  are  in  other  states,  and  this 
peculiarity  has  been  attributed  by  some  physicists 
to  the  energy  contained  in  the  colloid  body. 

Particular  attention  is  called  to  the  contribu- 
tions of  the  abstract  sciences  to  cancer  research, 
and  more  intensive  study  in  these  new  fields  is 
urged. 

Embleton,  D.:  Sphenoidal  Empyema  and  Epi- 
demic Cerebrospinal  Fever.  Brit.  M .  J .,  1920, 
i,  7- 

The  author  reports  that  in  34  cases  in  which 
death  was  caused  by  cerebrospinal  fever  the  autopsy 
findings  showed  empyema  of  the  sphenoid  sinus 
in  32. 

In  the  two  cases  in  which  it  was  not  found,  the 
deaths  occurred  late  in  the  course  of  the  disease,  on 
the  twenty-seventh  and  twenty-eighth  days  re- 
spectively. One  of  these  cases  was  acute,  the  other 
recrudescent.  Meningococci  were  found  in  the 
sinus  in  20  cases  and  in  the  bone  in  3. 

Empyema  of  the  sphenoid  sinus  was  not  found  in 
any  other  disease  except  "Spanish  influenza." 
Neither  was  evidence  of  it  discovered  in  a  rhino- 
logical  examination  of  47  patients  who  had  complete- 
ly recovered  from  cerebrospinal  fever  or  in  chronic 
carriers  of  the  meningococcus. 

Ten  cases  of  hydrocephalus  were  examined  by 
the  author.  Five  of  these  were  operated  upon  to 
drain  the  sphenoid  sinus.  AU  the  patients  were 
temporarily  worse  but  3  recovered.  It  was  found 
that  when  the  operation  was  performed  in  the  acute 
stage  of  the  disease  the  results  were  poor. 

The  primary  site  of  entrance  of  the  meningococcus 
is  the  nasopharynx.  The  bacterium  is  found  here 
during  the  incubation  period  and  early  in  an  attack 
of  the  fever.  It  is  found  also  in  many  carriers 
who  show  no  signs  of  disease  other  than  ''colds." 
Evidently  the  factor  causing  the  development  of 
meningitis  is  not  always  a  rise  in  virulence  of  any 
one  bacterium  as  in  the  epidemics  studied  the 
organisms  were  usually  of  two  or  three  serological 
types  rather  than  of  a  single  type. 

The  frequency  of  its  occurrence  suggests  that 
empyema  of  the  sphenoid  sinus  may  be  a  determin- 
ing factor  in  the  meningitic  form  of  cerebrospinal 
fever. 

In  the  author's  opinion  the  meningococci  do  not 
gain  access  to  the  meninges  through  the  arachnoid 
prolongations  about  the  olfactory  nerve  or  by  way 
of  the  perineural  lymphatics,  but  pass  from  the 


sphenoid  sinus  to  the  meninges  directly  by  way  of 
the  lymphatics.  In  this  connection  there  may  or 
may  not  be  gross  signs  of  inflammation.  The  other 
probable  route  of  infection  is  through  the  blood 
stream.  The  condition  may  begin  with  simple 
catarrh"  which  either  passes  off  or  becomes  chronic. 
This  is  followed  by  a  vigorous  reaction  in  the  nasal 
mucosa  which  is  followed  in  turn  by  sphenoid 
empyema.  The  latter  may  produce  a  general  blood 
infection  with  or  without  involvement  of  the 
meninges. 

If  the  empyema  disappears  the  body  may  be  able 
to  deal  with  the  systemic  infection,  but  if  it  persists 
and  the  discharge  of  organisms  from  the  focus 
continues,  the  bodily  resistance  may  prove  in- 
sufficient and  fatal  results  may  follow.  Should  the 
empyema  become  quiescent,  it  may  light  up  in  a 
recrudescence  or  keep  up  a  smouldering  infection 
which  will  lead  eventually  to  hydrocephalus. 

G.  S.  FOULDS. 

Alamartine,  H.,  and  Vandenbosche,  H.:  Paludism 
and  Surgery  (Paludisme  et  chirurgic).  Rev.  de  chir., 
Par.,  1919,  Ivii,  567. 

The  author  discusses  the  surgical  conditions 
caused  by  haematozoon  and  classifies  them  as  fol- 
lows: (i)  the  acute  abdominal  syndrome  develop- 
ing in  the  course  of  paludism;  (2)  the  paludal  spleen; 
and  (3)  gangrene  of  the  limbs  caused  by  paludal 
endarteritis. 

The  acute  abdominal  syndrome  is  a  crisis  of 
pseudo-appendicitis  or  pseudovisceral  perforation 
and  is  observed  particularly  in  the  beginning  of 
paludism.  Generally  the  diagnosis  is  cleared  within 
a  few  hours  by  the  onset  of  distinct  paludal  symp- 
toms. 

The  paludal  liver  is  surgically  important  because 
of  its  fragility,  and  its  easy  spontaneous  rupture  in 
case  of  a  minor  abdominal  contusion.  Moreover, 
it  is  frequently  the  site  of  abscesses  and  torsion.  In 
some  instances  of  hypertrophied  liver  due  to  pal- 
udism and  in  chronic  cases  of  paludism,  splenectomy 
is  advised.  Although  this  operation  does  not  result 
in  a  definite  cure,  it  greatly  improves  cases  which 
have  resisted  medical  treatment. 

The  development  of  gangrene  in  the  course  of 
paludism  is  not  uncommon.  From  the  authors' 
recent  observations  in  Macedonia  it  would  appear 
that  such  gangrene  of  the  lower  limbs  is  frequent. 
In  1 91 6  a  number  of  soldiers  were  admitted  to  the 
Salonica  hospitals  who  were  believed  to  have  frozen 
fingers  and  toes.  These  men  were  suffering  from 
paludism  and  disturbances  of  the  peripheral  cir- 
culation, and  it  was  this  fact  coupled  with  the 
paradox  of  so-called  '  frozen  feet"  in  Macedonia  in  a 
warm  season  of  the  year  that  called  attention  to  the 
nature  of  the  gangrene.  Some  of  the  cases  of 
symmetrical  paludal  gangrene  were  very  severe  and 
the  patients  soon  died.  Autopsies  showed  that  the 
obliterating  endarteritis  was  generalized  in  the  small 
visceral  arteries  as  well  as  in  the  large  trunks  of  the 
Hmb.  W.  A.  Brennan. 


378 


INTERNATIONAL  ABSTRACT  OF  SURGERY 


BLOOD 

Pappenheimer,  A.  M.,  and  Vance,  M.:  The  Effects 
of  Intravenous  Injections  of  Dichloroethyl- 
sulphide  in  Rabbits,  with  Special  Reference  to 
Its  Leucotozic  Action.  J .  Expcr.  M.,  1920,  xxxi, 
71- 

The  authors  review  the  evidence  indicating  the 
general  toxicity  of  dichloroethyisulphide  both  when 
administered  by  inhalation  and  when  injected  sub- 
cutaneously  or  intravenously.  They  also  review  the 
literature  on  the  subject. 

This  report  deals  with  the  effects  of  the  intra- 
venous injection  of  dichloroethyisulphide  into 
rabbits,  special  attention  being  given  to  the  altera- 
tions in  the  blood  picture  and  the  blood-forming 
organs  since  these  were  the  most  striking  of  the 
results  observed. 

At  first,  difficulty  was  experienced  in  obtaining 
suitable  emulsions  for  injection.  In  the  earlier  ex- 
periments the  given  amount  of  a  10  per  cent  alco- 
holic solution  by  weight  of  dichloroethyisulphide  was 
suspended  in  0.85  per  cent  salt  solution,  shaken 
vigorously,  and  injected  immediately  after  the 
larger  globules  had  settled  out.  The  dose  admin- 
istered was  therefore  considerably  less  than  the 
total  amount  taken.  Later  it  was  found  that  a  more 
satisfactory  suspension  could  be  made  by  emulsify- 
ing in  30  per  cent  alcohol  in  distilled  water.  A 
slightly  milky  emulsion  was  obtained  which  after 
shaking  did  not  separate  out  in  the  time  necessary 
for  injection.  The  suspension  was  prepared  from  a 
recently  made,  accurately  weighed  10  per  cent  solu- 
tion in  absolute  alcohol  and  injected  at  once  to 
avoid  hydrolysis.  The  dichloroethyisulphide  used 
was  a  distillate  which  was  obtained  from  the  con- 
tents of  a  German  yellow-cross  shell  and  was  active 
ly  vesicant. 

The  authors  did  not  attempt  to  determine  accu- 
rately the  minimum  lethal  dose.  In  the  earlier 
experiments  they  found  that  the  limit  of  tolerance 
was  in  the  neighborhood  of  o.oi  gm.  per  kilo,  and 
accordingly,  for  the  last  six  rabbits  a  uniform  dose  of 
0.005  gm.  per  kilo  was  chosen. 

The  symptoms  observed  were  emaciation  and  loss 
of  weight,  nervous  symptoms,  respiratory  symp- 
toms, intestinal  disturbances  and  oedema.  The 
article  contains  a  detailed  description  of  the  pathol- 
ogy of  the  changes  observed  and  a  series  of  tables 
and  charts  of  the  findings.  The  conclusions  drawn 
are: 

The  lethal  dose  of  dichloroethyisulphide  distilled 
from  a  German  yellow-cross  shell  was  from  0.005  to 
0.0 1  gm.  per  kilo  when  injected  intravenously  into 
rabbits. 

Rabbits  which  died  within  twenty-four  hours 
showed  extensive  haemorrhages  and  oedema  of  the 
lungs. 

Severe  lesions  of  the  intestinal  tract  were  present 
in  about  one-third  of  the  rabbits. 

Dichloroethyisulphide  injected  intravenously  was 
specifically  poisonous  to  the  haematopoietic  tissues. 


Severe  lesions  were  caused  in  the  bone  marrow  and 
the  number  of  circulating  leucocytes  was  markedly 
diminished.  In  animals  surviving  the  injection  re- 
generation occurred.  The  granular  cells  of  the  bone 
marrow  seemed  to  be  more  sensitive  than  the  lymph- 
oid cells  and  the  erythrocytes. 

The  effect  upon  the  blood  and  haematopoietic 
tissues  was  not  due  to  the  admixture  of  nitrobenzene 
or  chlorobenzene  in  the  shell  filling.  Injection  of 
these  substances  into  animals  in  amounts  many 
times  greater  than  the  total  dose  of  dichloroethyi- 
sulphide used  produced  no  changes  in  the  blo<)d 
picture,  while  the  subsequent  injection  of  dichloro- 
ethyisulphide free  from  these  solvents  produced  a 
typical  reaction.  (i.  E.  Beilby. 

BLOOD  AND  LYMPH  VESSELS 

Laurenti,  T. :  Traumatic  Aneurisms  of  the  Limbs 

(Contribute  ciinico  alia  casistica  degli  aneurismi 
traumatici  degli  arti).  Policlin.,  Roma,  1919,  xxvi, 
sez.  chir.,  313. 

Laurenti  gives  the  clinical  histories  of  8  traumatic 
aneurisms  of  the  limbs  observed  in  soldiers  during 
the  war. 

Arteriovenous  aneurisms,  those  which  are  ob- 
served most  frequently  in  war  surgery,  are  char- 
acterized by  the  permanent  communication  of  an 
artery  with  a  vein.  Two  types  may  be  distinguished, 
those  with  a  sac  and  those  without  a  sac.  In  the 
latter  type  the  aneurism  is  merely  a  simple  arteriove- 
nous fistula.  The  condition  is  brought  about  by 
external  violence  which  causes  weakening  or  rupture 
of  the  muscles.  Trauma  which  opens  an  artery  may 
at  the  same  time  open  a  vein  in  such  a  way  that  the 
blood  from  the  newly  formed  sac  may  pass  into  the 
venous  lumen.  The  resulting  condition  is  termed  a 
'varicose  aneurism."  The  term  "aneurismal  varix" 
is  applied  to  a  sac  formed  as  the  result  of  the  thin- 
ning and  weakening  of  the  venous  wall  which  is 
intimately  adherent  at  the  edges  of  the  aperture  with 
the  walls  of  the  artery. 

A  spontaneous  arteriovenous  aneurism  results 
when  an  arterial  aneurismal  sac  is  adherent  to  and 
perforates  a  vein.  The  majority  of  arteriovenous 
aneurisms  are  of  traumatic  origin.  The  femoral, 
popliteal,  and  humeral  arteries  are  those  most  fre- 
quently involved. 

Traumatic  aneurisms  are  for  the  most  part  false 
aneurisms — circumscribed  haematomata,  the  walls 
of  which  have  become  thickened  and  organized. 
They  may  be  secondary  to  incomplete  arterial 
lesions  or  progressive  distention  of  an  arterial 
cicatrix. 

So-called  "traumatic  aneurisms"  are  seldom  true 
aneurisms. 

The  8  cases  reported  by  Laurenti  belong  to  the 
group  of  false  traumatic  aneurisms.  Six  of  them  were 
treated  by  ligation  with  good  results.  In  one  case 
the  artery  was  ligated  and  the  vein  sutured  and  in 
another  a  tampon  was  used.  AU  of  the  patients 
recovered.  W.  A.  Brenn.w. 
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Martin,  J.:  Ligation  of  tlie  Common  Femoral 
Vessels;  A  Contribution  to  the  Study  of 
Toxaemic  Shock  (Ligature  des  vaisscaux  f6moraux 
communs;  contribution  i  r6tu(ic  di  choc  toxtmique). 
Bull,  d  mim.  Soc.  de  chir.  de  Par.,  1919,  xlv,  1471. 

Martin  does  not  share  the  opinion  expressed  by 
Sencert  that  ligation  of  the  femoral  artery  docs  not 
endanger  the  vitality  of  the  limb  as  is  commonly 
believed.  He  reports  four  cases  in  which  the  con- 
dition following  such  ligation  lead  to  death  or  neces- 
sitated amputation.  In  two  of  these  cases  he  believes 
the  results  were  due  to  ischicmic  mortification 
without  associated  sepsis;  that  there  was  necrosis 
or  aseptic  mortification  of  the  tissues  rather  than 
gangrene,  a  term  which  should  be  applied  only  to 
mortification  followed  by  putrefaction.  That  such 
aseptic  necrosis  may  cause  general  symptoms  is 
beyond  question.  In  both  cases  the  general  symp- 
toms which  developed  within  six  hours  after  the 
ligation  were  those  due  to  toxaemia  rather  than 
infection.  It  has  been  well  established  experi- 
mentally that  ischaemia  rapidly  causes  toxaemia 
by  chemical  changes  in  the  ischaemic  tissues,  and 
that  muscular  rigidity  is  a  manifestation  and  proof 
of  these  chemical  changes  which  are  quite  independ- 
ent of  bacterial  action. 

In  cases  of  such  mortification  high  amputation  is 
indicated  and  delay  is  dangerous.  A  patient  who 
has  had  a  ligation  of  the  common  femoral  vessels 
should  be  watched  from  hour  to  hour.  If  the  signs 
of  mortification  appear,  and  especially  if  there  is 
muscular  rigidity,  immediate  surgical  intervention 
is  indicated.  W.  A.  Brennan. 

GENERAL  BACTERIAL  INFECTIONS 

Brown,  J.  H. :  The  Cultural  Differentiation  of  Beta 
Haemolytic  Streptococci  of  Human  and  Bovine 
Origin.    J.Exper.  M.,  1920,  xxxi,  35. 

Haemolytic  streptococci  are  common  in  good  dairy 
products  and  are  usually  harmless  to  the  consumer, 
but  it  is  desirable  to  be  able  to  distinguish  such  strep- 
tococci from  the  haemolytic  streptococci  pathogenic 
to  man  which  are  sometimes  found  in  dairy  prod- 
ucts. Up  to  the  time  of  the  author's  investigation  no 
qualitative  method  for  distinguishing  haemolytic 
streptococci  of  human  and  of  bovine  origin  had  been 
described  and  therefore  such  differentiation  depend- 
ed upon  the  recognition  of  certain  quantitative  differ- 
ences such  as  the  agglutination  or  precipitating  titer 
against  human  serum,  the  rapidity  with  which 
haemolysis  appeared,  the  size  or  definiteness  of  the 
haemolyzed  zone  in  a  blood-agar  plate,  the  rate  at 
which  milk  was  coagulated,  the  degree  of  acidity 
produced  in  carbohydrate  media,  and  the  action  of 
a  bouillon  culture  on  blood  corpuscles  in  suspension. 
Anything  which  tended  to  simplify  the  determina- 
tion of  these  quantitative  differences  was  of  value. 
Acquaintance  with  the  minute  details  of  appear- 
ances in  blood  agar  was  important .  Avery  and  CuUen 
showed  the  advantage  also  of  determining  the  hydro- 
genion  concentration  in  dextrose-bouUlon  cultures. 


The  author's  desire  was  to  emphasize  the  value 
in  such  differentiation  of  difTerences  in  the  action  of 
streptococci  of  human  and  of  bovine  origin  on  blood 
corpuscles  in  fluid  media.  He  describes  the  method 
recommended  by  the  Medical  Department  of  the 
United  States  Army  for  the  identification  of  the 
streptococcus  ha-molyticus  and  gives  in  tabular  form 
the  results  of  the  test  upon  twenty-eight  strains  of 
streptococci  of  bovine  and  human  origin.  Since 
1915  he  has  employed  a  technique  slightly  different 
from  that  recommended  by  the  Army,  a  lit,tle  more 
simple  and  giving  practically  the  same  results. 

None  of  the  procedures  employed  by  Brown  served 
in  itself  to  diflerentiate  streptococci  of  human  and  of 
bovine  origin  with  certainty  though  each  of  them 
gave  strong  presumptive  evidence.  Most  of  the 
strains  fell  easily  into  the  human  or  bovine  group  by 
all  the  tests.  Eliminating  these  from  consideration, 
three  of  the  others  Brown  was  inclined  to  regard  as 
of  undoubted  bovine  origin  and  one  as  representative 
of  a  group  of  streptococci  which  Jones  found  in 
milk.  The  latter  is  being  studied  further.  The  origin 
of  only  one  strain  was  doubtful.         G.  E.  Beilby. 

SURGICAL   DIAGNOSIS,   PATHOLOGY,  AND 
THERAPEUTICS 

Carrera,  J.  L, :   A  Pathologic  Study  of  the  Lungs 
in   152  Autopsy  Cases  of  Syphilis.     Am.  J. 

Syphilis,  1920,  iv,  i. 

In  this  article  pulmonary  syphilis  is  considered 
from  the  standpoint  of  the  new  pathologic  criteria 
set  up  by  such  investigators  as  Warthin  and  Fordyce. 

The  author  has  made  a  most  extensive  survey  of 
the  literature  of  the  subject  and  finds  that  the  con- 
sensus of  opinion,  especially  among  the  later  writers, 
is  that,  with  the  exception  of  gumma  of  the  lung» 
very  little  is  known  regarding  pulmonary  syphilis. 

In  the  152  cases  studied  undoubted  syphilitic 
lung  lesions  were  found  in  only  12  (8  per  cent).  A 
very  marked  fibrosis  was  found  in  18  cases,  and  well- 
marked  brown  induration  in  43.  An  increase  of 
connective  tissue  associated  with  chronic  passive 
congestion  was  present  in  1 24  cases.  These  findings 
are  in  accord  with  the  changes  produced  by  syphilis 
in  other  organs. 

To  differentiate  the  fibrosis  of  syphilis  from  that  of 
tuberculosis  60  tuberculous  lungs  were  studied 
microscopically.  The  tubercle  appears  as  a  vascular, 
closely  packed,  epithelioid,  sharply  circumscribed, 
conglomerate  entity  while  the  gumma  is  more 
loosely  arranged,  less  sharply  limited,  possessed  of 
vascular  granulation  tissue,  poor  in  epithelioid  and 
giant  cells,  and  infiltrated  with  lymphocytes  and 
plasma  cells.  The  most  conclusive  difference  is  the 
presence  in  suspected  lungs  of  collections  of  plasma 
cells.  In  tuberculosis  of  the  blood  vessels  all  three 
coats  are  involved  while  in  syphilis  the  middle  coat 
as  a  rule  shows  no  alteration. 

If  an  autopsy  case  shows  a  well-marked  brown 
induration  it  is  more  probable  that  the  condition  is 
due  to  syphilis  than  to  any  other  disease.    In  the 
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connective  tissue  of  syphilitic  fibrosis  the  presence 
of  small,  diffuse  or  focal  collections  of  lymphocytes 
and  plasma  cells,  with  or  without  typical  gumma 
formation  and  associated  with  characteristic  vascu- 
lar changes,  makes  the  differential  diagnosis  between 
the  two  conditions  possible. 

The  fibrosis  of  syphilis  may  be  distinguished  from 
that  of  chronic  passive  congestion  by  the  presence 
of  vascular  connective-tissue  bundles  outside  the 
vessels  and  evidences  of  plasma-cell  infiltration. 

The  presence  of  the  cuboidal  cells  of  Tripier  does 
not  favor  the  diagnosis  of  syphilis  as  these  cells  are 
found  in  any  chronic  fibroid  process  in  the  lung. 

In  the  cases  studied  no  changes  characteristic  of 
syphilis  were  to  be  found  in  the  pleura.  Typical 
active  syphilitic  peribronchitis  was  found  in  only 
2  cases.  The  microscopic  picture  of  each  is  de- 
scribed in  detail. 

The  author  believes  that  in  the  adult  it  is  im- 
possible to  distinguish  between  congenital  and 
acquired  pulmonary  syphilis.  The  differential 
points  as  given  by  Roessle  do  not  hold. 

No  changes  were  found  in  the  bronchial  mucous 
glands  and  in  only  one  case  did  the  peribronchial 
lymph  nodes  show  marked  typical  syphilitic  vascu- 
lar formations  and  thickenings  and  plasma-cell 
collections.  In  this  case  spirochastes  were  discovered 
in  the  artery,  the  aneurism  wall,  and  the  peribron- 
chial infiltrations. 

The  following  conditions  were  found  in  the  152 
cases  studied: 

Condition  Cases 

Chronic  passive  congestion  (well-marked) 124 

Marked  brown  induration 43 

Marked  fibrosis  without  brown  induration.  ...  18 

Haemorrhagic  infarction 28 

Pulmonary  thrombosis 14 

CEdema  of  the  lungs 35 

Atelectasis  (subpleural) 16 

Bronchopneumonia 45 

Tubercles  (of  clinical  importance) 21 

Excessive  anthracosis 61 

Emphysema 42 

Chronic  pleuritis iq 

Bronchiectasis 6 

Corpora  amylacea 6 

Pulmonary  gangrene 6 

Fibrosis  of  peribronchial  nodes 2 

P.  M.  Chase. 

Ziegelman,  E.  F.,  and  Mangan,  L.  A. :  A  Method 
for  the  Treatment  of  Burns  with  Bleb  Forma- 
tion.    Am.  J.  Surg.,  1919,  .x.x.xiv,  10. 

This  method  is  based  upon  the  use  of  sodium 
bicarbonate  and  is  called  the  "modified  sodium 
bicarbonate  method."  It  is  applicable  only  to  burns 
with  bullae  or  bleb  formation. 

A  fair-sized  needle,  attached  to  a  large  record  or 
similar  syringe,  is  inserted  into  the  bleb  at  its  most 
dependent  portion  and,,  if  possible,  the  fluid  content 
of  the  bleb  is  withdrawn.  In  cases  of  large  bleb 
formation  the  syringe  may  be  filled  several  times. 


After  all  the  serum  has  been  removed  a  4  per  cent 
solution  of  sodium  bicarbonate  is  injected  into  the 
bleb  until  it  is  entirely  filled  and  allowed  to  remain 
for  from  four  to  eight  hours.  In  certain  cases  it  is 
impossible  to  aspirate  the  serum  in  the  bleb.  It  is 
then  necessary  to  inject  a  little  sodium  bicarbonate 
solution  and  allow  it  to  mix  with  the  bleb  contents 
for  a  few  hours.  At  the  end  of  that  time  it  will  be 
found  that  the  combined  material  can  be  aspirated 
easily.  The  bleb  is  then  filled  again  with  the  bi- 
carbonate solution  as  in  other  cases. 

This  process  is  repeated.  When  the  bum  is 
severe  it  is  repeated  several  times.  Great  care  must 
be  taken  to  avoid  breaking  the  skin  covering  the 
bleb  while  aspirating  and  when  the  dressings  (if 
dressings  are  necessary)  are  removed.  In  keeping 
the  dressings  from  adhering  to  the  loose  surface  of 
the  bleb  it  has  been  found  that  the  best  results  are 
obtained  with  the  use  of  "ambrine"  or  paraffin- 
gauze. 

When  the  secretions  have  ceased  to  form,  a  fine 
powder,  preferably  zinc  oxide,  is  dusted  over  the 
surface.  In  from  five  to  eight  days  the  epidermis  in 
the  form  of  dry  scales  may  be  easily  removed  and 
a  healthy  dry  surface  with  the  appearance  of  sun- 
burn remains. 

By  this  method  the  period  of  convalescence  is 
greatly  shortened  and  dangerous  complications  are 
avoided.  The  authors  have  had  no  case  of  infection, 
and  though  their  number  of  cases  has  been  exceed- 
ingly small,  they  are  convinced  that  the  procedure 
described  will  greatly  lessen  the  incidence  of  in- 
fection. P..  C.  ROBITSHEK. 

Taylor,  J.  S.:  The  Paraffin- Wax  Treatment  of 
Bums  with  Special  Reference  to  Mustard-Gas 
Burns.     Mil.  Surgeon.  1920.  xlvi.  83. 

The  author  treated  258  mustard-gas  burns  which 
ranged  in  severity  from  burns  of  the  first  degree  to 
burns  of  the  third  degree.  Some  of  them  were  very 
extensive  and  others  small.  All  of  the  wounds  were 
infected  before  they  were  seen  by  the  author.  The 
previous  treatment  had  consisted  of  the  use  of 
alkaline  baths,  lotions,  dusting  powders,  and  vas- 
eline. Taylor  advocates  the  Carrel  technique  and 
enumerates  the  steps  in  the  dressing  as  follows: 

1.  The  dressings  are  removed. 

2 .  The  burned  area  is  bathed  with  neutral  sodium 
soap. 

3.  The  burn  is  swabbed  with  sterile  absorbent 
cotton  pledgets  held  in  a  sterile  haemostat.  These 
pledgets  are  soft  and  are  soaped.  The  entire  burned 
area  is  cleaned  with  a  circular  rubbing  motion  from 
the  center  to  the  periphery  and  the  skin  around  the 
periphery  is  thoroughly  scrubbed. 

4.  The  soap  is  removed  with  warm  sterile  water 
and  the  use  of  other  sterile  cotton  pledgets.  The 
cleansing  process  is  one  of  the  most  important  steps 
in  the  technique.  If  it  is  done  correctly  there  will 
be  no  bleeding,  pain,  or  distress.  In  some  cases  the 
secretions  are  more  easily  removed  if  normal  salt 
solution  is  substituted  for  the  sterile  water. 
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5.  After  being  cleansed  the  area  is  thoroughly 
dried  either  with  sterile  cotton  pledgets  or  a  blower. 

6.  The  area  and  at  least  one-fourth  of  the  skin 
around  the  per  phery  are  sprayed  with  ambrine  or 
paraffin  wax. 

7.  Upon  the  layer  of  ambrine  a  thin  layer  or  film 
of  sterile  absorbent  cotton  is  then  applied  imme- 
diately. This  layer  should  also  extend  at  least 
M  in.  beyond   the  limits  of   the    burned  area. 

8.  The  film  of  cotton  is  then  sprayed  with  a 
second  layer  of  the  paraffin  wax. 

Q.  Over  the  second  layer  of  paraffin  wax  a 
second  and  thicker  layer  of  cotton  is  applied. 

10.  Over  the  second  layer  of  cotton  are  placed 
a  layer  of  gauze  and  a  bandage.  The  amount  of 
cotton  and  gauze  necessary  to  complete  the  dressing 
depends  upon  the  amount  of  the  secretions. 

11.  The  wound  is  redressed  every  twenty  or 
forty-eight  hours  according  to  the  amount  of  the 
secretions. 

In  concluding  Taylor  sums  up  as  follows: 
All  burns  are  sterile  at  the  time  they  are  first 
received  and  are  infected  clinically  and  bacteriolog- 
ically  at  least  twelve  hours  after  their  receipt.  The 
Carrel  technique  in  the  treatment  of  burns  is 
superior  to  any  other.  The  use  of  paraffin  wax  has 
been  proved  of  value  in  every  particular  as  it 
shortens  the  time  of  disability,  lessens  the  suffering, 
and  prevents  deformities  and  the  frightful  con- 
tracting cicatrices.  E.  C.  Robitshek. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Bagg,  H.  J.:  Pathologic  Changes  AccomDanying 
the  Injection  of  an  Active  Deposit  of  Radium 
Emanation.  I.  Intravenoys  and  Subcutaneous 
Injections  in  the  White  Rat.  /.  Cancer  Research, 
1920,  V,  I. 

Very  little  is  known  concerning  the  changes  that 
occur  in  living  tissue  following  the  injection  of 
solutions  of  an  "'active  deposit"  of  radium  emana- 
tion. The  investigation  here  reported  was  under- 
taken by  the  author  to  determine  the  nature  of  the 
changes  in  the  principal  organs  of  the  animal  body 
following  such  treatment  and  to  obtain  data  that 
might  serve  as  a  guide  in  the  treatment  of  certain 
types  of  cancer  to  which  the  solution  method  of 
radium  therapy  appears  particularly  adapted. 

The  investigation  consisted  of  two  parts,  the  first 
dealing  with  intravenous  injections,  and  the  second 
with  subcutaneous  injections  of  the  "active  deposit" 
of  radium  emanation. 

Following  injections  of  an  'active  deposit"  of 
radium  emanation  there  was  a  diffusion  of  the  radio- 
active substance  throughout  the  animal  body  which 
resulted  in  pathologic  changes  in  the  various  organs. 
The  changes  occurring  in  the  liver,  lungs,  kidneys, 
adrenals,  spleen,  bone  marrow,  brain,  and  vascular 
system  are  minutely  described.  The  most  inter- 
esting change  was  fatty  degeneration  in  the  liver 
which  was  brought  aboyt  by  comparatively  small 


subcutaneous  doses  of  radium.  This  degeneration 
was  characterized  by  the  presence  of  many  giant 
cells  and  hyperchromatic  nuclei,  and  persisted  for 
a  comparatively  long  time  after  the  treatment. 

J'requently  following  large  doses  of  radium,  con- 
gestion and  hajmorrhages  were  found  in  practically 
all  of  the  organs.  In  the  severe  cases  the  animals 
died  with  symptoms  of  severe  enteritis. 
•  The  pathologic  condition  most  frequently  found 
in  the  kidney  was  a  granular  degeneration  and 
erosion  of  the  renal  cells. 

In  the  bones  the  injections  of  radium  caused  the 
destruction  of  the  cells  of  the  bone  marrow  and 
their  replacement  by  blood. 

In  the  spleen  congestion  was  the  most  constant 
feature  following  the  treatment,  and  in  some  cases 
this  was  associated  with  haemorrhages  and  the 
destruction  of  red  blood  cells. 

In  certain  organs  the  method  of  injecting  the 
radium  determined  to  a  certain  extent,  the  severity 
of  the  reaction.  For  example,  following  subcu- 
taneous injections  there  was  no  appreciable  patho- 
logic reaction  in  the  lungs,  but  following  intravenous 
doses  of  about  the  same  strength,  the  pulmonary 
lesions  were  severe,  consisting  of  proliferation  and 
desquamation  of  the  epithelial  cells  of  the  bronchi, 
marked  oedema,  congestion,  and  harmorrhage. 

It  appeared  that  doses  of  radium  less  than  10  mc. 
were  not  fatal  to  the  experimental  animals.  Doses 
above  this  amount  caused  death  within  a  few  hours 
or  a  few  days,  the  reaction  being  somewhat  less  severe 
when  the  injection  was  subcutaneous. 

A  similarity  was  noted  in  the  tissue  reaction  due  to 
radium  injected  intravenously  or  subcutaneously 
and  radium  applied  externally. 

The  fate  of  radium  after  its  injection  in  the  animal 
organism  and  its  subsequent  elimination  are  dis- 
cussed in  some  detail.  The  results  of  this  investiga- 
tion show  that  the  liver,  gastro-intestinal  tract, 
kidneys,  lungs,  and  spleen  received  the  greatest 
amount  of  radio-activity. 

Degenerative  changes  in  the  cell  and  their  inter- 
pretation are  also  discussed.  The  histologic  study 
seemed  to  indicate  that  cytoplasmic  changes  occur- 
ring in  the  cell  were  profound  and  as  severe  as  those 
in  the  nucleoplasm.  G.  E.  Beilby. 

Murphy,  J.  B.,  and  Waro,  N. :  The  Lymphocyte  in 
Natural  and  Induced  Resistance  to  Transplant- 
ed Cai.^cer.  V.  Histologic  Study  of  the  Lym- 
phoid Tissue  of  Mice  with  Induced  Immunity 
to  Transplanted  Cancer.  J.  Exper.  M.,  1920, 
xxxi,  I. 

Although  a  number  of  theories  have  been  brought 
forward  to  explain  the  natural  and  induced  re- 
sistance of  mice  to  transplanted  cancers,  none  of 
them  has  covered  aU  the  facts  or  met  with  general 
acceptance. 

In  this  paper  the  authors  present  a  study  of  the 
lymphoid  organs  in  animals  with  induced  immunity 
to  cancer  which  was  made  to  establish  a  further  link 
in  the  evidence  associating  the  lymphocyte  with 
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cancer  immunity  and  to  ascertain  if  possible  the 
source  and  nature  of  the  blood  lymphocytosis.  In 
the  course  of  the  experiments  a  histologic  examina- 
tion was  made  of  the  changes  in  the  subcutaneous 
tissue  in  order  to  check  and  possibly  to  extend  the 
earlier  observation  of  Da  Fano. 

The  material  for  the  study  was  collected  in  the 
course  of  tive  experiments  in  which  more  than  100 
mice  were  used.  All  the  mice  were  of  about  the 
same  size  and  from  the  same  stock.  The  virulence 
of  the  tumors  transplanted  in  each  experiment  was 
tested  by  inoculation  into  a  number  of  normal  mice. 
The  fixative  for  tissues  was  Conroy's  6-3-1  and  the 
staining  was  done  with  Heidenhain's  iron-ha;mat- 
oxylin  for  mitotic  figures  and  eosin-methylene  blue 
for  other  general  purposes.  In  most  instances  loose 
connective  tissue  from  the  subcutaneous  layer  was 
carefully  spread  over  the  slide,  fixed  with  absolute 
alcohol,  and  stained  with  methylene  blue  and  eosin. 
Blood  films  were  treated  with  Wright's  stain. 

Mice  immunized  against  cancer  by  an  injection  of 
deiibrinated  blood  showed  a  marked  increase  in 
the  number  of  mitotic  figures  in  the  germinal 
centers  of  the  lymphoid  organs.  The  increase 
became  evident  forty-eight  hours  after  the  injec- 
tion in  the  majority  of  instances,  and  reached  its 
climax  at  about  the  fifth  day.  After  this  time  it 
subsided,  returning  to  the  normal  rate  about  the 
tenth  day. 

The  immunized  animals  when  inoculated  with  a 
cancer  graft  ten  days  after  the  injection  showed  a 
second  stimulation  of  the  lymphoid  centers  similar 
to  the  first  but  more  intense.  This  increase  in  the 
number  of  mitotic  figures  became  evident  as  early 
as  twenty-four  hours  after  the  cancer  inoculation 
and  persisted  in  a  marked  degree  for  a  week,  after 
which  there  was  a  gradual  return  to  the  normal  rate. 

During  the  establishment  of  the  immunity  the 
lymphocytes  of  the  circulating  blood  showed  fre- 
quent instances  of  amitotic  division  and  many 
examples  of  irregular  and  lobulated  nuclei,  changes 
which  suggested  intensified  functional  activity. 

Contrary  to  the  statement  of  Da  Fano,  cellular 
reaction  in  the  subcutaneous  tissues  of  immunized 
animals  was  present  only  in  the  region  infiltrated 
by  the  injected  cells.  This  fact  became  ^conspicuous 
when  the  immunizing  injection  was  given  intra- 
peritoneally.  In  such  cases  no  cellular  accumula- 
tions were  observed  in  the  loose  connective  tissue. 

Constant  cellular  changes  were  not  noted  in  the 
bone  marrow,  the  thymus,  the  thyroid,  the  liver,  or 
the  kidneys  of  the  animals  treated.   G.  E.  Beilby. 

Zunz,  E.,  and  Govaerts,  P.:  Experimental  Re- 
search on  the  Effects  of  Transfusion  in  the 
Different  States  of  Circulatory  Collapse  (Re- 
cherches  experimentales  sur  les  effets  de  la  transfusion 
dans  les  divers  6tats  de  collapsus  circulatoires).  Bull. 
Acad.  roy.  de  med.  deBelg.,  1919,  xxix,  796. 

Circulatory  collapse  following  haemorrhage  can  be 
brought  about  experimentally  in  the  dog  by  arterial 
bleeding  of  four-tenths  to  six-tenths  of  the  total 


quantity  of  blood  in  the  body.  This  collapse  is 
characterized  by  a  residual  arterial  pressure  below 
50  mm.  of  mercury,  a  diminution  in  the  haemo- 
globin and  the  number  of  red  corpuscles,  and  a 
lowering  of  the  blood  vicosity.  The  low  arterial 
pressure  is  accompanied  by  an  elevation  in  the 
venous  pressure. 

The  effects  of  transfusion  are  very  favorable. 
The  arterial  pressure  returns  to  its  initial  level  even 
if  the  collapse  has  lasted  several  hours.  It  is  essen- 
tial, however,  that  the  transfusion  should  be  slow 
as  otherwise,  though  the  arterial  pressure  rises  during 
the  injection  of  the  blood,  it  soon  falls  and  the  fall 
may  be  very  decided. 

A  progressive  decrease  in  the  arterial  pressure 
of  the  dog  can  be  brought  also  by  intramuscular 
injections  of  cultures  of  different  anaerobes.  In 
from  four  to  six  hours  the  pressure  may  fall  to  50 
mm.  of  mercury.  At  the  same  time  the  haemoglobin 
content,  the  number  of  red  corpuscles,  and  the 
viscosity  of  the  blood  increase.  The  venous  pres- 
sure is  low.  The  syndrome  of  circulatory  collapse 
due  to  infection  is  thus  quite  different  from  that 
following  haemorrhage.  Transfusion  has  only  a 
transitory  effect  and  the  arterial  pressure  tempo- 
rarily raised  soon  rapidly  descends. 

In  the  absence  of  haemorrhage  wrenching  one  of 
a  dog's  hind  legs  causes  only  a  moderate  fall  in  the 
blood  pressure  .and  it  is  rare  that  such  a  traumatism 
results  in  circulatory  collapse.  The  loss  of  from  15 
to  20  per  cent  of  the  total  amount  of  blood  in  addi- 
tion, however,  causes  a  considerable  fall  in  the  arte- 
rial pressure  and  may  even  result  in  death  although 
an  equal  loss  in  an  untraumatized  animal  would 
have  only  a  slight  and  transitory  effect.  The  haemo- 
globin, the  number  of  red  corpuscles,  and  the  blood 
viscosity  do  not  undergo  appreciable  modifications 
under  such  circumstances  and  transfusion  has  a 
less  favorable  result  than  if  the  circulatory  collapse 
resulted  from  serious  haemorrhage  only. 

All  conditions  of  circulatory  deficiency  are  ac- 
companied by  a  certain  degree  of  acidosis.  This  is 
most  intense  in  the  acute  anaerobic  infections. 

W.  A.  Brennan. 

Aloi,  V. :  Experimental  Research  upon  Peritoneal 
Reactions  to  Toxins  of  Tuberculosis  (Ricerche 
sperimentali  suUa  reazione  peritoneale  ai  veleni  tub- 
erculari).     Riforma  med.,  19 19,  xxxv,  802. 

The  author's  experimental  research  may  be  divided 
into  two  general  parts:  (i)  control  experiments  for 
Szecsi's  research  on  the  normal  peritoneal  cells 
contained  in  the  peritoneal  fluid;  and  (2)  investiga- 
tions to  determine  the  modifications  which  these 
cells  undergo  in  various  pathologic  conditions  of 
the  peritoneum  with-special  reference  to  the  influence 
of  tuberculin. 

In  his  conclusions  the  author  confines  himself 
strictly  to  the  field  limited  by  his  own  experiments 
on  guinea  pigs.    These  conclusions  are: 

I.  The  peritoneal  fluid  of  normal  guinea  pigs  is 
usually  very  poor  in  cellular  elements.    Contrary 


GENERAL  SURGERY  —  MISCELLANEOUS 


3^3 


to  ihe  findings  of  other  investigators,  it  never  con- 
tains eosinophiles. 

2.  If  an  inert  fluid  (physiological  solution)  or  a 
toxin  of  tuberculosis  is  injected  into  the  peritoneum 
of  a  healthy  guinea  pig  there  is  always  a  peritoneal 
cellular  reaction  which  is  not  to  be  considered  as  a 
specific  reaction  to  the  toxin  but  rather  as  the  reply  of 
the  serosa  to  the  abnormal  stimulus  represented  by 
the  injected  fluid.  The  cellular  curve  of  these  per- 
itoneal reactions  is  characteristic  inasmuch  as  it  is 
represented  by  the  prevalence  of  polynuclears  in 
the  initial  ascending  phase  and  by  the  paucity  of 
mononuclears  (large  and  lymphocyte)  in  the  descend- 
ing phase. 

3.  The  peritoneal  fluid  of  tuberculous  guinea 
pigs  is  rich  in  cells  when  compared  with  that  of  nor- 
mal animals.  Such  cells  are  mostly  large  and  small 
mononuclears.  The  peritoneal  serosa  of  tubercu- 
lous guinea  pigs,  however,  reacts  most  intensely  to 
the  introduction  of  fluids  (physiological  serum  or 
tuberculin)  into  the  peritoneum.  In  such  cases 
tuberculin  causes  the  most  energetic  reaction  and 
among  the  tuberculins  that  which  gives  the  most 
marked  phenomena  'from  the  point  of  view  of  cellu- 
lar reaction  is  the  new  tuberculin. 

4.  Apart  from  the  general  phenomena  provoked 
by  tuberculin  in  tuberculous  guinea  pigs,  which 
may  even  amount  to  death,  the  toxins  of  tubercu- 
losis provoke  intense  polynucleosis  with  a  large 
collection  of  fluid  in  the  peritoneum,  congestion  of 
the  serosa,  and  all  the  signs  of  an  acute  inflammation. 

W.  A.  Brennan. 

Frank,  R.  T.:  The  Influence  of  Pituitary  Ex- 
tracts on  the  Genital  Tract.  J.  Am.  M.  Ass., 
1919,  Ixxiii,  1764. 

The  author  publishes  the  result  of  experiments 
undertaken  to  determine  the  eff'ect  of  the  anterior 
lobe  of  the  pituitary  body  on  the  genitalia. 

Thirty-five  female  white  rats  were  fed  varying 
portions  of  different  mixtures  of  pituitary  body  for 
thirty-five  consecutive  days.  The  following  con- 
clusions were  based  on  the  autopsy  findings : 

1.  More  extended  experiments  along  these  lines 
will  be  necessary  before  stimulation  of  the  sex 
organs,  or  at  least  the  female  sex  organs,  can  be 
ascribed  to  the  use  of  pituitary  extracts. 

2.  The  practice  of  at  once  applying  unconfirmed 
results  obtained  in  the  laboratory  to  clinical  cases  is 
pernicious.  In  no  field  has  it  been  done  more  than 
in  endocrinology  and  if  it  continues  unchecked, 
organotherapy  will  fall  into  disrepute  both  in  the 
opinion  of  the  medical  profession  and  in  that  of  the 
public.  M.  H.  HoBART. 

MacCallum,  W.  G.,  Lintz,  J.,  Vermilye,  H.  N., 
Leggett,  T.  H.,  and  Boas,  E.:  The  Effect  of 
Pyloric  Obstruction  in  Relation  to  Gastric 
Tetany.   Bull.  Johns  Hopkin's  Hasp.,  1920,  xxxi,  i. 

The  subject  of  gastric  tetany  has  long  been  of 
interest  but  none  of  the  theories  which  have  been 
advanced  as  to  the  cause  of  the  condition  is  satis- 


factory. According  to  one,  it  is  due  to  desiccation 
of  the  tissues,  while  according  to  another,  it  is  the 
result  of  the  absorption  of  toxic  materials  from  the 
stagnating  contents  of  the  dilated  stomach.  It  is 
known  that  if  a  communication  is  established  be- 
tween the  stomach  and  the  intestine  by  a  gastro- 
enterostomy so  that  the  contents  of  the  stomach 
can  once  more  pass  into  the  intestine,  the  symp- 
toms immediately  disappear. 

The  experiments  on  animals  reported  in  this 
article  were  carried  out  to  determine  the  nature  of 
the  changes  produced  by  the  pyloric  obstruction. 

It  was  observed  in  1909  by  MacCallum  that  when 
the  pylorus  was  completely  obstructed  and  the 
stomach  frequently  washed  out,  an  animal  wasted 
rapidly  and  died  in  a  few  days,  usually  with  violent 
convulsions  which  were  not  precisely  of  the  same 
character  as  the  twitchings  seen  in  parathyroid 
tetany. 

Even  at  that  time  the  authors  believed  that  since 
nothing  was  absorbed  from  the  stomach  and  water 
was  given  abundantly  through  the  intestine,  the 
older  explanations  ofTered  for  gastric  tetany  were 
faulty.  The  convulsions  they  attributed  to  a  loss 
of  hydrochloric  acid  in  the  gastric  juice.  Later 
experiments  supported  this  view  and  they  have 
since  tried  to  work  out  the  nature  of  the  whole 
disturbance. 

Although  from  time  to  time  they  employed  many 
different  methods  in  the  attempt  to  obstruct  the 
pylorus  partially  or  completely,  they  finally  re- 
turned to  the  simplest,  which  consisted  in  cutting 
through  the  stomach  just  above  the  pylorus  and 
closing  it  off  with  sutures  so  that  it  became  a  blind 
sac  on  the  end  of  the  oesophagus.  The  pyloric  end 
with  the  duodenum  was  then  brought  into  the 
abdominal  wound  where  it  was  sutured.  Through 
it  food  and  water  were  given,  but  in  the  later  experi- 
ments, in  order  to  eliminate  all  intake  of  chlorides 
and  to  prevent  the  loss  of  bile  and  intestinal  con- 
tents, this  opening  was  closed  except  for  a  tube 
through  which  distilled  water  was  introduced.  The 
food  which  could  be  given  in  this  way  always  con- 
tained chlorides  and  when  it  was  given  the  symp- 
toms following  pyloric  obstruction  appeared  only 
slowly  and  the  animal  lived  about  a  week.  When 
nothing  but  water  was  given  convulsions  occurred 
in  about  forty-eight  hours  and  death  soon  followed. 

The  authors'  observations  in  one  series  of  experi- 
ments showed  that  the  stomach  continued  to  lose 
chlorides  for  days  after  the  operation.  The  excre- 
tion in  the  urine  tended  to  decrease  day  by  day. 
As  later  it  was  found  that  the  analysis  of  the  blood 
plasma  showed  the  changes  in  the  chlorides  more 
directly  and  more  precisely,  these  determinations 
were  made  every  day  and  the  stomach  washings 
and  excreta  were  no  longer  analyzed  for  chlorides. 

Since  the  chloride  lost  in  the  gastric  juice  was  in 
the  form  of  free  hydrochloric  acid,  it  seemed  prob- 
able that  the  sodium  ion  would  be  retained  in  the 
circulating  fluids  and  that  the  alkali  reserve  of  the 
blood  might  be  increased.    In  the  next  series  of 
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experimenls,  therefore,  the  changes  in  the  plasma 
chlorides,  the  alkali  reserve  as  determined  by  Van 
Slyke's  method,  and  the  electrical  excitability  of  the 
nerves  were  studied. 

In  brief,  it  was  found  that  the  recognizable 
chlorides  in  the  plasma  dropped  rapidly,  especially 
in  cases  in  which  no  chlorides  were  given  through 
the  intestinal  fistula.  The  carbon  dioxide  com- 
bining power  rose  as  the  chlorides  decreased. 

These  experiments  showed  that  when  the  pylorus 
was  obstructed  so  that  the  acid  gastric  juice  was 
entirely  removed  and  no  chlorides  were  given  in 
the  food,  a  peculiar  condition  characterized  by  con- 
vulsions developed.  This  condition  was  not  the 
same  as  that  produced  by  parathyroidectomy.  The 
muscular  rigidity  with  vibrating  clonic  twitchings 
and  extreme  tachypnoea  was  lacking.  In  fact,  the 
rather  apathetic  animal  usually  lay  quiet  until 
seized  with  a  violent  generalized  convulsion  which 
threw  the  body  into  extreme  and  rigid  opisthotonos 
and  was  associated  with  attempts  at  vomiting  and 
abundant  salivation.  After  this  the  animal  sank 
into  a  kind  of  coma  with  slow,  deep  respirations. 
Rapid  respirations  of  great  volume  often  preceded 
the  onset  of  the  convulsion. 

Another  series  of  experiments  showed  that  ex- 
cessive injections  of  sodium  carbonate  or  bicarbonate 
solutions  produced  practically  the  same  symptoms, 
twitching,  convulsions,  opisthotonos,  etc.,  as  are 
produced  by  the  removal  of  the  chlorides.  The 
preponderance  of  the  alkalies  over  the  acids  was  on 
a  higher  plane  since  there  was  no  loss  of  acid,  but 
the  relations  were  similar.  The  alterations  of  the 
electrical  excitability  and  those  of  the  alkali  re- 
serve were  the  same  in  the  two  cases.  In  both  the 
increase  of  excitability  was  moderate  and  rather 
irregular.  Sometimes  it  seemed  not  to  occur,  while 
in  other  cases  it  was  very  definite. 

The  authors  summarize  their  experimental  results 
as  follows: 

When  the  pylorus  was  obstructed  and  the  gastric 
juice  with  its  hydrochloric  acid  was  constantly 
removed,  there  ensued  a  decrease  in  the  chlorine  of 
the  plasma.  Consequently  there  was  an  increase 
in  the  alkali  reserve  which  became  extreme. 

In  general,  the  electrical  excitability  of  the  nerves 
was  heightened  and  there  were  spontaneous  twitch- 
ings and  in  most  cases  violent  convulsions  which  led 
to  death. 

All  of  these  phenomena  were  prevented  by  con- 
stantly furnishing  a  large  supply  of  chlorides.  It 
was  less  easy  to  cure  the  condition  by  the  adminis- 
tration of  chlorides. 

The  convulsive  movements  were  not  exactly  like 
the  twitchings  of  the  tetany  of  parathyroidectomy 
in  which  no  heightened  alkali  reserve  was  found, 
but  were  produced  by  the  injection  of  sodium  car- 
bonate or  bicarbonate. 

Since  these  convulsions  were  stopped  or  prevented 
by  sodium  chloride,  the  problem  as  to  the  fate 
of  excessive  base  sodium  and  the  specific  need  for 
the  chlorine  ion  remains  unsolved.     G.  E.  Beilby. 


Albee,  F.  H.:  Studies  in  Bone  Growth.    Ann.  Surg., 
1920,  Ixxi,  32. 

The  author  studied  the  osteogenic  effect  produced 
by  the  injection  of  a  5  per  cent  solution  of  triple 
calcium  phosphate  between  the  ends  of  broken 
bones  and  under  the  periosteum  of  normal  bone.  A 
fragment  of  bone  was  removed  and  x  c.  c.  of  a  s  pcr 
cent  solution  of  triple  calcium  phosphate  in  distilled 
water  which  had  been  sterilized  for  three  days  at 
60  degrees  C   was  injected. 

Cases  of  fracture  with  loss  of  substance  showed 
much  more  rapid  bone  growth  and  union  when 
triple  calcium  phosphate  was  injected  into  the  gap 
between  the  bone  ends  than  the  controls. 

Callus  formation  in  cases  of  fracture  treated  with 
triple  calcium  phosphate  extended  far  into  the  soft 
parts,  apparently  following  the  penetration  of  the 
solution. 

The  average  length  of  time  necessary  for  union 
in  cases  of  fracture  treated  with  triple  calcium 
phosphate  was  thirty-one  days  while  the  correspond- 
ing period  in  the  controls  was  forty-two  days. 

In  the  total  series  cases  of  fracture  treated  with 
triple  calcium  phosphate  showed  union  eleven  days 
earlier  than  the  controls.  The  average  number 
of  days  elapsing  between  the  date  of  the  injection 
of  the  solution  and  the  first  radiographic  evidence 
of  union  was  nineteen  days. 

No  appreciable  bone  growth  was  stimulated  by  an 
injection  of  triple  calcium  phosphate  beneath  the 
periosteum  of  the  bone  in  cases  in  which  the  bone 
was  not  fractured. 

From  these  results  it  was  evident  that  osteogenesis 
was  stimulated  by  triple  calcium  phosphate  in 
cases  of  fracture  or,  in  other  words,  when  there  was 
trauma  of  sufficiently  great  severity  to  open  up 
bone  surfaces  containing  active  bone-growing  cells  — 
the  periosteum,  the  compact  bone  endosteum,  and 
the  marrow  —  and  thereby  allow  the  solution  to 
come  into  intimate  contact  with  these  layers. 

No  toxic  symptoms  were  noted  in  any  of  the  cases 
treated  with  triple  calcium  phosphate  and  at  no 
time  did  the  solution  act  as  a  local  irritant. 

H.  .\.  McKnight. 

ROENTGENOLOGY  AND  RADmM  THERAPY 

Hyman,  A.  S. :  Radiography  in  Artificial  Pneumo- 
peritoneum.    Med.  Rec.  1920,  xcvii,   100. 

According  to  the  author,  Kelling  in  1902  was  the 
first  to  note  that  gas  introduced  into  the  peritoneal 
cavity  would  render  visible  under  the  X-ray  the 
contour  and  size  of  the  solid  abdominal  viscera. 

The  usual  method  of  procedure  has  been  to  in- 
ject the  oxygen  from  an  oxygen  tank  connected  with 
an  aspirating  needle  by  a  rubber  tube.  Hyman 
states  that  in  some  of  the  earlier  cases  in  which  he 
used  this  simple  technique,  the  signs  of  a  low-grade 
peritonitis  developed.  This  led  him  to  make  a 
bacteriological  study  of  the  gas.  He  found  that 
staphylococci  and  streptococci  were  present  in  60 
per  cent  of  the  specimens  delivered  in  this  manner. 
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A.  Commercial  oxygen-gas  tank.  B.  Flask  containing 
liquid  petrolatum.  C.  Electric  hot-plate.  D.  Mano- 
meter.  E.  Injecting  needle . 

Accordingly,  he  advises  filtering  the  oxygen  through 
liquid  petrolatum  heated  in  a  flask  to  just  below  the 
boiling  point  (590  degrees  F.),  The  temperature 
may  be  maintained  by  placing  the  flask  on  an  elec- 
tric hot-plate.  The  gas  is  then  injected  at  a  tem- 
perature between  95  and  no  degrees  F.  Without 
this  precaution  the  author  found  that,  due  its  ex- 
pansion, it  became  cooled  so  that  at  times  it  reached 
a  temperature  of  27  degrees  F.  If  injected  at  this 
temperature,  it  might  cause  shock  and  collapse. 

The  normal  intra-abdominal  pressure  varies  from 
a  negative  pressure  of  25  mm.  of  water  at  the  end  of 
expiration  to  a  positive  pressure  of  10  mm.  at  the 
end  of  inspiration.  When  the  patient  strains,  the 
pressure  increases  to  200  or  250  mm.  of  water.  In 
the  quantity  of  gas  he  injects  Hyman  is  guided  by 
pressure  rather  than  by  volume.  The  optimum 
pressure  he  believes  is  200  mm.  of  water.  In  small 
subjects  this  pressure  will  be  obtained  by  a  liter  or 
so  of  the  gas,  while  in  large  patients  from  7  to  8  liters 
will  be  necessary.  The  pressure  is  controlled  by  a 
manometer. 

During  the  injection  the  patient  lies  on  his  back. 
In  order  that  the  gas  may  reach  every  portion  of  the 
peritoneal  cavity  after  the  injection  is  completed,  he 
is  told  to  assume  first  a  knee-chest  position  and  then 
the  prone  position.  The  oxygen  is  absorbed  in  about 
twenty-four  hours. 

The  author  advocates  pneumoperitoneum  in  all 
obscure  conditions  involving  the  liver,  spleen,  kid- 
neys, and  uterus.  The  best  conditions  for  its  use 
are  those  in  which  ascites  is  a  complication.  In  such 
cases  the  gas  may  be  injected  through  the  para- 
centesis opening. 

Hyman  has  not  obtained  good  results  from  the 
use  of  pneumoperitoneum  synchronously  with  the 
ingestion  of  an  opaque  meal,  but  he  advises  giving 
the  barium  meal  first,  and  then  injecting  the  gas 
after  thorough  catharsis.  The  results  of  the  two 
procedures  may  then  be  reviewed  together  and  will 
supplement  each  other.  R.  B.  Bettman. 


Weld,  E.  H.:  The  Toxicity  of  Pyelographic  Media; 
Report  of  a  Death  Following  the  Use  of 
Thorium  Nitrate.    J .  Urol.,  1919,  iii,  415. 

A  death  following  pyelography  for  which  a  solu- 
tion of  thorium  nitrate  was  used  led  the  author  to 
make  a  study  of  the  toxicity  of  the  different  media 
used  for  pyelography.  A  detailed  clinical  history 
of  the  fatal  case  is  given,  together  with  the  necropsy 
findings. 

Physiological  tests  of  the  toxicity  of  a  25  per  cent 
solution  of  sodium  bromide,  a  25  per  cent  solution 
of  potassium  iodide,  and  a  15  per  cent  solution  of 
thorium  nitrate  were  made.  These  were  injected 
into  the  femoral  veins  of  dogs,  after  which  the 
carotid  blood  pressure  was  noted.  The  intravenous 
injection  of  sodium  bromide  into  four  different  dogs 
produced  practically  no  effect  even  when  55  c.c. 
were  given.  Usually  there  was  a  slight  increase  in 
the  blood  pressure,  but  this  was  due  possibly  to  an 
increase  in  the  fluid  volume. 

The  injection  of  2  or  3  c.c.  of  a  25  per  cent  solu- 
tion of  potassium  iodide  caused  the  blood  pressure 
to  drop  to  zero  and  was  followed  by  almost  in- 
stantaneous death.  When  50  c.c.  of  a  25  per  cent 
solution  of  sodium  iodide  were  used  there  was  a 
very  slight  reaction  from  which  the  animal  soon 
recovered.  The  toxicity  of  the  15  per  cent  solutions 
of  thorium  nitrate  seemed  to  vary  with  the  different 
ages  of  the  solutions.  Twenty-two  cubic  centimeters 
from  Bottle  A  caused  death;  10  c.c.  from  Bottle  B 
caused  a  decided  reaction  which  was  noted  in  the 
blood -pressure  curve;  100  c.c.  from  Bottle  C  pro- 
duced no  apparent  reaction;  50  c.c.  from  Bottle  D 
caused  death;  and  40  c.c.  from  Bottle  E  caused 
death.  The  solution  in  Bottle  A  was  approximately 
one  year  old;  that  in  Bottle  B,  approximately  two 
months  old;  and  that  in  Bottles  C,  D,  and  E  had 
just  been  received  from  the  manufacturers. 

From  his  experimental  research  and  clinical 
experience  the  author  draws  the  following  con- 
clusions : 

Potassium  iodide  should  be  used  with  great  care 
as  a  medium  for  pyelography  because  of  its  toxicity 
and  the  fact  that  it  is  readily  absorbed  from  the 
renal  pelvis.  Death  following  the  use  of  potassium 
iodide  is  due  very  evidently  to  the  potassium  radicle 
since  sodium  iodide  has  very  little  effect. 

That  the  heart  muscle  is  affected  by  the  toxic 
action  of  thorium  nitrate  is  shown  by  the  fact  that 
cardiac  failure  follows  the  administration  of  thorium 
nitrate  even  after  section  of  the  vagi  and  the  ad- 
ministration of  such  drugs  as  nicotine  and  atropine. 
Thorium  nitrate  seems  to  vary  in  toxicity  according 
to  the  age  of  the  solution,  possibly  because  of  the 
conditions  under  which  it  is  kept. 

Unfortunately,  the  20  or  25  per  cent  solution  of 
sodium  or  potassium  iodide  originally  recom- 
mended often  causes  considerable  local  irritation 
when  used  in  the  renal  pelvis  and  the  bladder  of 
man. 

Sodium  bromide  is  non-toxic,  cheap,  easily  pre- 
pared, readily  accessible,  non-irritating,  and  appar- 
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cntly  the  best  medium  yet  brought  forward.  A 
20  per  cent  solution  is  advisable  for  pyelography, 
while  a  10  or  15  per  cent  solution  is  suflicient  for 
cystography.  The  drug  should  be  chemically  pure 
and  the  solution  sterilized  by  boiling  before  it  is 
used. 

The  protocols  of  the  experiments  made  are 
appended  in  detail.  Adolph  Hartuno. 

Lee,  J.  M.:   Radiosurgical  Therapy.    J .  Am.  Inst. 
Jlomceop.,  1919,  xii,  627, 

This  paper  is  made  up  almost  entirely  of  a  de- 
scription of  the  author's  cases  which  responded  to 
the  application  of  radium.  The  details  of  the 
technique  are  not  given.  While  there  are  several 
references  to  the  amount  of  radium  used,  the  exact 
dosage  is  not  reported.  The  interesting  statement 
is  made  that  the  cost  of  the  radium  used  exceeded 
that  of  the  hospital  buildings  and  other  equip- 
ment. 

Favorable  results  were  noted  in  sarcoma,  cancer 
of  the  corpus  of  the  uterus,  cancer  of  the  uterine 
cervix,  carcinoma  of  the  lip,  and  carcinoma  of  the 
breast.  Unusual  results  were  obtained  in  tumors  of 
the  accessory  sinuses,  especially  of  the  antrum  of 
Highmore.  A  case  of  deciduoma  malignum  is 
reported  in  detail. 

The  article  is  illustrated  with  cuts  made  from 
microphotographs  of  sections  of  extirpated  uteri. 
These  cases  show  degeneration  of  the  mucosa  and 
muscle  fibers  and  the  absence  of  malignancy.  All 
of  the  changes  were  observed  one  month  after  the 
application  of  radium.  W.  A.  Evans. 

Wood,  F.  C,  and  Prime,  F.:   The  Lethal  Dose  of 
Roentgen  Rays  for  Cancer  Cells.    /.  Am.  M. 

Ass.,  1920,  Ixxiv,  308. 

The  exact  quantity  of  X-ray  treatment  necessary 
to  kill  a  cancer  cell  has  not  been  determined  hereto- 
fore. Knowledge  of  such  a  dose,  however,  is  a 
fundamental  condition  for  the  intelligent  treatment 
of  malignant  tumors  with  the  X-ray. 

The  authors  made  this  determination  in  mouse 
tumors  of  high  virulence  and  very  constant  type  of 
growth.  When  using  85  kilovolts,  5  ma.  of  current 
through  the  tube,  at  23  cm.  distance,  and  a  3  mm. 
aluminum  filter,  they  found  that  six  erythema  doses 
of  X-ray  were  required  to  kill  the  cells  of  a  mouse 
sarcoma.  Carcinoma  requires  about  20  per  cent 
more  exposure  than  is  necessary  for  sarcoma  of  a 
connective-tissue  type.  Lymphosarcoma  is  much 
more  susceptible  to  the  rays  as  are  also  the  basal- 
cell  epitheliomata.  These  figures  represent  the 
minimum  dosage  for  a  tumor  on  the  surface  of  the 
body. 

At  a  depth  of  2  cm..  19  per  cent  more  X-ray  is 
required;  at  a  depth  of  5  cm.,  47  per  cent  more; 
and  at  a  depth  of  10  cm.,  65  per  cent  more.  In 
other  words,  it  is  impossible  to  kill  all  the  cells  of  a 
tumor  lying  7  cm.  below  the  surface  without  expos- 
ing the  patient  to  some  fourteen  erythema  doses  at 
a  single  sitting.    This  is  manifestly  impossible  as  he 


would  probably  not  survive  such  an  extraordinary 
amount  of  radiation.  Just  how  long  an  exposure 
can  be  given  depends  upon  the  patient's  resistance, 
the  amount  of  cachexia,  and  the  position  of  the 
tumor.  Only  in  rare  instances  is  it  possible  to  give 
a  killing  dose  to  a  new  growth  in  a  human  being. 
If  a  tumor  is  more  susceptible  than  a  rapidly  grow- 
ing carcinoma  or  sarcoma  it  will  be  within  the  reach 
of  cure;  otherwise,  the  best  than  can  be  hoped  for 
is  the  destruction  of  a  certain  portion  of  the  growth 
so  as  to  keep  it  under  control  for  a  certain  period  of 
time. 

Normal  connective  tissue  cells  when  rapidly  grow- 
ing require  about  the  same  dose  as  that  required  by 
sarcoma  cells.  Hence  the  difference  in  susceptibility 
of  tumors  and  of  normal  tissues  which  has  been 
noted  is  in  many  instances  dependent  only  on  the 
growth  rate  and  not  on  a  specific  differential  sen- 
sitiveness of  the  tumor.  One-fourth  of  the  dose 
of  X-ray  given  for  four  times  the  usual  exposure  is 
just  as  effective  as  the  full  dose. 

INDUSTRIAL  SURGERY 

Sever,  J.  W.:   Disability  Following  Back  Injuries. 

J.  Orthop.  Surg.,  1919,  i,  657,  743. 

The  author  calls  attention  to  the  unnecessarily 
long  periods  of  disability  following  injuries  to  the 
back  and  concludes  that  they  are  often  due  to  in- 
adequate care  due  to  improper  diagnosis. 

The  134  cases  reported  were  referred  to  Sever  as 
an  impartial  examiner.  The  average  length  of  dis- 
ability was  eight  months;  that  is,  e'ght  months 
elapsed  between  the  acc'dent  and  the  t''me  he  made 
the  first  examination.  In  a  number  of  instances  the 
patient  had  been  working  some  time  before  the 
examination  and  this  would,  of  course,  reduce  the 
time  of  actual  disability. 

The  causes  of  the  injuries  were:  (i)  falls,  61 
cases;  (2)  direct  violence  to  the  back,  31  cases;  and 
(3)  lifting,  42  cases.  In  the  first  two  groups  there 
were  3 1  fractures  many  of  which  were  not  recognized 
for  some  time. 

The  author  analyzes  the  treatment  given,  classing 
it  as  adequate  in  40  cases  and  inadequate  in  55  cases. 
Thirty-nine  patients  received  either  no  treatment  or 
treatment  that  was  poor. 

From  the  detailed  table  of  cases  it  would  appear 
that  the  periods  of  disability  were  shorter  when  the 
treatment  was  inadequate  than  when  it  was  ade- 
quate. This  is  accounted  for,  however,  by  the  fact 
that,  as  stated,  the  term  "period  of  disability" 
means  merely  the  period  between  the  time  of  the 
accident  and  the  time  of  the  examination.  Naturally 
the  cases  adequately  cared  for  would  not  be  seen 
so  early  by  an  impartial  examiner  for  the  adjust- 
ment of  claims. 

Reference  is  made  to  the  mental  element  in  these 
cases.  In  the  records  of  18  cases  in  Class  2  in  which 
the  spine  was  fractured  is  some  such  note  as  "no 
disability,"  "traumatic  hysteria,"  "no  disability; 
disinclined  to  work." 
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The  author  discusses  also  the  relit  ion  of  hyper- 
trophic arthritis  to  injury  of  tJie  spine  and  states 
that  industrial  boards  in  general  are  of  the  opinion 
that  hypertrophic  arthritis  may  be  aggravated  by 
spinal  injury.  Another  subject  considered  is  the 
treatment  of  fracture  of  the  spine. 

Beveridge  Moore. 

HOSPITALS;  MEDICAL  EDUCATION  AND 
HISTORY 

Gibson,  C.  L. :  An  Analysis  of  the  Results  of  Six 
Years'  FoUow-Up  System  in  a  Hospital 
Surgical  Service.    Anft.  Surg.,  1919,  Ixx,  661. 

This  paper  records  an  exhaustive  study  of  the  end- 
results  of  more  than  7,000  operations.  Most  of  the 
patients  were  told  to  return  three  months  after  oper- 
ation, were  written  to  for  information,  or  were  fol- 
lowed up  by  a  social  service  department.  The  re- 
sults were  classified  as  good,  average,  and  bad. 

The  conditions  in  which  operation  gave  good  re- 
sults were  malformations;  varicose  veins;  hyper- 
trophy of  the  tonsils;  haemorrhoids;  tuberculosis  of 
the  kidneys  (15  cases  with  not  a  single  death  and 
most   gratifying  results);   acute  appendicitis   (782 


cases  with  34  deaths  which  probably  were  due  to  the 
fact  that  treatment  was  delayed);  hemize  (femoral. 
53  cases,  I  death;  inguinal,  847  cases,  2  deaths); 
extra-uterine  pregnancy  (51  cases,  2  deaths) ;  chronic 
salpingitis  (211  cases,  5  deaths);  benign  tumors  of 
the  breast  and  uterus;  nephrolithiasis;  abscess  of 
the  kidney;  and  fractures. 

Average  results  were  obtained  in  cholelithiasis  and 
cholecystitis  (179  operations,  12  deaths;  cholecys- 
tectomy the  operation  of  choice);  pancreatitis  (6 
recoveries,  3  deaths);  exophthalmic  goiter;  strangu- 
lated inguinal  hernia  (41  cases,  6  deaths) ;  umbilical 
herniae  (74  cases,  12  deaths) ;  tuberculous  peritonitis; 
acute  salpingitis  (operation  in  these  cases,  however, 
is  not  recommended);  and  displacements  of  the 
uterus. 

Poor  results  were  obtained  in  ulcer  of  the  stomach 
and  duodenum  (8.5  per  cent  mortality;  the  author 
believes  that  gastro-enterostomy  is  the  method  of 
choice);  cirrhosis  of  the  liver  (5  cases,  3  deaths); 
chronic  appendicitis  (30  per  cent  of  552  operations 
gave  unsatisfactory  results);  typhoid  perforation 
(all  of  the  patients  died);  tuberculous  adenitis; 
prostatic  hypertrophy;  and  malignant  tumors. 

Louis  Handelman. 
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Coudert,  E. :     Uterine  Sterility  and  Its  Treatment 

(Sur  la  st^rilit6  uterine  et  son  traitement).  /.  de 
mei.  et  chir.  prat.,  1919,  xc,  903. 

In  uterine  sterility  the  principal  r6le  is  played  by 
infection,  especially  gonorrhccal  infection.  The 
gonococcus  is  the  agent  responsible  in  at  least  half 
of  the  cases  for  the  anatomical  disorders  preventing 
conception,  and  this  fact  should  be  borne  in  mind 
by  the  practitioner  when  consulted  by  a  woman 
regarding  sterility.  The  importance  of  flexions, 
deviation,  kinks,  and  stenosis  has  been  greatly 
exaggerated  as  such  disorders  are  infinitely  less 
harmful  than  gonorrhccal  infections,  and  the 
sterility  in  such  cases  is  due  rather  to  the  con- 
comitant inflammatory  metritis  than  to  the  me- 
chanical defects. 

Well-applied  medical  treatment  gives  far  better 
results  than  are  obtained,  from  the  numerous  cor- 
rective surgical  operations  done  with  little  or  no 
indications,  but  no  formal  assurance  should  be  given 
the  sterile  woman  that  conception  will  be  possible 
after  any  form  of  treatment.  The  antiseptic 
vaginal  injections  which  most  women  believe 
necessary  after  coitus  should  be  discontinued  and 
warm  alkaline  injections  should  be  used  before 
coitus.  General  hygienic  measures  with  special 
attention  to  such  conditions  as  arthritis  or  anaemia, 
and  opotherapy,  if  indicted,  should  form  the  basis 
of  the  treatment.  Resort  should  be  had  to  artificial 
impregnation  only  when  all  other  measures  have 
failed.  \V.  A.  Bsennan. 

Gilberti,  P.:    The  Surgical  Treatment  of  Uterine 
Displacements   and    Genital   Prolapse    (Osser- 

vazioni  a  contributo  del  trattamento  chirurgico  delle 
deviazioni  dell'uteroe  del  prolasso  genitale).  Poli- 
clin.,  Roma,  1919,  xxvi,  sez.  chir.,  288. 

In  Gilberti's  opinion  surgical  measures  con- 
stitute the  only  rational  treatment  of  uterine  devia- 
tion and  genital  prolapse.  The  use  of  the  pessary 
should  be  absolutely  discarded. 

Uterine  deviation  he  treats  by  ventrofixation 
according  to  the  method  of  Olshausen. 

In  cases  of  prolapse  four  diff'erent  types  may  be 
distinguished  each  of  which  requires  a  different  type 
of  treatment. 

1.  False  prolapse  due  to  simple  hypertrophic 
elongation  of  the  inferior  and  subvaginal  portion  of 
the  cervix.  Treatment:  Amputation  of  the  cervix 
according  to  the  Simon  method. 

2.  Vaginal  prolapse.  Treatment:  Anterior  col- 
porrhaphy  and  colpoperineoplasty  according  to 
Hegar's  technique. 

3.  Vaginal  and  uterine  prolapse.  Treatment: 
The  Proust  colpoperineoplasty  and  hysteropexy  or 


the    Schwartz  hysteropexy  alone   if    there   are   no 
perineal  lesions. 

4.  Complete  and  chronic  descent  of  the  vagina 
and  uterus.    Treatment:    Vaginal  hysterectomy. 

In  executing  the  Proust  colpoperineoplasty  and 
hysteropexy  an  interval  of  twenty  days  should 
elapse  between  the  two  operations.  The  Schwartz 
method  of  hysteropexy,  although  very  complicated, 
is  very  beneficial  and  though  not  so  simple  and 
rapid  as  Olshausen's  method,  is  more  certain  in  its 
results.  It  has  also  had  the  added  advantage  in  the 
fact  that  it  permits  subsequent  pregnancies. 

W.  A.  Brennan. 

Luque:    The  Surgical  Treatment  of  Prolapse  of 
the    Uterus    and    Wertheim's    New    Method 

(El  tratamiento  quirurgico  del  prolapso  uterino 
y  el  nuevo  procedimiento  de  VVertheim).  ifed. 
Ihera,  1919,  iii,  97. 

The  fact  that  the  surgical  procedures  proposed  for 
the  treatment  of  prolapse  of  the  uterus  are  almost 
innumerable  is  proof  that  the  results  obtained  are 
unsatisfactory. 

A  number  of  the  operations  deal  with  supporting 
agents,  some  with  the  uterus  itself,  but  the  greatest 
number  with  the  urogenital  diaphragm.  From  this 
fact  may  be  deduced  the  great  importance  of  the 
perineum  as  an  etiological  factor  in  the  descent  of 
the  uterus.  Total  extirpation  of  the  uterus  the 
author  rejects  entirely,  but  the  partial  hysterectomy 
of  Landau  he  believes  has  given  excellent  results. 
The  most  simple  procedure  in  cases  which  are  not 
severe  is  anterior  colporrhaphy  followed  by  colpK)- 
perinorrhaphy.  If  the  descent  of  the  uterus  is  at  all 
pronounced  however,  more  complicated  procedures 
must  be  employed.  Among  these  the  author  mentions 
the  A Iquie- Alexander-Adams  operation,  abdominal 
hysteropexy,  and  vaginohysteropexy.  He  makes 
special  mention  of  the  abdominal  hysteropexy  of 
Rumm  which  is  valuable  in  cases  in  which  pregnancy 
is  a  possibility. 

In  many  cases  of  prolapse  of  the  uterus  in  which 
the  cervix  has  become  elongated  the  cervix  has  been 
amputated  to  diminish  the  weight.  The  results  have 
generally  been  unsatisfactory,  how-ever,  because  the 
weight  of  the  cervix  is  of  no  consequence  in  compar- 
ison with  the  force  represented  by  the  abdominal 
pressure  which  is  the  real  element  to  be  considered 
in  this  condition. 

Another  group  of  procedures  utilize  the  uterus  it- 
self as  a  tampon  for  the  "hiatus  genitalis."  This 
corrects  the  displacement  of  the  uterus  and  prevents 
the  formation  of  a  new  prolapse  by  reinforcing  the 
perineal  floor.  Occlusion  procedures  similar  to 
Freud's  are  those  of  Fritsch,  Schauta,  and  Wert- 
heim.    The  last  two  are  much  alike  and  by  their 
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ample  luxation  of  the  uterus  prevent  a  recurrence  of 
cystocele  as  the  bladder  rests  upon  the  posterior  sur- 
face of  the  uterus  and  is  thus  maintained  in  complete 
reduction.  However,  if  in  these  operations  the  cer- 
vix later  becomes  elongated  it  takes  the  direction  of 
the  axis  of  the  vagina  and  the  elongation  may  be  so 
pronounced  that  the  cervix  appears  between  the 
labia.  It  is  to  avoid  this  sequel  that  Wertheim  has 
devised  his  n:w  operation  which  Luque  describes  in 
detail  with  diagrams  illustrating  the  various  steps. 

M.  M.  Matthiks. 

Brady,  L. :  A  Myoma  of  the  Uterus  Showing  Un- 
usual Degenerative  Changes.  Bidl.  Johns  Hop- 
kins Hasp.,  1920,  xxxi,  25. 

Brady  describes  the  case  of  a  woman,  aged  43, 
who  entered  the  hospital  in  May,  191Q,  with  an 
abdominal  tumor.  The  patient  "s  family  and  per- 
sonal history  were  entirely  negative.  Menstruation 
had  begun  at  16  and  the  periods  lasted  from  three  to 
five  days.  There  had  always  been  a  moderate  de- 
gree of  dysmenorrhoca.  During  the  last  ten  years 
this  had  constantly  increased  and  for  six  months 
previous  to  the  patient's  admission  to  the  hospital 
she  had  had  a  moderate  yellowish  vaginal  dis- 
charge. There  had  been  no  history  of  intermen- 
strual bleeding,  no  urinary  symptoms,  and  no  loss 
of  weight. 

The  general  physical  examination  was  entirely 
negative.  On  pelvic  examination,  the  external 
genitalia  were  found  to  be  normal.  The  urethra 
contained  no  pus,  but  a  moderate  amount  of  yellow- 
ish vaginal  discharge.  The  cervix  was  high  in  the 
vault,  firm,  pointed  forward,  and  slightly  lacerated. 
The  fundus  was  about  twice  the  normal  size,  irregu- 
lar in  outline,  and  tightly  fixed  in  the  pelvi?.  The 
adnexa  could  not  be  felt.  The  pre-operative  diag- 
nosis was  myomata  uteri.  The  uterus,  appendix, 
right  tube,  and  right  ovary  were  removed. 

The  specimens  examined  consisted  of  the  right 
tube  and  ovary  and  the  uterus  to  which  a  large  cyst 
was  attached.  The  tube  was  8  cm.  long.  Around  it 
were  many  adhesions,  but  its  lumen  was  patent.  On 
microscopic  examination  no  pathologic  changes  were 
observed.  The  ovary  measured  4  by  2  by  1.5  cm. 
and  contained  a  small  hasmorrhagic  cyst.  The 
microscopic  picture  showed  a  corpus  luteum  cyst 
but  was  otherwise  negative.  The  uterus  with  the 
large  cyst  attached  measured  o  by  14  by  6  cm. 
After  the  uterine  canal  was  opened  the  endometrium 
was  seen  to  have  a  yellowish  tinge.  Sections  from 
several  portions  of  the  uterus  showed  a  general 
myomatous  condition  with  considerable  variation 
in  the  number  of  cells.  Nowhere,  however,  was 
there  any  sign  of  malignancy.  The  cyst  extending 
out  into  the  right  broad  ligament  was  multilocular, 
heart-shaped,  and  of  a  bluish  color.  It  extended 
downward  from  the  lower  surface  of  the  uterus. 

On  the  inner  and  lower  side  of  the  cyst,  about  2 
cm.  from  the  external  os  of  the  uterus,  was  an  open- 
ing about  2  cm.  in  diameter.  A  small  probe  having 
been  introduced  into  this  opening,  a  definite  canal 


was  dissected  out.  This  tube,  which  extended  up- 
ward from  the  lateral  wall  of  the  vagina  along  tlae 
cystic  tumor  and  then  upward  to  the  broad  liga- 
ment, was  in  exactly  the  location  which  would  be 
occupied  by  the  embryonic  remains  of  Gartner's 
duct.  If  it  was  the  remains  of  Gartner's  duct,  the 
specimen  was  especially  interesting  because  here 
there  was  an  opening  of  considerable  diameter  and  a 
tube  of  uniform  caliber,  whereas  in  the  majority  of 
such  cases  reported  the  opening  was  much  smaller 
and  the  lumen  of  varied  size,  being  dilated  in  some 
portions  and  contracted  in  others. 

The  cyst  was  opened  through  the  anterior  mass 
and  a  considerable  amount  of  fluid  was  evacuated. 
Sections  proved  the  cyst  to  be  a  myoma  showing 
degenerative  changes.  There  was  marked  hyaliniza- 
tion,  the  hyaline  being  deposited  especially  around 
the  blood  vessels.  In  numerous  areas  only  the 
shadows  of  smooth  muscle  could  be  made  out,  while 
in  the  high-power  field  only  a  few  deeply  stained 
nuclei  were  seen.  Brady  found  it  hard  to  convince 
himself  that  he  was  not  dealing  with  embryonic  or 
fully  developed  cartilage  for  the  heavily  stained 
nuclei  occupying  clefts  resembling  lacunae  were 
strongly  suggestive  of  cartilage  cells.  The  clefts 
and  the  grouping  of  the  nuclei  however,  were  known 
to  be  caused  by  the  contraction  of  the  smooth 
muscle  fibers  as  they  underwent  degeneration. 

G.  E.  Beilby. 

Matthews,  A.  A.:   Surgery  Versus  Radium  or  the 
X-Ray  in  the  Treatment  of  Uterine  Fibroids. 

Northwest  Med.,  1920,  xix,  15. 

The  author  reports  the  results  of  100  consecutive 
hysterectomies  done  at  St.  Luke's  Hospital,  Spo- 
kane, Washington.  In  56  cases  the  operation  was 
performed  for  fibroids,  in  21  for  carcinoma,  in  10  for 
prolapsus,  in  10  for  haemorrhagic  conditions  due  to 
causes  other  than  fibroids  or  cancer,  in  2  for  hyper- 
trophy of  the  uterus,  and  in  i  for  uterine  abscess. 
The  abscess  contained  about  a  pint  of  pus  which  had 
dissected  the  mucous  membrane  from  the  uterus 
posteriorly  and  on  its  upper  walls.  Before  opera- 
tion it  was  believed  to  be  a  growth.  In  29  of  the  100 
cases  other  operative  work  was  done  at  the  same  time 
as  the  hysterectomy. 

There  were  only  3  deaths  and  all  of  them  occurred 
in  cases  of  cancer  in  which  a  Wertheim  hysterectomy 
was  done.  Two  of  the  patients  died  from  shock 
eight  and  twelve  hours  following  the  operation,  and 
the  third  from  suppression  of  urine.  In  the  case  of 
one  of  the  patients  who  died  from  shock  it  had  been 
necessary  to  remove  the  fundus  of  the  bladder  and 
transplant  one  of  the  ureters. 

Uterine  fibroids  should  be  treated  by  myomec- 
tomy rather  than  by  hysterectomy  or  with  radium 
or  the  X-ray.  When  radiotherapy  is  used  in  such 
cases  the  functions  of  the  uterus  are  lost  and  the 
ovarian  function,  which  it  is  most  important  to  re- 
tain, is  destroyed.  The  roentgen-ray  and  radium 
should  be  considered  only  in  conditions  in  which 
there  are  serious  heart,  renal,  or  pulmonary  compU- 
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cations  and  for  extremely  weak  patients  who  can- 
not stand  the  physical  shock  of  an  operation.  In 
all  other  instances  surgery  is  indicated. 

Edward  L.  Cornell. 

Taylor,  H.  C:    The  Treatment  of  Cancer  of  the 
Uterus.     N.  York  State  J.  M.,  1920,  xx,  8. 

From  a  study  of  vital  statistics,  Taylor  estimates 
that  in  the  State  of  New  York  there  are  annually 
over  1,100  deaths  from  cancer  of  the  uterus,  that 
these  cases  constitute  one-quarter  of  the  deaths  from 
cancer  among  females,  that,  about  i  woman  in 
32  past  the  age  of  40  dies  of  cancer  of  the  uterus, 
and  that  if  a  woman  becomes  a  victim  of  this  disease 
she  has  about  one  chance  in  fifty  of  escaping  death 
from  it. 

The  treatment  of  cancer  of  the  uterus  is  con- 
sidered under  four  headings:  (i)  publicity  and 
education,  (2)  prophylaxis,  (3)  treatment  of  operable 
cases,  and  (4)  treatment  of  inoperable  cases. 

PUBLICITY   AND    EDUCATION 

A  few  years  ago  the  American  Society  for  the 
Control  of  Cancer  was  organized  for  the  purpose 
of  educating  the  public  regarding  cancer  in  general. 
It  teaches  the  public  that  cancer  is  not  contagious, 
that  it  is  practically  not  hereditary,  and  that  in 
many  cases  it  is  curable,  but  only  if  taken  in  its 
early  stage. 

Specifically  in  regard  to  cancer  of  the  uterus, 
women  are  taught  only  that  any  increase  in  the 
menstruation  or  any  change  in  the  discharge,  par- 
ticularly after  the  age  of  35,  demands  attention 
from  a  competent  physician  and  the  only  way  a 
physician  can  determine  whether  or  not  a  malignant 
condition  is  present  is  by  direct  examination. 

There  is  nothing  that  would  do  more  to  reduce 
the  mortality  from  cancer  of  the  uterus  than  to 
impress  upon  the  women  of  every  community  the 
significance  of  the  two  symptoms  mentioned  and 
upon  physicians  their  responsibility  if  they  neglect 
to  give  to  a  patient  complaining  of  these  symptoms 
the  benefit  of  proper  examination  and  treatment. 

PROPHYLAXIS 

It  may  be  strange  to  speak  of  the  prophylaxis 
of  cancer  of  the  uterus,  but  the  expression  is  correct 
as  there  is  no  doubt  that  cancer  of  the  uterus  can 
be  prevented.  Statistics  show  that  cancer  of  the 
cervix  is  rare  in  women  who  have  had  neither  chil- 
dren nor  miscarriages,  that  is,  who  have  had  no 
injury  to  the  cervix.  We  know  from  many  examples 
that  cancer  in  other  parts  of  the  body  is  associated 
with  chronic  irritation.  Cancer  frequently  develops, 
in  a  scar  that  is  subject  to  constant  irritation  and  in 
an  unhealed  sore,  but  is  infrequent  in  a  scar  that  is 
well  healed  and  is  not  irritated.  These  facts  proxi- 
mate the  cause  of  cancer  of  the  cervix  and  indicate 
the  way  in  which  it  may  be  prevented.  The  un- 
healed or  eroded  cervix  should  be  converted  into  a 
healed  cervix  without  erosions,  preferably  by  ampu- 
tation.    A    condition    of    the    cervix    that    would 


indicate  an  operation  in  a  woman  of  45  would  not 
necessarily  necessitate  an  operation  in  a  woman  of 

25. 

Most  cases  of  unhealed  lacerations  or  erosions  of 
the  cervix  cause  symptoms,  and  the  local  condition 
of  most  patients  would  be  improved  if  these  lacera- 
tions or  erosions  were  properly  repaired.  There  is, 
therefore,  a  double  reason  for  advising  operation 
in  every  case  of  disease  of  the  uterine  cervix  in 
women  who  have  finished  bearing  children.  The 
patient  will  be  in  better  health  on  account  of  the 
cervical  repair  and  the  possibility  of  cancer  of  the 
cervix  will  be  greatly  diminished.  It  is  easier  to 
prevent  cancer  of  the  cervix  than  to  cure  it.  The 
cure  of  a  diseased  cervix,  that  is,  the  removal  of  a 
source  of  constant  irritation,  is  a  second  and  im- 
portant factor  in  the  reduction  of  the  mortality  from 
cancer  of  the  uterus. 

TREATMENT  OF  OPERABLE  CASES 

The  definition  of  an  operable  case  of  cancer  is 
frequently  changed.  A  few  years  ago,  before 
radium  was  in  common  use,  many  cases  were  con- 
sidered operable  that  would  now  be  placed  in  the 
inoperable  class.  Formerly  it  was  known  that  if  a 
case  was  not  operated  on  there  was  no  hope  and 
therefore  surgeons  were  led  to  opyerate  in  many 
instances  when  the  chance  of  cure  was  comparatively 
small  and  the  risk  of  the  operation  correspondingly 
great.  With  the  use  of  radium,  a  case  is  not  neces- 
sarily hopeless  without  operation,  and  even  if  the 
condition  is  not  permanently  cured  life  may  be  pro- 
longed and  the  patient  made  more  comfortable. 

The  use  of  radium,  however,  has  developed 
another  class  of  cases,  that  is,  cases  which  were 
inoperable  before  treatment  but  as  a  result  of  the 
use  of  radium  have  become  operable. 

In  the  treatment  of  operable  cases,  i.  e.,  cases  in 
which  the  growth  is  limited  to  the  uterus  with 
possibly  a  limited  superficial  involvement  of  the 
vaginal  walls,  the  author  believes  a  combination  of 
radium  and  operation  offers  the  greatest  hope  of  a 
permanent  cure.  It  is  his  custom  in  such  cases  to 
make  an  application  of  radium,  usually  100  milli- 
grams for  twenty-four  hours,  and  then  after  waiting 
a  week  to  allow  the  possible  reaction  from  the 
radium  to  subside,  to  perform  such  an  abdominal 
hysterectomy  as  is  indicated.  If  the  case  is  favor- 
able, he  does  a  radical  abdominal  hysterectomy  with 
isolation  of  the  ureters  and  removal  of  the  pelvic 
connective  tissue  as  far  as  possible.  If  the  case  is 
more  difficult  on  account  of  a  thick  abdominal 
wall  or  any  concurrent  constitutional  disease,  he  is 
satisfied  with  a  simple  hysterectomy. 

It  has  been  stated  that  after  the  use  of  radium 
a  hysterectomy  is  more  difficult  on  accoimt  of  the 
increased  danger  of  haemorrhage  and  the  absence 
of  the  usual  planes  of  cleavage.  In  the  author's 
opinion,  however,  the  increased  difficulty  is  not 
sufficient  to  contra-indicate  an  operation.  There 
may  be  some  increased  bleeding,  but  in  no  case  was 
it  hard  to  control.    There  is  usually  some  oedema 
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about  the  bladder  fold  and  at  the  bases  of  the  broad 
ligaments,  but  this  has  never  interfered  materially 
with  the  operation  in  any  of  the  author's  cases  nor 
with  the  subsequent  healing  of  the  wound.  In  one 
case  the  application  of  radium  was  followed  by  a 
marked  febrile  reaction  and  the  operation  was  not 
performed  until  a  month  later.  It  was  then  done  with- 
out any  great  difficulty.  Following  the  operation 
and  previous  to  the  patient's  discharge  from  the 
hospital  at  the  end  of  three  or  four  weeks,  the  author 
applies  radium  to  the  top  of  the  vagina.  He  has 
followed  this  method  in  12  cases  without  one  death. 

TREATMENT   OF   INOPERABLE   CASES 

Some  cases  of  cancer  are  so  advanced  when  first 
seen  that  it  would  be  folly  to  do  anything  except 
give  morphine  for  the  relief  of  pain  and  discomfort 
and  proper  douches  for  cleanliness.  In  these  cases 
the  possibility  of  causing  irritation  to  the  bladder 
or  rectum  is  such  that  the  patients  are  more  com- 
fortable without  any  local  application  of  radium. 
Excluding  these  hopeless  cases,  however,  there  has 
been  nothing  in  the  author's  experience  that  has 
produced  the  favorable  results  obtained  with 
radium  in  the  treatment  of  inoperable  cancer  of  the 
cervix.  He  prefers  it  to  the  cautery  because  it  may 
be  applied  without  an  anaesthetic  and  with  practi- 
cally no  discomfort,  it  requires  but  a  short  stay  in 
the  hospital,  and  its  results  are  often  striking. 

In  some  instances  the  patients  apparently  cured 
by  the  use  of  radium  are  in  reality  not  cured. 
Theoretically,  it  would  seem  that  some  of  these 
might  be  saved  by  a  hysterectomy.  Therefore,  if  a 
case  is  a  good  operable  risk,  that  is,  if  there  is  no 
constitutional  contra-indication  and  the  patient  is 
not  too  fat,  it  is  the  author's  custom  to  do  a  simple 
hysterectomy  or  a  modified  radical  operation. 

C.  H.  Davis. 

Zimtnertnann,  V.  L.:  Cautery  Methods  in  the 
Treatment  of  Uterine  Cancer.  N.  York  State 
J.  M.,  1920,  XX,  II. 

In  cases  of  aden:)carcinoma  beginning  in  the 
cervical  canal  and  causing  general  enlargement  of 
the  portio  vaginalis,  the  author  believes  that  the 
original  high  cautery  amputation  of  Byrne  will  give 
a  much  greater  percentage  of  cures  than  any  form  of 
extirpation  and  will  greatly  reduce  the  primary 
mortality. 

The  difficult  problems  of  uterine  cancer  are  en- 
countered in  the  growths  in  the  cervix.  Cancer  of 
the  body  of  the  uterus  is  of  slow  growth  and  tends  to 
localization  and  delay  in  metastasis,  while  glandular 
growths  near  the  juncture  of  the  cervix  and  the 
body  are  insidious  in  their  onset,  difficult  to  diagnose 
early,  rapid  in  their  spread  to  vital  organs,  and 
deadly  in  their  metastasis  to  other  viscera. 

In  deciding  upon  what  constitutes  the  dividing 
line  between  the  operable  cases  and  the  hopeless 
conditions  in  which  only  palliation  is  possible  great 
difficulties  are  encountered.  Recently  the  use  of  the 
cautery  and  heat  methods  has  been  placed  upon  a 


more  scientific  basis  by  studies  of  the  effects  of 
various  degrees  of  heat  upon  cancer  cells  made  by 
Clowes,  Loeb,  Haaland,  Lambert,  and  others,  but 
the  employment  of  cautery  methods  at  once  sug- 
gests inoperability  and  palliation.  Although  Byrne 
relieved  symptoms  and  prolonged  life  in  compar- 
ative comfort  in  advanced  cases,  he  has  a  claim  to 
recognition  because  of  a  much  more  important 
achievement,  i.e.,  that  of  devising  a  distinct  curative 
galvanocautery  operation  for  the  early  case  of 
cancer  of  the  cervix. 

The  technique  of  the  Byrne  operation  can  be 
modified  somewhat  today  by  reason  of  the  fact  that 
it  is  now  possible  to  obtain  the  electricity  from  the 
street  current  by  means  of  a  proper  transformer. 
This  does  away  with  the  rather  untrustworthy 
battery  which  took  up  so  much  of  Byrne's  time  and 
experimentation.  Suitable  specula  must  be  at  hand 
to  expose  the  parts.  Water-cooled  specula  are  not 
applicable  to  this  operation  in  which  a  part  is 
removed  as  they  prevent  the  descent  of  the  uterus. 
Byrne  used  an  ingenious  speculum  of  his  own  but  it 
never  gave  equal  satisfaction  in  other  hands.  Zim- 
merman n  uses  the  ordinary  weighted  speculum  or  a 
wide  Sims  speculum  held  by  an  assistant.  To  re- 
tract and  protect  the  bladder  a  Jackson  speculum  is 
probably  the  best.  Other  suitable  retractors  should 
also  be  at  hand  to  draw  away  the  lateral  vaginal 
walls. 

If  the  vaginal  outlet  is  small  a  Schuchardt  incision 
may  be  made  to  allow  a  better  exposure  of  the 
vagina  and  cervix.  In  a  case  of  early  involvement, 
the  cervix  is  seized  with  the  diverging  volsellum 
forceps  passed  well  up  the  cervical  canal.  The 
cautery  knife  is  then  placed  upon  the  cervix  at  a 
short  distance  from  the  bladder  insertion  and  the 
heat  applied  slowly.  Byrne  laid  great  stress  upon  the 
necessity  for  turning  the  heat  on  gradually  after  the 
knife  has  been  applied  cold.  The  incision  is  then 
carried  through  the  mucous  membrane  all  around  the 
cervix,  care  being  taken  not  to  make  traction  upon 
the  cervix  until  the  knife  has  penetrated  the  sub- 
mucous structures  in  order  that  injury  to  the  blad- 
der and  rectum  may  be  avoided.  It  is  a  mistake  to 
make  the  incision  and  attempt  to  dissect  off  the 
bladder  as  in  an  ordinary  vaginal  hysterectomy  as 
this  causes  free  bleeding  which  defeats  the  object  of 
the  operation.  Care  must  be  taken  to  keep  the  knife 
at  a'  dull  cherry-red  heat  for  if  it  becomes  too  hot 
free  bleeding  will  take  place.  More  time  is  required 
to  cut  through  the  tissues  with  a  low  heat,  but  the 
incision  will  be  bloodless.  As  soon  as  the  submucous 
tissue  of  the  cervix  is  reached,  gradual  and  firm 
traction  is  made  upon  the  tenaculum  in  the  canal, 
the  point  of  the  knife  being  directed  inward  toward 
the  internal  os.  In  this  way,  by  slowly  pressing 
the  cherry-red  knife  inward,  searing  well  the  cut 
surface  with  the  flat  body  of  the  knife  and  making 
firm  and  steady  traction  upon  the  grasping  forceps, 
it  is  possible  to  complete  the  amputation  well  above 
the  level  of  the  internal  os,  leaving  only  a  part  of 
the  bodv  and  fundus. 
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As  a  result  of  the  application  of  heat  it  will  be 
found  thai  the  cervix  attached  to  the  tenaculum 
has  shrunk  froni  its  original  size  to  insignificant 
proportions.  The  cavity  thus  formed  should  be 
again  gone  over  with  the  dome-shaped  cautery  until 
it  is  thoroughly  charred  and  roasted.  This  very  im- 
portant point  was  greatly  emphasized  by  Byrne, 
and  Zimmermann  agrees  with  Percy  that  the  good 
results  obtained  with  the  method  were  probably 
due  as  much  to  this  roasting  as  to  the  removal  of 
the  diseased  part.  The  carbonization  prevents  the 
dissemination  of  heat  far  enough  to  destroy  the 
vital  tissues  of  the  ureters  and  bladder,  but  permits 
it  to  extend  a  sufficient  distance  to  kill  any  cancer 
cells  present  in  the  parametrium  and  to  seal  effectu- 
ally the  cancer-carrying  lymphatics. 

If  the  operation  has  been  patiently  done  with  a 
low  degree  of  heat,  it  should  be  bloodless.  Fre- 
quently in  the  attempt  to  make  a  detour  of  the 
cancerous  posterior  lip  the  cul-de-sac  of  Douglas  is 
opened.  This  need  not  be  a  cause  for  alarm  as 
Zimmermann  has  never  seen  any  harm  come  of  it. 
When  it  occurs,  the  head  of  the  table  should  be 
lowered,  the  intestines  held  back  with  a  small 
laparotomy  pad,  and  the  operation  continued. 

The  technique  described  is  applicable  to  all  early 
cases  of  uterine  cancer  but  if  the  uterus  has  lost  its 
mobility  to  any  great  degree,  if  the  cautery  knife 
cannot  be  inserted  outside  the  bladder  line  in  the 
cervix  on  account  of  the  advancement  of  the  disease, 
the  case  is  not  suitable  in  any  way  for  the  Byrne 
method. 

The  faults  of  the  operation  are  these: 

In  women  not  beyond  the  menopause  the  con- 
traction of  the  scar  following  the  burning  away  of 
the  cervix  may  result  in  a  stenosis  causing  dys- 
menorrhoea  or  haematometra.  The  method  has  a 
great  disadvantage  also  in  that  it  destroys  the  cer- 
vix and  microscopic  examination  is  therefore  im- 
possible. When  Byrne  published  his  well-known 
and  remarkable  statistics,  they  at  once  brought  a 
storm  about  his  head  and  he  was  harshly  criticised 
principally  on  the  ground  that  in  most  instances  his 
cases  lacked  microscopic  verification  of  malignancy. 
His  evidence  had  been  destroyed.  Shoemaker  re- 
marks that  the  absence  of  the  traumatism  necessary 
to  obtain  a  specimen  for  preliminary  diagnosis  was 
probably  a  considerable  factor  in  the  freedom  from 
recurrence  in  Byrne's  cases. 

One  of  the  most  consistent  believers  in  the  cautery 
technique  in  cases  of  cancer  of  the  uterus  was  Werder 
of  Pittsburgh.  Werder  adapted  the  method  of 
Byrne  with  the  addition  of  an  abdominal  hysterec- 
tomy by  means  of  Downes'  clamps.  This  is  a 
radical  but  a  comparatively  safe  operation  for  can- 
cer of  the  cervix  and  was  called  by  its  originator 
"igni-extirpation  of  the  uterus."  Werder  probably 
operated  upon  more  cases  and  pre'sented  better 
statistical  results  than  any  advocate  of  the  cautery 
since  Byrne.  His  method  gave  such  good  results  in 
cancer  of  the  cervix  that  it  merits  the  following 
brief  description: 


A  high  amputation  of  the  cervix  is  done  with  a 
cautery  knife  according  to  the  method  of  Byrne, 
particular  attention  being  paid  to  roasting  the  bases 
of  the  broad  ligaments  which  must  be  thoroughly 
cooked  and  perfectly  dry.  Next,  the  abdomen  is 
opened  by  a  long  incision.  After  the  infundibulo- 
pelvic  and  broad  ligaments  are  tied  of!  and  the 
attachments  of  the  bladder  to  the  uterus  have  been 
separated,  the  operation  is  completed  by  the  use  of 
the  electrothermic  clamps.  These  clamps  are  placed 
on  the  broad  and  sacro-uterine  ligaments  and  the 
heat  is  turned  on  until  the  tissues  between  the  blades 
are  thoroughly  cooked  to  a  thin  white  ribbon.  This 
is  then  cut  and  the  remaining  supracervical  por- 
tion of  the  uterus  removed. 

The  success  of  Werder's  operation  Zimmermann 
considers  the  best  proof  of  the  soundness  of  Byrne's 
ideas  and  due  in  great  measure  to  the  work  done 
on  the  cervix  according  to  Byrne's  original  method 
Werder's  results  when  he  simply  severed  the  vaginal 
attachments  of  the  cervix  with  the  cautery  and 
removed  the  uterus  and  adnexa  en  masse  were  not  so 
good  as  he  then  did  not  get  the  thorough  roasting 
and  heating  of  the  parametrium  at  the  cervico- 
corporeal  juncture  which  is  obtained  by  the  Byrne 
technique.  Werder  himself  called  attention  to  the 
importance  of  this  step  which  destroys  the  parame- 
trium, the  principal  cancer-carrying  structure  and 
Wertheim  repeatedly  stated  that  it  is  more  impKjr- 
tant  to  remove  the  parametrium  than  the  pelvic 
lymph  glands.  So  in  cautery  amputation,  or  igni- 
hysterectomy,  it  is  of  most  importance  to  cook  and 
seal  the  parametrial  tissues  at  the  broad  liga- 
ment bases.  For  the  upper  part  of  the  broad  liga- 
ments heat  methods  are  of  relatively  small  value. 
That  an  open  abdomen  insures  accuracy  during 
vaginal  manipulation  is  not  to  be  denied,  but  it 
adds  to  the  element  of  shock  and  increases  the 
danger  of  peritonitis,  both  of  which  the  original 
operation  was  devised  to  eliminate. 

In  the  treatment  of  advanced  cases  of  uterine 
cancer  heat  had  been  used  long  before  Byrne's  time. 
This  palliative  operation  as  practised  by  Byrne  has 
been  greatly  enlarged  in  its  scope  and  made  more 
radical  in  its  application  by  Boldt.  According  to 
Boldt's  method  the  cancerous  area  is  removed  with 
a  sharp  curette,  the  surface  is  dried  with  a  styptic 
pack,  the  abdominal  cavity  is  opened,  and  when- 
ever feasible  the  internal  iliac,  uterine,  and  ovarian 
vessels  are  ligated.  The  gauze  is  then  removed  from 
the  vagina  and  cauterization  is  done  through  a 
suitable  water-cooled  speculum  with  the  cautery 
point  at  white  heat.  The  cauter)'^  is  guided  and 
directed  through  the  open  abdomen  by  either  the 
operator  or  the  assistant.  After  the  eschar  has  been 
thrown  off  and  the  discharge  lessened,  a  low  degree  of 
heat  is  sometimes  applied  for  a  short  time. 

If  this  method  is  used  before  the  patient  has 
become  too  much  weakened  by  septic  absorption  and 
is  repeated  as  frequently  as  the  symptoms  demand, 
Zimmermann  believes  it  will  prove  as  effective  in 
retarding  the  growth  of  advanced  cancer  as  the 
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long-continued  application  of  low  heat  recom- 
mended by  Percy,  if  not  more  effective.  Moreover, 
the  attendant  dangers  are  not  so  great,  either  as 
regards  mortality  or  the  formation  of  fistula;  in  the 
ureters,  the  bladder,  or  the  rectum.      C.  H.  Davis. 

Heyman,  J.:  The  Results  of  Radium  Treatment 
of  Uterine  Cancer  (Erfolgc  der  Riidium-Behand- 
lung  von  Gebacrmutterkrebs).  XII  Versamml. 
nord.  chir,  Ver.,  Christiania,  1919,  July. 

Heyman 's  report  includes  cases  of  uterine  car- 
cinoma treated  with  radium  during  the  year  1914-15 
and  hence  observed  for  a  period  of  five  years. 

Twenty-six  patients  were  treated  in  1914.  In 
July,  1919,  7  of  these  were  clinically  cured,  17  had 
died  of  cancer,  and  2  had  died  of  some  intercurrent 
disease. 

In  191 5,  40  patients  were  treated.  Of  these,  11 
were  clinically  cured  in  July,  1919  (i  was  cured 
after  a  prior  radium  treatment,  but  was  operated 
upon  later  because  of  recurrence) ,  and  the  remainder 
had  either  died  or  could  not  be  traced. 

The  success  of  the  radium  treatment — 'Cures 
amounting  to  26 . 9  per  cent  after  five  years  —  there- 
fore exceeds  that  of  surgical  operation  which  gives 
an  average  of  absolute  cures  amounting  to  20  per  cent. 

The  large  number  of  recoveries  in  1914  and  the 
almost  equal  number  of  successful  results  in  191 5 
cannot  be  regarded  as  a  mere  coincidence.  Of  the 
total  number  of  66  cases,  85  per  cent  were  inoperable. 

W.  A.  Brennan. 

Ransohoff,  J.  L. :  Late  Results  in  the  Radium 
Treatment  of  Cancer  of  the  Uterus.    J.  Am. 

M.  Ass.,  1920,  Ixxiv,  163. 

Nineteen  per  cent  of  the  patients  treated  with 
radium  have  remained  free  from  recurrence  for 
from  two  and  one-half  to  five  and  one-half  years; 
I  patient  for  five  and  one-half  years,  2  patients  for 
over  four  years,  i  patient  for  three  years,  and  i  for 
two  and  one-half  years.  In  the  last  case,  however, 
the  time  which  has  elapsed  since  the  treatment 
may  be  too  short  to  warrant  the  assumption  that  a 
cure  has  been  obtained.  This  percentage  of  cure 
seems  small,  but  it  compares  favorably  with  that 
following  operation.  Deducting  the  8  cases  in  which 
the  treatment  was  incomplete  raises  it  to  25  per 
cent. 

Of  the  remaining  26  patients  some  have  died  of 
the  disease,  some  have  a  recurrence  at  the  present 
time,  and  others  cannot  be  traced. 

The  author  has  definitely  given  up  both  curettage 
and  cauterization  as  preliminaries  to  radium  treat- 
ment. 

If  cases  were  chosen  for  radium  treatment  with 
the  same  care  used  when  they  are  chosen  for 
operation,  Ransohoff  feels  confident  that  the  per- 
centage of  cures  would  be  very  large.  This,  how- 
ever, is  not  the  function  of  the  radium  workers. 
Radium  workers  should  give  an  opportunity  for  re- 
lief to  every  person  who  seeks  treatment.  There  is 
scarcely  any  case  so  far  advanced  that  some  im- 


provement may  not  be  obtained.  In  this  work  the 
observer  strives,  not  for  statistics,  but  to  give  every 
patient  a  chance  for  at  least  amelioration  of  the 
symptoms. 

The  results  of  the  32  cases  reported,  in  which 
a  cure  was  obtained  in  19  per  cent,  are  contrasted 
with  the  Jacobson  statistics  in  which  the  cures 
amounted  to  only  1 1  per  cent.  Attention  is  directed 
also  to  the  fact  that  there  was  no  fatality  in  the 
author's  series  while  in  cases  treated  by  the  radical 
operation  the  mortality  reaches  18.25  pcr  cent.  In 
the  use  of  radium  the  time  the  patient  must  remain 
in  the  hospital  is  shortened  by  weeks  and  post- 
operative suffering  and  its  sequela;  are  avoided. 
Radium  treatment  should  entirely  supplant  opera- 
tion, in  the  treatment  of  both  inoperable  and 
operable  cases  of  cancer  of  the  cervix. 

Edward  L.  Cornell. 

ADNEXAL  AND  PERI-UTERINE  CONDITIONS 

Fogt,  M.:  Haematosalpinx  Due  to  Congenital  Mal- 
formation (L'h6matosalpinx  par  malformation 
congenitale).  Ann.  de  gynic.  el  d'obsL,  1919,  Ixxii, 
551- 

Haematosalpinx  due  to  congenital  malformation 
is  a  variety  of  haematosalpinx  located  in  a  tube  of  an 
aberrant  rudimentary  uterus.  The  malformation 
has  two  principal  characteristics:  (i)  a  unicornate 
uterus;  (2)  a  uterine  cornua  representing  a  muel- 
lerian  duct  which  was  arrested  in  its  development. 
The  uterus  is  usually  normal  except  for  the  lack  of 
one  horn.  Therefore  in  such  cases  a  normal  fal- 
lopian tube  is  attached  to  an  aberrant  uterine 
cornua. 

Among  the  conditions  which  may  be  associated 
with  such  an  aberrant  uterus  is  haematometra  and 
voluminous  haematosalpinx.  A  search  of  the  litera- 
ture over  a  period  of  more  than  forty  years  reveals 
only  55  cases,  and  in  only  14  of  these  was  the  haem- 
atosalpinx sufficiently  marked  to  form  the  principal 
tumor. 

The  author  gives  the  clinical  histories  of  2  recent 
cases,  one  of  which  he  treated  himself. 

The  various  findings  reported  in  the  literature 
regarding  cases  of  this  type  are  summed  up  as 
follows: 

1.  Examination  by  palpation  or  vaginal  and 
rectal  exploration  does  not  reveal  the  nature  and 
situation  of  the  pelvic  tumor. 

2.  The  statistics  given  by  the  literature  (1876- 
1919)  show  55  cases  of  rudimentary  accessory 
uterus  in  which  the  condition  was  discovered  by 
clinical  examination.  In  13  cases  there  was  a 
voluminous  haematosalpinx;  in  31  cases,  haem- 
atometra without  appreciable  haematosalpinx;  and 
in  3  cases,  pyosalpinx  with  haematometra. 

3.  The  condition  is  rarely  diagnosed  clinically 
and  a  laparotomy  is  done  for  a  pelvic  tumor  be- 
lieved to  be  uterine  or  adnexal. 

The  treatment  consists  in  ablation  of  the  haem- 
atosalpinx, the  corresponding  ovary,  and  the  rudi- 
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mentary  uterus.  The  normal  uterus  and  appendages 
should  be  preserved. 

In  the  author's  opinion  the  cause  of  the  anatomi- 
cal anomaly  is  coalescence  of  the  two  mucUerian 
ducts  which  normally  form  the  uterus.  The  hem- 
atosalpinx is  formed  by  the  accumulation  in  the 
tube  of  the  menstrual  blood  from  the  mucosa  of  the 
rudimentary  horn.  W.  A .  Brennan. 

Cantoni,  V.:  Some  Inflammatory  Adnexopelvic 
Lesions  Due  to  Influenza  (Di  lalune  Icsioni 
infiammatorieannessio-pelviche  da  influenza).  Ann. 
di  ostet.  e  ginec,  iqiq,  xl,  217. 

The  author  reports  1 2  cases  of  adnexopelvic  disease 
following  influenza  which  he  observed  among  many 
cases  of  disturbances  of  the  genito-urinary  tract  fol- 
lowing the  epidemic  of  1918-19.  The  clinical  histo- 
ries of  these  cases  did  not  reveal  any  cause  other 
than  the  influenza.  The  diagnosis  was  either  adnex- 
itis or  pelvic  peritonitis.  In  7  cases  there  had  been  a 
prior  bronchopneumonia,  and  in  the  remaining  5,  a 
diffuse  bronchitis. 

In  2  cases  the  adnexitis  was  slight.  In  the  others 
it  was  more  severe,  in  some  instances  a  decided  tume- 
faction being  present.  In  3  cases  the  process  had 
penetrated  the  pelvic  serosa  and  set  up  a  pelvic 
peritonitis. 

The  author  recalls  that  following  the  epidemic  of 
1890  Gottschalk  reported  similar  cases.  He  is  con- 
fident that  in  his  own  there  was  a  distinct  relation 
between  the  influenza  and  the  genital  lesions  as  up 
to  the  time  of  the  epidemic  the  patients  had  been 
in  perfect  health. 

In  3  of  the  cases  a  bacteriological  examination  was 
made  of  material  obtained  by  pu, dure.  Numerous 
diplococci  identified  as  Fraenkel's  diplococcus  were 
found.  Certain  bacterial  forms  which  did  not  take 
the  stain  well  could  not  be  identified.  The  discovery 
of  the  Fraenkel  diplococcus  suggests  that  the  same 
bacterium  which  caused  the  pulmonary  congestion 
later  exerted  its  action  on  the  genital  tract.  The 
adnexopelvic  lesions,  therefore,  may  be  classed  as 
secondary.  W.  A.  Brennan. 


Graves,  W.  P.:    Ovarian  Residue. 

Obst.,  1919,  xxix,  537. 


Surg.,  Gynec.  &• 


The  author  describes  ovarian  residue  as  that  part 
of  the  ovary  which  remains  after  the  ablation  of  the 
corpus  luteum.  Its  use  as  a  therapeutic  agent  has 
a  logical  basis  in  the  fact  that  the  theca  luteal  cells 
which  become  activated  in  the  physiological  process 
of  follicular  atresia  correspond  to  the  segregated 
cells  of  the  interstitial  gland  found  in  certain 
animals.  These  cells  and  the  luteal  cells  of  the 
corpus  luteum  are  apparently  derived  from  the 
same  source. 

The  cases  treated  by  the  author  with  ovarian 
residue  he  divides  into  three  groups:  (i)  those  in 
which  there  were  symptoms  of  a  natural  or  artificial 
menopause;  (2)  cases  of  menstrual  disturbances 
such    as    amenorrhoea,    oligomenorrhcea,    delayed 


menses,  and  clotting;  and  (3)  cases  of  essential 
dysmenorrhoea. 

In  the  first  group  the  treatment  was  beneficial  in 
78  per  cent  of  the  cases.  In  the  second  group  there 
were  failures,  especially  the  cases  of  long-standing 
amenorrhoea,  but  in  some  instances  of  delayed 
menses  and  clotting  the  results  were  striking.  Even 
when  it  was  impossible  to  re-establish  the  menstrual 
rhythm,  however,  the  patients  spoke  of  the  stimu- 
lating effect  of  the  treatment,  and  this  effect  could 
be  increased  by  the  addition  of  thyroid  and  anterior- 
lobe  extracts.  The  records  of  the  third  group  of 
cases  are  still  incomplete  but  the  results  obtained  so 
far  seem  to  indicate  that  the  treatment  has  a 
definite  value. 

The  author  draws  the  following  conclusions: 

1.  Ovarian  secretion  is  not  confined  solely  to  the 
corpus  luteum. 

2.  The  secretion  of  the  atretic  follicles  is  similar 
to  that  of  the  corpus  luteum,  being  produced  by 
analogous  cells,  i.e.,  those  proliferated  from  the 
internal  theca. 

3.  The  ovarian  residue  preserves  its  chemical 
integrity  longer  than  ovarian  preparations  which 
contain  corpus  luteum  substance. 

4.  Under  present  conditions  of  preparation  ovar- 
ian residue  is  in  general  superior  in  its  cUnical 
results  to  the  commercial  products  now  on  the 
market.  S.  A.  Chalfaxt. 

MISCELLANEOUS 

Meyer,  W.  H.:   Roentgen  Therapy  in  Gynecology. 

N.  York  M.  J.,  1920,  cxi,  143. 

Living  tissues  may  be  stimulated,  inhibited,  or 
destroyed  by  radiation,  and  on  accovmt  of  differences 
in  the  radiosensibility  of  cellular  structures  the  three 
effects  may  be  produced  in  the  same  area. 

The  possibility  of  curing  superficial  malignancy 
by  radiant  energy  is  generally  conceded.  Since  the 
absorption  rate  has  been  used  as  a  basis  of  dose 
measurement  the  author  has  treated  over  50  cases 
of  superficial  malignancy  with  satisfactory  results. 
He  varies  the  penetration  and  filtration  to  suit  the 
individual  case,  the  dose  factor  being  always  the 
estimated  absorption.  Results  are  produced  in  a 
single  sitting  with  a  maximum  duration  of  fifteen 
minutes.  In  lesions  more  than  i  cm.  in  depth  the 
probability  of  cure  speedily  diminishes  as  the  depth 
increases.  "Complete  resolution  is  to  be  expected 
only  if  a  lesion  is  so  situated  that  the  dose  known  to 
be  destructive  to  the  particular  type  of  cell  can  by 
multiple  cross  fire  be  brought  to  bear." 

In  deep-seated  malignancy  the  best  effects  that 
can  be  obtained  are  inhibition  of  the  malignant 
cells  and  stimulation  of  the  surrounding  normal 
tissue. 

In  menorrhagia,  metrorrhagia,  symptoms  of  the 
menopause,  and  uterine  fibroids,  a  single  treatment 
of  from  forty  to  ninety  minutes'  duration  stops  the 
menstrual  function.  Large  fibroids  may  require 
three  or  more  treatments  from  four  to  six  weeks 


GYNECOLOGY 


395 


apart.  For  subperitoneal  myomala  ihc  author 
advises  surgery.  Radiotherapy  is  contra-indicated 
also  in  cases  of  submucous  myomata.  The  intra- 
mural type  are  best  suited  to  irradiation. 

M.  J.  Gelpi. 

Sunde:  Malignant  Chorio-Epithelioma  (Ueber 
chorio-cpithelioma  malignum).  XII  Versamwl. 
nord.  chir.  Ver.,  Christiania,  1919,  July. 

The  author's  report  is  based  upon  38  cases  of 
chorio-epithelioma   treated   by   operation. 

Twelve  of  the  38  patients  recovered  and  26  died. 
In  10  of  the  fatal  cases  the  chorio-epithelioma 
appeared  after  a  hydatid  mole;  in  7,  after  a  mis- 
carriage; in  8,  after  a  normal  birth;  and  in  i,  after 
an  extra-uterine  pregnancy.  In  the  12  cases  of 
recovery  the  tumor  developed  in  1 1  after  a  hydatid 
mole,  and  in  i  after  a  miscarriage. 

In  the  cases  in  which  there  were  irregular  haem- 
orrhages due  to  a  hydatid  mole  the  diagnosis  was 
made  much  earlier  than  in  the  cases  of  miscarriage 
or  normal  birth.  The  former  therefore  came  to 
operation  sooner,  a  fact  which  was  of  great  im- 
portance because  of  the  rapid  growth  of  the  tumors. 

As  representing  the  more  rare  types  of  chorio- 
epithelioma  the  author  mentions  a  case  in  which 
the  tumor  developed  in  the  ovary  following  an 
ovarian  pregnancy  and  3  cases  of  "ectopic"  chorio- 
epithelioma  in  I  of  which  the  growth  was  in  the 
brain  and  in  2  of  which  it  occurred  in  the  con- 
nective tissue  surrounding  the  vagina. 

In  2  cases  in  which  the  microscopic  diagnosis  fol- 
lowing curettage  was  chorio-epithelioma  no  tumor 
could  be  found  when  the  uterus  was  removed. 
One  of  these  patients  recovered  but  the  other  died 
from   extensive  metastases.  W.  A.  Brennan. 

Barragan  y  Bonet,  M.:  Cystitis  Due  to  Utero- 
Adnexal  Causes  and  Its  Treatment  (Las  cistitis 
por  causas  utero-anexiales  y  su  tratamiento).  Med. 
Ibera,  1919,  ill,  57. 

The  female  genital  tract  and  the  bladder  are  under 
the  same  roof,  the  peritoneum;  they  rest  on  the  same 
floor,  the  perineum;  their  chambers  are  in  intimate 
contact  at  one  of  their  surfaces;  they  are  nourished 
from  the  same  sources;  and  the  spinal  and  sympa- 
thetic nerve  supply  is  common  to  both.  It  is  not 
strange,  therefore,  that  their  pathologic  changes 
should  be  related.  Everything  is  admirably  dis- 
posed for  aifections  of  the  uterus  and  its  adnexa  to 
exert  an  influence  on  the  bladder.  In  addition,  the 
ureter,  which  is  in  contact  with  the  uterine  cervix, 
is  affected  by  pregnancy  and  tumors  in  the  uterus 
and  adnexa. 

The  author  classifies  this  pathologic  action  of  the 
uterus  and  its  adnexa  on  the  urinary  tract  as  reflex 
action,  mechanical  action,  and  infection. 

Reflex  action:  The  genital  tract  influences  the 
urinary  tract  even  normally.  The  reaction  of  the 
bladder  to  the  active  congestion  of  menstruation 
and  the  passive  congestion  of  the  menopause  is  rep- 
resented by  vesical  excitation  and  a  predisposition 


to  infection,  (ienital  neuropathies  in  women  are 
often  manifested  by  vesical  pain  and  frequency  of 
micturition.  Other  uterine  disturbances  may  act 
upon  the  contractility  or  .sensibility  of  the  bladder 
and  cause  pollakiuria,  pain,  retention,  or  incon- 
tinence. Pollakiuria  and  pain  arc  nearly  always  asso- 
ciated and  are  observed  in  cases  of  metritis  with  dis- 
placement, salpingitis,  salpingo-oophoritis,  pro- 
lapse, cystocele,  etc.  While  true  retention  or  true 
incontinence  may  be  observed  in  cases  in  which  there 
is  no  lesion  of  the  urinary  tract  and  no  mechanical 
influence,  this  is  exceptional. 

Mechanical  action:  Generally  the  functional  dis- 
turbances of  the  bladder  are  due  to  mechanical 
influences  and  their  character  varies  according  to 
whether  the  action  is  on  the  bladder,  the  urethra, 
or  the  ureter.  Genital  prolapse,  elongation  of  the 
uterine  cervix,  and  the  various  tumors  of  the  genital 
tiact  all  tend  to  act  mechanically  upon  the  urinary 
tract. 

Infections:  Vesical  infection,  which  is  more 
important  than  either  reflex  or  mechanical  action, 
is  due  most  frequently  to  the  passage  of  the  infecting 
agents  from  the  organs  of  the  pelvic  cavity  to  the 
urinary  tract.  Practically  all  forms  of  cystitis  are 
produced  by  bacterial  infection,  though  the  condi- 
tion does  not  always  develop  upon  the  introduction 
of  bacteria  into  the  bladder.  A  considerable  number 
of  bacteria  may  be  found  in  the  urine  in  the  absence 
of  vesical  infection.  At  least  three  factors  are  neces- 
sary: the  bacteria,  a  suitable  field  for  their  growth, 
and  a  route  by  which  they  may  reach  this  field. 

The  bacteria  which  most  frequently  cause  cystitis 
are  the  staphylococci,  the  diplococcus  ureae,  the  colon 
bacillus,  and  the  urobacillus.  These  bacteria  attack 
the  vesical  mucosa  and  are  able  to  infect  it  in  the 
absence  of  ammoniacal  fermentation.  Ammoniuria 
is  only  a  transitory  factor  of  urinary  infection. 

The  bacteria  may  reach  the  bladder  by  several 
different  routes:  through  the  urethra,  the  circula- 
tion, the  lymphatics,  or  the  vesical  walls. 

Staphylococci,  diplococci,  and,  rarely  the  colon 
bacillus  are  found  in  the  urethra  normally.  Septic 
catheterization  will  produce  a  urethrocystitis  while 
aseptic  catheterization  may  produce  cystitis  by 
carrying  bacteria  from  the  urethra  into  the  bladder. 
Spontaneous  cystitis  may  develop  from  the  urethra 
without  the  passage  of  an  instrument  as  the  female 
urethra  is  relatively  short  and  straight. 

Typhoid  bacilli,  pneumococci,  colon  bacilli,  influ- 
enza bacilli,  etc.  brought  to  the  kidney  and  bladder 
by  the  circulation  may  cause  nephritis  and  cystitis. 

Salpingitis,  salpingo-oophoritis,  pericystitis,  and 
all  the  infections  of  the  pelvic  peritoneum  may  be 
complicated  by  cystitis  due  to  the  passage  of  the 
bacteria  through  the  bladder  wall.  The  organisms 
may  give  rise  to  a  local  point  of  infection  or,  when 
mixed  with  the  urine,  to  a  generalized  cystitis. 

Before  the  development  of  cystitis,  however,  the 
vesical  mucosa  must  be  in  a  condition  to  receive  the 
bacteria  and  furnish  them  with  a  suitable  field  for 
their  development.    In  other  words,  the  defense  of 
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the  epithelial  layers  must  be  reduced.  Normally, 
the  flora  of  the  urethra  and  vagina  are  very  slightly 
virulent,  but  under  the  influence  of  trauma,  conges- 
tion, or  retention  their  virulence  increases  and  the 
resistance  of  the  field  is  lessened. 

Trauma,  whether  it  is  mechanical,  chemical,  or 
thermal,  always  induces  cystitis.  Cystitis  due  to 
calculi  and  that  following  surgical  operations  or  par- 
turition are  examples  of  the  condition  so  produced. 
The  influence  of  congestion  is  very  apparent  during 
the  menstrual  periods  and  pregnancy.  Retention 
alone  does  not  cause  cystitis  but  the  condition  will 
develop  if  there  are  pathogenic  organisms  in  the  re- 
tained urine. 

The  diagnosis  of  cystitis  depends  upon  the  simul- 
taneous presence  of  three  principal  symptoms:  fre- 
quency of  urination,  pain,  and  pyuria. 

Preventive  treatment  of  cystitis  consists  in  disin- 
fecting the  routes  for  the  passage  of  exploratory 
instruments  and  the  instruments  themselves  with 
the  utmost  care  and  attending  to  even  the  slightest 
pelvic  infection. 

In  the  medical  treatment  the  drugs  to  be  taken  by 
mouth  which  are  derived  from  formol  are  not  so 
active  as  those  derived  from  salicylic  acid.  Irriga- 
tions carefully  performed  arrest  the  exudation  and 
may  have  a  bactericidal  action.  To  calm  the  vesical 
irritation,  belladonna,  opium  derivatives,  or  uro- 
tropine  may  be  given. 

In  the  surgical  treatment  the  use  of  a  permanent 
sound  has  been  of  value  in  cases  of  chronic  cystitis 
in  which  the  irritability  of  the  bladder  and  the  fre- 
quency of  urination  allowed  the  patient  little  rest. 
Instillations  of  3  or  4  c.c.  of  a  solution  of  gomenol 
and  antipyrine  always  give  great  relief  and  in  some 
cases  effect  a  cure. 

When  in  cases  in  which  the  urine  is  macroscopi- 
cally  clear  cystoscopy  shows  intense  congestion  of 
the  trigone  and  neck  of  the  bladder  and  the  catheter. 


on  reaching  the  neck,  produces  intense  pain,  the 
urethra  may  be  dilated  safely  but  this  must  be  done 
gradually.  The  condition  will  be  improved  after  the 
fourth  or  fifth  treatment,  and  in  the  majority  of  cases 
a  cure  will  result. 

The  article  contains  also  a  detailed  description  of 
the  various  methods  of  doing  a  cystotomy. 

M.  M,  Matthies. 

Turenne,   A.:    Temporary   Sterilization   of   the 
Female.    Surg.  Gynec.  Obst.,  1919,  xxix,  577. 

Every  procedure  for  temporary  sterilization 
should  meet  the  following  requirements: 

1.  It  should  be  easy  to  execute. 

2.  It  should  reduce  the  danger  to  life  to  a 
minimum. 

3.  It  should  not  produce  degenerative  lesions  of 
the  ovary. 

4.  It  should  not  modify  substantially  the  nutri- 
tion, the  topography,  or  the  functioning  power  of 
the  different  segments  of  the  genital  tract. 

5.  It  should  permit  the  re-establishment  of 
cervico-ovarian  communication. 

The  author's  operation  is  done  with  the  patient 
under  general  anaesthesia  and  in  the  Trendelenburg 
position.  The  Pfannestiel  incision  is  used.  The 
broad  ligament  is  held  with  two  hooked  forceps  in 
such  a  way  that  its  anterior  surface  is  well  exposed. 
A  15  or  20  mm.  incision  is  then  made  in  its  anterior 
layer,  10  or  15  mm.  from  the  lower  tubal  border 
and  near  the  ostium.  The  edges  of  the  incision  are 
separated,  and  in  the  cellular  space  between  the  two 
layers  of  the  ligament  a  small  p>ocket  is  hollowed  out 
to  hold  the  tubal  ostium.  The  tube  is  inserted  here 
and  sutured,  and  for  greater  security  is  fixed  to  the 
ligament  at  another  point  nearby.  The  organ  re- 
tains sufficient  mobility,  is  not  violently  kinked,  and 
is  not  subject  to  any  disturbance  of  the  circulation. 

Edward  L.  Corxell. 
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LABOR  AND  ITS  COMPLICATIONS 

Lochrane,  C.  D.:  The  Significance  of  the  Position 
of  a  "Contraction  Ring"  in  Cases  of  Extreme 
Pelvic  Contraction  with  Vertex  Presentation. 

Brit.  M.  J.,    1920,  i.  II. 

The  author  discusses  the  ring  of  Bandl  which  may 
form  in  protracted  labor  due  to  contracted  pelvis 
with  vertex  presentation.  He  takes  the  view  that 
this  ring  is  probably  a  true  contraction  ring  and  not 
due  to  the  formation  of  a  uterine  segment. 

A  serious  proposition  is  encountered  when  such  a 
condition  develops.  Two  cases  are  cited,  one  of 
which  the  author  treated  personally,  and  the  other 
one  in  which  he  observed  the  treatment.  The 
situation  is  difficult  because  of  the  formation  of  the 
ring  around  the  neck  of  the  foetus,  the  head  being 
still  above  the  brim.  In  most  cases  there  has  been 
much  attempt  at  manipulation,  the  woman's 
condition  is  usually  grave,  and  the  foetus  is  dead. 

Five  lines  of  treatment  are  considered:  (i)  crani- 
otomy alone;  (2)  craniotomy  with  embryulcia; 
(3)  caesarean  section  alone;  (4)  caesarean  section 
after  craniotomy;  and  (5)  caesarean  section  after 
craniotomy  and  decapitation. 

Craniotomy  is  discarded.  Craniotomy  with 
embryulcia  might  be  done  when  conditions  are  not 
favorable  (i.e.,  when  the  room  is  unsuitable  for 
operation),  but  is  not  considered  to  be  the  best 
method.  Caesarean  section  alone  will  not  allow 
delivery  in  the  vast  majority  of  cases  as  the  ring  will 
rarely  allow  the  extraction  of  the  uncrushed  head. 
The  best  choice  for  the  patient  lies  between  crani- 
otomy followed  by  caesarean  section,  and  craniotomy 
plus  decapitation  and  caesarean  section.  As  most 
cases  have  been  handled  and  are  apt  to  become 
septic,  the  author  advises  caesarean  hysterectomy 
or  the  Porro  operation.  Under  suitable  conditions, 
immediate  abdominal  caesarean  section  with  rapid 
incision  of  the  ring  internally  would  be  the  correct 
treatment.  R.  D.  Mussey. 

PUERPERIUM  AND  ITS  COMPLICATIONS 

Spencer,  H.  R.:  Nine  Cases  of  Inversion  of  the 
Uterus.  Proc.  Roy.  Soc.  Med.,  Lond.,  1919,  xiii, 
Sect.  Obst.  &  Gynajc,  20. 

The  author's  report  of  his  9  cases  of  inversion  of 
the  uterus  covers  a  period  of  twenty-five  years  of 
wide  obstetrical  experience.  Puerperal  inversion  is 
by  no  means  a  common  occurrence  and  it  is  often 
overlooked  at  the  time  of  delivery.  Haemorrhage, 
shock,  and  malposition  of  the  early  puerperal  uterus 
are  the  characteristic  signs  of  this  complication. 

The  atonicity  and  poor  contraction  give  rise  to 
the  belief  that  the  uterus  may  become  inverted  of 


its  own  accord.  The  expert  obstetrician  would  no 
doubt  recognize  this  complication  at  once.  A 
number  of  the  author's  case  reports  show  that  the 
confinement  was  attended  by  a  medical  assistant  or 
midwife  and  it  is  quite  possible  that  lack  of  experi- 
ence on  the  part  of  these  attendants  was  responsible 
for  the  complication  or  the  failure  to  recognize  it 
at  its  inception.  None  of  the  patients  whose  cases 
are  reported  was  delivered  in  a  hospital. 

When  puerperal  inversion  is  not  recognized  within 
twenty-four  or  forty-eight  hours  after  its  occurrence, 
a  cautious  endeavor  may  be  made  to  replace  the 
inverted  organ  by  hand.  If  the  uterus  is  soft  or 
septic,  it  should  be  irrigated  with  boric  acid  or  salt 
solution  and  no  attempt  should  be  made  to  replace 
it  until  the  latter  part  of  the  puerperium. 

Aveling's  repositor  is  the  best  instrument  to  re- 
place the  chronically  inverted  uterus,  and  it  is 
unjustifiable  to  perform  any  cutting  operation  until 
the  repositor  has  been  tried. 

It  is  the  writer's  belief  that  the  original  Aveling 
repositor  will  replace  most  chronically  inverted 
uteri  after  labor.  Should  it  fail,  he  would  operate 
by  the  abdomen,  incising  the  uterine  cervix. 

Great  stress  is  laid  on  the  importance  of  an  ac- 
curate diagnosis  of  inversion  due  to  fibroid  polypus, 
myoma,  and  sarcoma.  The  non-malignant  growths 
may  be  removed  through  the  vagina.  In  cases  of 
malignancy  a  vaginal  or  abdominal  route  hysterec- 
tomy may  be  done  and  followed  by  radium  or  X- 
ray  treatment.  N.  W.  Vaux. 

Gardiner,  J.  P.:    Acute  Dilatation  of  the  Post- 
partum Uterus  as  a  Cause  of  Postpartum 
Haemorrhage:    Its  Analogy  to  Acute  Dilata- 
tion of  the  Stomach,  with  a  Suggestion  ott 
the  Action   of   Involuntary  Muscles.     Pre- 
liminary Report.    /.  Am.  M.  Ass.,  1919,  Ixxiii, 
1915- 
The  author  states  that  acute  dilatation  of  the 
uterus  may  occur  either  during  the  third  stage  of 
labor,  or  during  the  first  hour  after  the  expulsion 
of  the  placenta  and  membranes,  but  rarely  later 
than  this.    It  has  been  described  as  ballooning  of 
the  uterus  with  accompanying  haemorrhage. 

Involuntary  muscle  has  the  power  of  rhythmic 
contraction  not  dependent  entirely  upon  its  closely 
associated  network  of  nerve  fibers.  All  hollow 
viscera  have  involuntary  muscle  walls  and  seem  to 
possess  a  property  which  may  cause  them  *.o  go 
into  acute  dilatation  after  a  period  of  vmdue  stress 
and  to  contract  again  under  direct  stimulation. 
This  occurs  after  the  period  of  stress  is  over,  as 
shown  by  the  acute  dilatation  of  the  heart  following 
severe  exertion  and  of  the  stomach  following  the 
strain  of  an  operation.     Massage  has  caused  an 
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acutely  dilated  heart  to  recover  its  tone.  Con- 
traction of  the  stomach  occurs  under  stimulation 
but  in  acute  dilatation  it  is  impossible  for  this 
organ  to  relieve  itself  because  the  sphincters  which 
control  its  outlets  probably  respond  to  the  same 
stimulus.  The  same  principle  applies  to  the  great 
vessels  and  the  urinary  bladder. 

The  author's  conclusions  are  that  all  involuntary 
muscle  possesses,  beside  rhythmic  contraction  and 
retraction,  the  ability  to  function  normally  for 
a  time  after  a  period  of  stress,  then  to  assume  a 
state  of  acute  relaxation,  and  finally,  within  a 
limited  time  to  return  upon  stimulation  to  its 
normal  functioning. 

The  uterus  being  made  up  of  involuntary  muscle 
fibers  is  subject  to  the  laws  governing  involuntary 
muscles.  S.  A.  Chalfant. 

NEW-BORN 

Berghausen,  O.:    The  Control  of  Haemorrhage  in 
the  New-Born.    Arch.  Pediat.,  1919,  xxxvi,  643. 

The  author  reports  6  cases  of  haemorrhage  in  the 
new-born  treated  by  transfusion  of  2  per  cent 
citrated  blood  obtained  from  the  child's  father  or 
mother.  In  5  of  these  cases  the  blood  was  injected 
into  the  superior  longitudinal  sinus,  and  in  i, 
directly  into  a  vein. 

When  it  is  impossible  to  introduce  the  needle  into 
the  infant's  vein  the  author  injects  from  100  to 
150  c.c.  into  the  superior  longitudinal  sinus  with  a 
50  c.c.  Luer  syringe.  The  needle  is  inserted  in  the 
'  soft  spot"  just  to  the  left  of  the  median  line  and 
when  the  blood  drops  from  it  the  Luer  syringe 
filled  with  blood  is  attached  and  the  injection  is 
made  slowly.  Labored  breathing  and  twitching  of 
the  face  are  interpreted  as  indicating  an  increase  of 
intracranial  pressure.  When  these  signs  are  ob- 
served the  injection  must  be  made  more  slowly. 
Chills  and  a  rise  in  temperature  (100  to  102  degrees) 
are  not  infrequent  but  in  the  author's  opinion  are 
without  significance. 

In  the  cases  reported  the  results  were  successful. 
The  haemorrhages  followed  circumcision  in  2  cases 
and  wounds  of  the  skin  q,nd  mouth  in  2  others.  In 
3  cases  they  were  gastro-intestinal. 

H.  K.  Gibson. 

MISCELLANEOUS 

Holmes,  R.  W. :  Midwife  Practice,  an  Anachronism. 

Illinois  M.  J.,  1920,  xxxvii,  27. 

Any  movement  which  has  for  its  purpose  the 
creation  of  a  new  type  of  midwife  is  to  be  deprecated 
as  it  will  merely  perpetuate  a  survival  of  medieval 
times  which  is  entirely  out  of  harmony  with  modern 
prophylactic   medicine. 

The  proper  care  of  the  parturient  woman  con- 
cerns the  sociologist  as  well  as  the  physician.  The 
interpretation  of  what  is  proper  care  is  as  much  an 
economic  problem  as  a  medical  problem. 

From  its  very  nature,  obstetrics  has  developed 


into  an  actual  surgical  specialty.  Only  the  properly 
trained  physician  with  a  knowledge  of  surgical 
technique  and  special  training  in  obstetrical  physiol- 
ogy and  pathology  is  competent  to  circumvent  the 
many  ills  of  childbirth  and  to  reduce  its  mortality 
and  morbidity. 

Legislation  is  often  inconsistent  and  the  enforce- 
ment of  laws  is  often  inversely  proportionate  to 
their  importance  to  the  common  welfare.  A  man 
who  expectorates  on  the  sidewalk  is  far  more  apt  to 
be  arrested  than  the  criminal  abortionist. 

The  old  saw  that  a  little  learning  is  a  dangerous 
thing  was  never  so  true  as  in  the  case  of  the  mid- 
wide.  Badly  taught,  inadequately  experienced,  she 
never  can  grasp  the  broad  facts  that  the  delivery  of 
a  woman  is  a  serious  problem,  that  grave  risks  are 
present,  that  many  of  the  obstetrical  complications 
are  so  fulminating  in  their  development  and  course 
that  a  lethal  outcome  occurs  in  hours,  even  minutes. 

Midwives  as  a  class  are  the  worst  transgressors  of 
the  medical  practice  act  and  the  most  flagrant 
violators  of  the  criminal  code. 

While  there  are  no  midwife  schools  in  this  coun- 
try other  than  so-called  diploma  mills,  nothing  would 
be  gained  by  a  scheme  to  create  a  midwife  school 
under  accredited  authority.  A  concerted  endeavor 
to  weed  out  all  unregistered  or  faultily  registered 
midwives  would  be  more  effective.  Instead  of  the 
conglomerate  and  indiscriminate  list  of  midwives, 
osteopaths,  'practics  of  all  sorts,  and  incidentally 
regularly  licensed  physicians,  the  county  clerks 
should  have  separate  entries  for  each  class. 

It  is  essential  that  a  new  survey  be  made  of  the 
condition  of  midwives  soon  in  order  that  the  situa- 
tion as  it  exists  today  may  be  studied  intelligently. 

At  best,  midwifery  is  built  upon  shifting  sands 
and  any  attempt  to  place  the  practice  upon  a  firm 
foundation  will  merely  interfere  with  plans  for 
granting  the  parturient  woman  of  the  poorer  classes 
scientific  obstetrical  care. 

A  co-ordinated  educational  movement  to  con- 
vince the  public  that  in  scientific  obstetrical  care 
lies  the  true  conservation  of  the  home  will  accom- 
plish more  good  than  any  movement  to  uplift  the 
practice  of  midwifery.  Edward  L.  Cornell. 

Kuehnel,  P. :  Some  Placentary  Cavities  and  Their 
Relation  to  the  So-Called  White  Placental 
Infarcts  (De  quelques  cavites  placentaires  et  leur 
relation  avec  le  soi-disant  infarctus  blanc  dans  le 
placenta).    Acta  chirurg.  Scand.,  1919,  Hi,  185. 

In  191 2  Meyer  and  Lohse  described  certain  cavi- 
ties in  the  placenta  which  vary  in  form  and  are 
always  empty.  These  cavities  are  of  clinical  im- 
portance for  in  case  there  is  an  open  communication 
with  the  surface  of  the  decidua,  they  may  give  rise 
to  the  erroneous  impression  that  a  part  of  the  ex- 
pelled placenta  is  lacking.  They  are  of  interest  also 
because  they  may  be  related  genetically  to  the  so- 
called  white  infarcts  of  the  placenta. 

Beside  these  empty  placental  cavities  Meyer  and 
Lohse  found  also  other  cavities  filled  with  a  mucous 
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substance  which,  unlike  the  empty  cavities,  were 
never  in  communication  with  the  decidual  surface. 
The  filled  cavities  were  covered  with  a  thick  mem- 
brane composed  of  layers  of  diflferent  cells,  while  the 
empty  cavities  were  covered  by  a  homogeneous  sub- 
stance in  which  no  cells  were  found.  In  a  series  of 
200  placental  sections  examined  by  Meyer  and  Lohse 
empty  cavities  were  found  in  27,  cavities  filled  with 
mucus  in  28,  and  both  types  of  cavities  in  7. 
Therefore  cavities  were  found  in  24  per  cent  of  the 
placental  sections  examined. 

In  pursuing  similar  investigations  Kuehnel  dis- 
covered that  the  empty  cavities  have  always  an 
intracotyledonous  situation  while  the  filled  cavities 
are  extracotyledonous.  He  therefore  classifies  them 
according  to  their  location.  With  this  classification 
be  gives  the  histologic  details  of  the  various  forms. 

In  discussing  the  possible  relationship  between 
the  placental  cavities  and  placental  infarcts  Kuehnel 
distinguishes  between  the  red  infarcts  described  by 
Williams  and  the  white  infarct,  and  states  that  in  his 
opinion  the  former  are  haemorrhages  into  preformed 
empty  cavities.  Favoring  this  view  is  the  fact  that 
microscopically  all  types  of  transitory  forms  con- 
taining a  little  blood  can  be  found.  Very  recent 
microscopic  examinations  demonstrate  that  such 
hsemorrhagic  apoplexies  into  empty  cavities  have 
three  zones:  (i)  a  central  zone  formed  exclusively 
of  red  blood  cells;  (2)  a  fibrinous  reticulum  around 


the  central  zone;  and  (3)  an  external  zone  of  degen- 
erated villi  with  strongly  dilated  vessels  some  of 
which  have  ruptured. 

In  500  placental  sections  the  author  found  59  per 
cent  of  white  infarcts.  In  some  placenta;  multiple 
infarcts  of  all  grades  may  be  seen  and  these  may 
become  fused.  In  location  they  are  distinctly  intra- 
cotyledonous and  near  the  decidual  surface.  In  the 
formation  of  these  infarcts  there  are  two  processes: 
(i)  a  central  necrobiosis  probably  due  to  some  dis- 
turbance of  nutrition  from  the  vessels  of  the  villi; 
and  (2)  a  peripheral  capsular  formation  with  the 
growth  of  the  decidual  tissue  and  the  ordinary 
growth  of  the  surrounding  villi. 

While  the  author  must  admit  that  white  infarcts 
may  form  around  the  haemorrhagic  apoplexies  in 
the  empty  cavities  or  at  least  that  a  tissue  is  formed 
which  he  is  unable  to  differentiate  from  the  white 
infarct,  be  does  not  believe  that  white  placental 
infarcts  are  ordinarily  formed  in  this  way.  His 
reason  for  this  view  is  that  while  white  infarcts  are 
found  in  placentae  of  every  age,  he  was  unable  to 
discover  any  irregular  empty  cavities  in  twenty  very 
young  placentae  he  examined  nor  any  remnants  of 
such  cavities  in  white  infarcts  found  in  old  placentae. 
He  therefore  concludes  that  there  is  no  genetic  rela- 
tionship between  the  cavities  described  by  Meyer 
and  Lohse  and  the  formation  known  as  white 
placental  infarct..  W.  A.  Brennan. 
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ADRENAL,  KIDNEY,  AND  URETER 

Braasch,  W.  F.:  Surgical  Renal  Tuberculosis:  The 
Prognosis.    Am.  J.  M.  Sc,  1920,  clix,  8. 

This  paper  presents  a  statistical  study  of  532 
patients  operated  upon  for  renal  tuberculosis  at  the 
Mayo  Clinic  during  a  period  of  twenty  years.  As 
the  total  number  of  operations  for  the  period 
amounted  to  85^000,  the  incidence  of  renal  tuber- 
culosis is  estimated  at  0.6  per  cent.  The  statistics 
bearing  on  postoperative  results  are  based  on  the 
records  of  patients  personally  examined  or  heard 
from  by  correspondence.  Detailed  data  were  avail- 
able in  346  cases  and  this  series  was  studied  to 
determine  the  influence  of  different  complications. 
The  results  of  the  study  are  presented  in  twelve 
tables.    The  author's  general  conclusions  are: 

1.  Renal  tuberculosis  occurs  most  frequently 
between  the  ages  of  20  and  40  years  (70  per  cent). 

2.  It  occurs  in  the  male  almost  twice  as  often 
as  in  the  female. 

3.  The  postoperative  mortality  among  male 
patients  is  somewhat  higher  than  among  the  females. 

4.  In  children  the  condition  is  usually  not  sur- 
gical but  more  often  a  part  of  a  general  tuberculosis. 

5.  Evidence  of  tuberculosis  in  other  tissues  of 
the  body  may  be  found  in  fully  71  per  cent  of  the 
patients,  if  not  in  all. 

6.  The  postoperative  mortality  among  patients 
who  have  other  associated  lesions  is  not  higher  than 
that  of  the  general  average. 

7.  Multiple  lesions  do  not  necessarily  render  the 
prognosis  more  unfavorable  unless  they  are  a  part 
of  an  acute  general  infection. 

8.  Evidence  of  healed  pulmonary  tuberculosis  is 
present  in  fully  one-third  of  the  patients. 

9.  The  percentage  of  recovery  among  patients 
with  healed  pulmonary  tuberculosis  is  above  the 
average  and  may  be  considered  indicative  of  in- 
creased powers  of  resistance. 

10.  Coincident  active  pulmonary  tuberculosis 
was  found  in  approximately  5  per  cent  of  the  pa- 
tients. More  than  60  per  cent  of  these  recovered 
following  nephrectomy. 

11.  Involvement  of  the  genitalia  was  present  in 
at  least  73  per  cent  of  the  male  patients  and  did  not 
seem  to  affect  the  ultimate  recovery. 

12.  The  frequency  of  spontaneous  healing  of 
lesions  in  the  prostate  and  seminal  vesicles  contra- 
indicated  their  removal  by  subsequent  operation. 

13.  Evidence  of  tuberculosis  involving  the  bones 
and  joints  was  noted  in  6  per  cent  of  the  cases;  one- 
half  of  the  lesions  were  active.  The  late  mortality 
was  5  per  cent.  From  this  it  may  be  inferred  that 
the  presence  of  such  complications  may  be  an  index 
of  increased  resistance. 


14.  Spondylitis,  usually  healed,  was  present  in 
5.7  per  cent  of  the  cases  and  the  mortality  was  12 
per  cent. 

15.  Chronic  spondylitis  does  not  influence  the 
prognosis.  Active  spondylitis,  although  it  does  not 
contra-indicate  nephrectomy,  will  not  offer  a 
favorable  prognosis. 

16.  Tuberculous  adenitis  was  present  in  19  pa- 
tients (6.4  per  cent),  and  the  low  mortality  (10  per 
cent)  was  suggestive  of  a  heightened  resistance. 

17.  Reduction  in  haimoglobin  does  not  neces- 
sarily affect  the  prognosis. 

18.  The  mortality  among  patients  with  marked 
bladder  involvement  was  twice  as  great  as  that 
among  those  with  slight  involvement.  The  degree 
of  involvement  is  dependent  not  so  much  on  the 
duration  of  the  symptoms  as  on  the  virulence  of  the 
infection. 

19.  The  mortality  percentage  is  markedly  in- 
fluenced by  the  degree  of  pathologic  involvement  of 
the  kidney,  increasing  in  proportion  to  the  extent 
of  the  lesion.  Early  lesions  have  the  lowest  mortality 
and  pyonephrosis  the  highest. 

20.  Occluded  renal  tuberculosis  is  indicative  of 
relative  immunity  and  a  low  mortality. 

21.  The  duration  of  pre-operative  symptoms 
does  not  materially  affect  the  late  mortality. 

22.  Recovery  from  bladder  symptoms  is  more 
apt  to  occur,  and  to  occur  earlier,  when  the  pre- 
operative symptoms  are  of  short  duration  than 
when  they  have  continued  for  a  lofig  time. 

2;}.  Recovery  or  permanent  improvement  of  the 
remaining  kidney  will  not  follow  the  removal  of  one 
kidney  in  cases  of  bilateral  renal  tuberculosis. 

24.  Operation  is  advisable  in  cases  of  bilateral 
renal  tuberculosis  only  when  there  are  acute  uni- 
lateral complications  and  no  hope  of  eventual  re- 
covery. 

25.  Late  mortality  is  highest  during  the  first 
year  and  decreases  with  the  length  of  time  elapsing 
after  operation. 

26.  The  operative  mortality  is  a  negligible  fac- 
tor. The  late  mortality  (five  years  or  less  after 
operation)  is  approximately  20  per  cent.  Failure  to 
effect  a  complete  cure  occurs  in  approximately 
20  per  cent  of  the  cases.  In  80  per  cent  recovery  is 
probable.  A  complete  cure  is  to  be  expected  in  fully 
60  per  cent  of  the  cases.  H.  A.  Fowler. 

Aschner,  P,  W.:  Two  Unusual  Cases  of  Pyelone- 
phritis.   J.  Am.  M.  Ass.,  1920,  Ixxiv,  320. 

According  to  Aschner,  no  hard  and  fast  rule  can 
be  laid  down  regarding  the  surgical  indication  in 
cases  of  pyelonephritis.  Heretofore  nephrotomy 
has  been  done  for  infections  due  to  bacillus  coli  and 
bacillus  pyocyaneus  and  nephrectomy  for  those  due 
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to  staphylococci  and  streptococci.  Aschner  claims, 
however,  that  in  any  infection  the  reaction  of  the 
body  to  the  invading  bacteria  is  of  at  least  equal 
importance  to  the  type  of  the  micro-organism,  and 
that  the  decision  in  regard  to  the  operation  should 
be  based  first  of  all  on  the  patient's  clinical  condition. 

Primary  nephrectomy  is  by  far  the  safer  pro- 
cedure when  there  is  evidence  of  severe  septic 
absorption  or  renal  insufi'iciency  with  nitrogen  reten- 
tion, or  when  the  illness  has  been  of  long  standing 
and  the  patient  has  sufTered  great  loss  of  weight 
and  strength.  In  such  cases  the  margin  of  safety  is 
small.  Nephrectomy  is  indicated  as  decapsulation 
and  nephrotomy  do  not  remove  the  focus,  do  not 
protect  against  extension  and  metastasis,  and  expose 
the  patient  to  secondary  haemorrhage,  recurrence 
of  infection,  and  the  dangers  of  secondary  ne- 
phrectomy. 

The  main  points  of  interest  in  the  first  case  of 
pyelonephritis  reported  in  this  article  were  as 
follows: 

1.  The  sudden  appearance  of  a  virulent  infection 
precipitated  by  an  indwelling  catheter. 

2.  Numerous  concretions  in  a  prostatic  adenoma. 

3.  Infection  of  a  kidney  which  showed  a  con- 
genital anomaly  (bifid  ureter  and  double  pelvis). 

4.  Urasmia  which  was  produced  by  unilateral 
pyelonephritis  and  disappeared  immediately  when 
the  offending  organ  was  removed. 

5.  An  excellent  functional  result  following 
nephrectomy. 

In  the  second  case  the  bacillus  coli  was  found  in 
the  bladder  urine  but  not  in  the  ureteral  urine.  The 
culture  of  the  urine  from  the  right  ureter  just  before 
operation  showed  '  anhaemolytic  streptococci,"  but 
as  this  fact  was  not  known  at  the  time  of  operation, 
a  nephrotomy  was  done.  A  phosphatic  stone  was 
removed  and  the  wound  closed.  As  the  patient  did 
not  improve,  a  nephrectomy  was  done  the  seventh 
day.  Death  followed  three  days  later  from  perito- 
nitis apparently  of  metastatic  origin.  In  Aschner's 
opinion,  this  patient  might  have  been  saved  by  a 
primary  nephrectomy.  H.  A.  Moore. 

Lamson,  O.  F.:   Recurrent  Nephrolithiasis.    Ann. 
Surg.,  1920,  Ixxi,  16. 

The  author  states  that  the  general  etiology  of  re- 
current nephrolithiasis  cannot  differ  materially  from 
that  of  primary  stones  and  therefore  the  various 
causes  to  which  renal  calculi  have  been  ascribed 
should  be  borne  in  mind. 

Some  of  these  etiological  factors  may  be  remedied 
at  the  time  of  the  operation  by  careful  or  special 
technique. 

Factors  which  tend  to  prevent  the  recurrence  of 
stone  are:  (i)  as  accurate  a  pre-operative  diagnosis 
regarding  the  localization  and  size  of  the  stone  as  it 
is  possible  to  obtain  with  the  X-ray  and  cystoscopic 
examination;  (2)  an  operation  so  planned  that  no 
injury  to  the  pelvis  of  the  kidney  or  the  ureters  caus- 
ing stricture  will  result;  and  (3)  an  incision  either  in 
the  pelvis  or  through  the  kidney  substance  suffi- 


ciently large  to  permit  the  surgeon  to  lift  out  the 
whole  stone  easily  without   leaving  behind  small 
scales  or  particles  broken  from  it. 
The  article  is  summarized  as  follows: 

1 .  We  cannot  hope  to  prevent  the  recurrence  of 
nephrolithiasis  unless  we  know  more  regarding  its 
true  etiology. 

2.  Careful  study  of  the  patient's  history  in  all  its 
different  aspects,  a  thorough  examination  of  the 
urine,  and  chemical  analysis  of  the  stone  will  deter- 
mine the  postoperative  treatment. 

3.  Thorough  flushing  of  the  urinary  channels  by 
the  extensive  drinking  of  water,  preferably  distilled 
water,  may  help  in  the  dislodgement  and  removal  of 
any  possible  nucleus  for  future  stones.  This  treat- 
ment must  be  continued  for  a  considerable  period 
even  after  the  urine  has  completely  cleared  up. 

4.  Faulty  or  incomplete  surgery  which  leaves 
fragments  of  stones  in  the  pelvis  may  contribute 
toward  a  recurrence  of  nephrolithiasis. 

V.  D.  Lespinasse. 

BLADDER,  URETHRA,  AND  PENIS 

Caulk,  J.  R.:  Hour-Glass  Bladder;.  Remarks  on 
the  Resection  of  the  Base  of  the  Bladder  for 
Transverse  Septa.    Ann.  Surg..  1920,  Ixxi,  22. 

The  author  describes  two  cases  of  hour-glass 
bladder,  one  that  of  a  male  and  the  other  that  of  a 
female.  In  the  first  case  there  was  absolute  retention 
of  the  urine  and  before  that  the  patient  was  able  to 
urinate  much  more  easily  when  lying  down  than 
when  standing  up. 

Cystoscopic  examination  disclosed  an  elevated 
band  about  ^  in.  behind  the  interureteral  bar, 
which  ran  transversely  across  the  base  of  the 
bladder,  fanned  out  on  each  lateral  wall,  and  had  a 
concavity  anteriorly,  giving  the  bladder  a  double 
pouch,  the  bas-fond  in  front  and  another  pouch 
behind.  The  mucous  membrane  over  the  bar  was 
pale. 

During  the  operation,  which  consisted  of  re- 
section of  the  band  and  a  portion  of  the  redundant 
mucosa,  it  was  noticed  that  the  mucosa  behind  the 
bar  was  very  loose  and  could  be  pulled  down  so  as  to 
occlude  the  urethral  orifice.  This  accounted  for  the 
urinary  retention. 

In  the  second  case  the  band  was  about  i  in.  back 
of  the  trigone  and  showed  an  elevated  partition  that 
completely  crossed  the  base  of  the  bladder  and 
fanned  out  on  either  side,  causing  a  slight  puckering 
of  the  bladder  laterally  with  a  depression  in  front 
of  it  and  behind  it.  The  same  operation  was  per- 
formed as  in  the  first  case  and  the  results  were  highly 
satisfactory. 

The  author  states  that  he  is  convinced  that 
incising  these  bands  would  not  have  efi'ected  a  cure  as 
they  involved  the  whole  bladder  wall.  The  operation 
he  performed  is  not  difficult  and  can  be  done  from 
the  outside  but  care  is  required  in  approaching  the 
external  vesical  coat.  Haemorrhage  is  easily  con- 
trolled.   The  first  case  reported  is  of  interest  on 
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accounl  of  ihe  large  amount  of  redundant  bladder 
wall  resected  and  illustrates  a  prolapsus  of  the  type 
described  by  Villier,  Streubel,  Vary,  and  others. 

V.  D.  Lespinasse. 

Legueu,  F.,  and  Papin,  E.:  Cystoradio&raphy  (La 

cystoradiographie).     Pressc  mid.,  Par.,  1919,  xxvii, 
733- 

In  the  authors'  opinion  cystoradiography  is  abso- 
lutely essential  for  the  study  of  vesical  diverticula. 
Their  method  is  to  take  a  picture  of  the  bladder  after 
filling  it  with  an  opaque  solution  and  again  after  it 
has  been  emptied.  If  a  diverticulum  is  present  it 
will  not  be  evacuated  with  the  bladder  and  will 
therefore  show  in  the  second  picture.  In  this  man- 
ner diverticula  have  been  discovered  in  cases  in 
which  they  were  not  even  suspected. 

The  radiography  of  bladder  tumors  is  very  inter- 
esting. Small  tumors,  which  are  easily  discovered 
by  cystoscopy,  however,  do  not  require  it.  Volu- 
minous and  medium  sized  tumors,  especially  those 
which  cannot  be  explored  with  the  cystoscope  be- 
cause of  constantly  associated  haemorrhage  or 
intense  cystitis,  should  be  examined  by  the  X-ray. 
Also  those  which  can  be  seen  only  in  part  with  the 
cystoscope. 

Radiography  of  vesical  calculi  following  the  infla- 
tion of  the  bladder  with  air  or  oxygen  has  given  very 
satisfactory  results.  The  results  obtained  when  the 
bladder  is  filled  with  bismuth  solution  or  coUargol, 
on  the  other  hand  have  been  very  unsatisfactory. 

In  summing  up  the  authors  state  that  cystoradiog- 
raphy is  indispensable  in  the  diagnosis  of  vesical 
diverticuh,  useful  in  the  diagnosis  of  large  tumors 
and  vesical  malformations,  of  little  value  in  cases  of 
prostatic  hypertrophy,  and  an  aid  in  the  localiza- 
tion of  vesical  calculi.  W.  A.  Brexnan. 

Lindetnan,  H.  E.:  Chronic  Trigonitis  in  the 
Female.  A  New  Method  of  Treatment;  Pre- 
liminary Report.  Surg..  Gynec.  &•  Obsl.,  1920, 
XXX,  64. 

Chronic  trigonitis  is  one  of  the  chief  factors  in  irri- 
table bladder  in  women.  The  cause  of  the  condition 
is  not  known.  It  may  be  a  chronic  cystitis,  though 
there  is  no  definite  evidence  supporting  this  theory. 
The  symptoms  begin  gradually,  usually  with  an 
increasing  frequency  of  urination  by  day  and  night, 
and  a  constant  desire  to  urinate.  With  this  there  is 
the  sensation  of  incomplete  emptying  of  the  blad- 
der so  that  after  urination  there  is  a  desire  to  urin- 
ate again.  The  condition  lasts  for  many  years  and 
becomes  progressively  worse. 

The  bladder  capacity  is  generally  large  and 
through  the  cystoscope  the  bladder  walls  outside 
the  trigone  appear  normal.  When  the  trigone  is 
brought  into  view,  however,  it  is  found  to  be 
swollen,  dark  red,  angry  looking,  and  cloudy.  Nu- 
merous fine  blood  vessels  are  seen.  Not  infrequently 
there  are  red  spots  scattered  over  the  trigone  and 
sometimes  small  cysts.  The  mucosa  is  distinctly 
thickened  and  velvety. 


The  ordinary  treatment  by  topical  application  of 
solutions  of  silver  nitrate  varying  in  strength  from 
r  to  5  per  cent  gives  slight  relief  in  some  cases,  but 
is  far  from  satisfactory.  The  author  has  therefore 
developed  a  needle  and  cannula  for  use  with  the 
ordinary  Brown-Buerger  catheterizing  cystoscope 
by  means  of  which  he  injects  a  solution  of  quinine 
and  urea  into  and  under  the  mucous  membrane  of 
the  trigone.  He  uses  solutions  varying  in  strength 
from  2  to  3  per  cent  which  are  colored  with  methyl- 
ene blue.  The  quinine  causes  a  deposit  of  fibrin 
about  the  vessels  which  strangulates  them  and 
causes  the  trigone  to  return  to  a  nearly  normal 
appearance.  Following  this  there  is  almost  immedi- 
ate relief  of  symptoms  for  a  considerable  p>eriod 
of  time.  The  author  finds  that  from  two  to  four 
treatments  at  intervals  of  from  one  to  two  months 
will  bring  almost  complete  relief  in  even  the  most 
aggravated  cases. 

Nicolich :  Endoscopic  Electrocoagulation  of  Vesical 
Papillomata  (Elettrocoagulazione  endoscopica  del 
papilliomi  vesicali).    Clin,  chir.,  1919,  xxvi,  609. 

The  author  gives  the  clinical  histories  of  13  cases 
of  papilloma  of  the  bladder  treated  by  the  electro- 
coagulation method  of  Beer  of  New  York.  This 
method  has  been  used  by  many  surgeons  abroad 
with  good  results  and  has  the  advantage  that  it 
renders  cystotomy  unnecessary.  According  to  some 
writers  cystotomy  favors  recurrence  as  the  mucous 
membrane  of  the  bladder  may  become  inoculated 
by  small  particles  of  the  papilloma  where  it  is 
injured  surgically.  Another  advantage  of  the  endos- 
copic method  is  that  its  use  does  not  require  the 
patient  to  remain  in  the  hospital. 

The  author  obtained  excellent  results  in  his  13 
cases.  Following  such  treatment  the  patient  should 
be  subjected  to  cystoscopic  examination  at  intervals 
to  determine  whether  an  actual  cure  has  been  effect- 
ed. If  there  is  a  recurrence  one  additional  treat- 
ment is  usually  all  that  is  necessary. 

W.  A.  Brennan. 

Stern,  M.:  The  Palliative  Treatment  of  Urethral 
Stricture.     N.  York  M.  J.,  1920,  cxi,  4. 

The  end-results  of  the  palliative  treatment  of 
urethral  stricture  are  better  than  those  obtained  by 
external  urethrotomy.  Palliative  measures  are  of 
the  greatest  importance  at  the  time  the  patient  seeks 
a  remedy  for  the  increasing  difficulty  of  micturition 
and  the  progressive  diminution  in  the  size  of  the 
urinary  stream. 

Inflammation  of  the  strictured  area  and  oedema 
are  the  causes  of  the  symptoms  in  all  cases  and  it  is 
these  conditions  rather  than  the  stricture  itself 
which  should  receive  attention.  The  spongj' 
cedematous  tissue  is  extremely  soft,  bleeds  easily, 
and  obstructs  the  passage  of  filiform  and  other 
pliable  dilating  instruments.  It  is  responsible  also 
for  the  arrest  of  the  urinary  stream.  After  the  sub- 
sidence of  the  symptoms  referable  to  the  inflamma- 
tion, efforts  should  be  directed  toward  softening  the 
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infiltrate  and  facilitating  its  absorption.  These 
measures  must  not  be  instituted  too  early  as,  even 
later,  overactive  measures  often  result  in  a  set- 
back. 

In  certain  cases  of  stricture  requiring  operation 
temporizing  is  not  only  useless  but  even  dangerous. 
Patients  requiring  surgical  treatment  may  be 
divided  into  five  classes  as  follows: 

1.  Patients  who  come  for  examination  in  an 
anxious  and  desperate  frame  of  mind  after  dtays 
arid  nights  of  exhausting  efforts  to  void.  In  these 
cases  the  author  fears  ether  narcosis  and  is  opposed 
to  suprapubic  puncture,  but  obtains  gratifying 
results  from  suprapubic  drainage  under  gas  oxygen 
narcosis.  After  the  patient  has  rested  for  about  ten 
days,  during  which  time  drainage  is  maintained,  it 
i^  possible  to  penetrate  the  strictured  area  with  an 
instillation  tube      Later  sounds  may  be  passed. 

2.  Those  with  extravasation  of  urine  and  other 
acute  lesions.  These  patients  must  be  operated  upon 
promptly  and  rapidly. 

3.  Patients  with  traumatic  stricture  resulting 
from  external  violence  or  following  an  external 
urethrotomy. 

4.  Patients  suffering  from  recent  traumatism 
following  instrumentation  and  who  have  false 
passages  and  much  bleeding.  These  must  be  given 
immediate  relief. 

5.  Irresponsible  patients  who,  because  of  ignor- 
ance or  carelessness,  have  absented  themselves  from 
treatment  until  forced  to  return  because  of  frequent 
recurrences  of  retention. 

In  discussing  the  choice  of  operation  the  author 
states  that  frequently  a  rapid  cystotomy  under  gas 
oxygen  narcosis  will  be  all  that  is  necessary,  espe- 
cially if  retrograde  dilatation  or  internal  urethrot- 
omy is  done  in  addition.  As  a  rule  strictures  any- 
where anterior  to  the  bulb  do  not  lend  themselves  to 
dilatation.  They  contract  very  rapidly  and  internal 
urethrotomy  is  indicated.  Before  treatment  is 
instituted  in  the  non-operative  cases  it  is  necessary 
to  differentiate  between  a  simple  anaemic  infiltrate 
and  an  infiltrate  with  inflammation.  Palliative 
treatment  gives  much  better  results  than  external 
urethrotomy,  especially  in  cases  of  stricture  at  the 
bulb. 

Patients  with  inflammatory  stricture  and  occlu- 
sion of  the  urethra  should  be  sent  to  the  hospital 
immediately.  The  bladder  should  be  emptied  at 
once  or  allowed  to  empty  slowly.  A  hypodermic 
injection  of  morphine  sulphate  should  then  be  given 
before  any  urethral  manipulation  is  attempted,  and 
an  injection  of  2  drams  of  i  per  cent  novocaine  solu- 
tion containing  3  drops  of  adrenalin  should  be 
allowed  to  remain  in  the  urethra  for  ten  minutes. 
As  a  rule  the  patient  will  then  void  voluntarily,  but 
should  he  be  unable  to  do  so,  a  No.  16  blunt-end 
metal  or  soft  rubber  catheter  should  be  pa-sed.  If 
this  fails,  the  insertion  of  a  ureteral  catheter  with  a 
No.  3  probe-end  may  be  attempted.  If  this  catheter 
does  not  enter.  Stern  uses  a  urethroscope  of  the 
Guerringer  type  which  he  devised  himself  and  has 


used  with  great  success.  In  several  cases  he  found 
that  the  difficulty  was  due  to  slender  bands  and  that 
after  these  bands  had  been  destroyed  with  a  ful- 
gurating electrode  it  was  possible  to  pass  small 
sounds  easily. 

In  inflammatory  stricture  with  partial  retention 
the  author  has  obtained  excellent  results  with  a 
hypodermic  injection  of  morphine  sulphate,  a  hot 
hip  bath,  and  continued  rest,  the  stricture  being 
treated  through  an  instillation  syringe  with  argyrol 
solution  alternated  with  warm  boric-acid  irrigations. 

Stern  regards  cases  in  which  bleeding  does  not 
follow  the  introduction  of  instruments  and  the  urine 
is  clear  as  cases  of  anaemic  stricture.  Such  cases 
may  be  treated  by  dilatation.  In  anaemic  stricture 
also  an  effort  should  be  made  to  soften  the  infiltra- 
tion and  cause  its  absorption  by  means  of  heat 
hyperaemia  and  dilatation  with  the  aid  of  hot  water. 
Soft  bougies  should  be  introduced  every  second  or 
third  day  and  irrigations  given  at  intervals  for 
fifteen  minutes. 

While  the  author  does  not  claim  that  palliative 
treatment  effects  a  permanent  cure,  he  asserts  that 
by  such  means  the  condition  is  so  greatly  improved 
that  no  further  treatment  is  required  for  at  least  a 
year  and  in  some  cases  it  appears  that  an  actual  cure 
has  been  obtained.  The  patients  are  instructed  to 
report  for  further  treatment  whenever  the  slightest 
diminution  in  the  urinary  stream  is  noted. 

Louis  Gross. 

Stern,  M.:    A  Plastic  Operation  for  the  Cure  of 
Urethral  Stricture.    J.  Am.  M.  Ass.,  1920,  Lxxiv, 

85- 

The  author  states  that  in  view  of  the  fact  that 
external  urethrotomy  does  not  give  lasting  benefit 
and  is  never  performed  with  the  hope  of  affecting 
a  cure,  it  should  be  replaced  by  an  operation  that 
will  secure  such  results.  The  operations  of  Russell, 
Marion,  and  Cabot  have  advantages  over  external 
urethrotomy  but  are  more  or  less  difficult  to  per- 
form because  they  injure  the  corpus  spongiosum, 
causing  haemorrhage  which  obscures  the  field. 

Stern  advocates  a  method  which  effects  the  ex- 
cision of  the  strictured  floor  at  the  bulbomem- 
branous  juncture  without  inflicting  injury'  to  the 
overlying  structures  or  to  any  other  portion  of  the 
urethra.  His  operation  consists  in  separating  the 
muscle  structures,  exposing  the  corpus  spongiosum 
and  detaching  it  from  the  triangular  ligament, 
elevating  the  urethra,  and  exposing  the  strictured 
area.  The  strictured  area  is  excised  and  the  re- 
pair made  in  a  horizontal  direction  to  avoid  any 
diminution  in  the  lumen  of  the  urethra.  The  over- 
lying structures  are  then  restored  to  their  normal 
position.  An  indwelling  catheter  is  placed  in  the 
urethra  for  several  days  and  the  layers  of  tissue  are 
securely  sutured  over  the  urethral  wound.  Primary 
union  occurs  and  there  will  be  no  escape  of  urine 
through  the  wound.  The  preoperative  preparation 
of  the  patient  consists  of  the  introduction  of  a 
ureteral  catheter  through  the  stricture  with  the  aid 
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of  the  author's  instrument.  As  a  result  of  the  drain- 
age of  urine  thus  afforded  the  cystitis,  urethral 
tt'dema  and  the  patient's  general  condition  will  be 
improved. 

The  postoperative  treatment  consists  of  the  in- 
sertion of  the  indwelling  catheter  which  is  left  in 
place  for  forty-eight  hours  and  then  slowly  with- 
drawn while  a  gentle  stream  of  hot  boric  acid  solu- 
tion flows  through  it.  A  sterile  catheter  is  then  in- 
serted and  left  in  place  for  twenty-four  hours.  On 
the  fourth  day  the  patient  is  catheterized  every 
four  hours  or  when  request  is  made.  On  the  fifth 
day  voluntary  micturition  is  allowed.  On  the  tenth 
day  a  sound  is  passed  and  a  week  later  a  larger 
sound  is  inserted. 

The  author's  conclusions  in  regard  to  his  opera- 
tion are  as  follows: 

1.  Since  all,  or  nearly  all,  strictures  are  anterior 
to  the  superficial  layer  of  the  triangular  ligament, 
the  operation  described  can  easily  reach  them. 
Extravasation  of  urine  or  infiltrating  abscesses  need 
not  be  feared  as  the  membranous  or  prostatic 
urethra  lying  posterior  to  the  triangular  ligament 
is  not  disturbed. 

2.  An  operation  which  involves  only  the  diseased 
area  and  which  does  not  inflict  injury  to  any  other 
part  of  the  urethra  is  a  logical  step  toward  a  cure  and 
is  superior  to  procedures  in  use  heretofore. 

Louis  Gross. 

GENITAL  ORGANS 

Meltzer,  M. :  Factors  of  Safety  in  Prostatic  Surgery: 
Indications  for  the  Operation.  ^V.  York  M.  J., 
1919,  ex,  942. 

Before  it  can  be  determined  whether  a  prostate 
may  be  enucleated,  a  systematic  routine  series  of 
examinations  is  necessary.  Many  patients  present 
themselves  when  they  are  already  manifesting  symp- 
toms indicating  uraemia  and  in  such  cases  drainage 
of  the  bladder,  forced  fluids,  urinary  antiseptics,  and 
careful  nursing  will  save  their  lives  and  soon  improve 
their  general  condition  and  renal  function. 

The  usual  examination  alone,  however,  will  not 
indicate  when  a  favorable  condition  has  been 
reached.  It  can  be  ascertained  only  by  routine 
examinations  and  a  careful  determination  of  the 
following  data:  (i)  the  appearance  of  the  tongue; 
(2)  the  blood  chemistry,  with  special  reference  to 
the  retention  of  creatinine,  urea  nitrogen,  and  non- 
protein nitrogen;  (3)  the  kidney  function:  and  (4) 
the  general  condition.  The  results  of  these  examina- 
tions will  indicate  whether  or  not  a  prostatectomy 
can  be  done. 

In  cases  of  prostatitis  the  tongue  is  an  index  of 
the  inability  of  the  kidneys  to  excrete  the  toxins  re- 
sulting from  urinary  obstruction.  It  is  dry  or  almost 
dry,  feels  rough  to  the  touch,  and  is  fissured  with 
definite  cracks.  In  color  it  is  usually  a  dirty  brown 
or  a  very  bright  red  with  a  sort  of  enamel  luster. 

The  stud}'^  of  the  chemistry  of  the  blood  is  a  very 
valuable  method  of  determining  the  patient's  ability 


to  withstand  surgical  intervention.  If  the  blood 
examination  shows  high  figures  nothing  more  than 
urinary  drainage  and  expectant  treatment  can  be 
given. 

To  determine  the  kidney  function  the  author 
uses  the  intramuscular  injection  of  phenobul- 
phonephthalein. 

In  the  general  condition  a  failing  myocardium,  a 
decompensated  valvular  lesion,  marked  oedema, 
generalized  anasarca,  a  cirrhotic  liver,  and  an 
excessively  high  or  low  blood  pressure  are  contra- 
indications to  radical  surgical  treatment. 

C.  R.  O.  Cbowlev. 

Deaver,  J.  B.:   Some  Practical  Points  on  Prostatic 
Surgery,    Am.  J.  M.  Sc,  1920,  clix,  i. 

Three  important  factors  which  would  decrease 
the  mortality  rate  following  prostatectomy  are: 
(i)  the  recognition  of  absolute  contra- indications  to 
operation;  (2)  the  recognition  of  relative  contra- 
indications to  operation;  and  (3)  pre-operative 
treatment  to  remove  the  relative  contra-indications 
to  operation  and  bring  the  patient  within  the 
operable  class. 

Subnormal  function  of  the  kidneys  furnishes  an 
illustration  of  these  factors.  For  example,  impend- 
ing uraemia  due  to  chronic  interstitial  nephritis, 
itself  irremovable,  is  an  absolute  contra-indication 
to  operation.  In  the  presence  of  a  mild  chronic 
interstitial  nephritis  subnormal  renal  function  may 
be  due  to  the  back-pressure  of  obstruction.  Here 
the  contra-indication  is  only  relative  since  renal 
decompression  may  so  improve  the  renal  function 
that  prostatectomy  may  be  done  successfully. 
Cardiovascular  decompensation  is  another  relative 
contra-indication  to  operation  but  in  only  a  small 
proportion  of  such  cases  is  operation  precluded. 
The  majority  of  complicating  factors  are  removable 
and  after  their  removal  an  operation  can  be  per- 
formed safely.  The  surgeon's  success  is  dependent 
far  more  upon  his  ability  to  recognize  and  treat 
relative  contra-indications  and  to  select  the  proper 
time  for  operation  than  upon  his  technical  skill  in 
removing  the  obstruction. 

The  general  mortality  throughout  the  country  is 
above  20  per  cent  following  operation,  and  69  per 
cent  of  the  deaths  are  due  to  uraemia,  hasmorrhage, 
shock,  and  sepsis.  The  mortality  rate  attributable 
to  uraemia  and  sepsis  is  practically  the  same  as  that 
due  to  haemorrhage  and  shock.  In  other  words,  half 
the  operative  mortality  depends  upon  complica- 
tions existing  as  contra-indications  to  operation, 
and  half  upon  the  technical  complications  of  the 
operation.  A  reduction  in  the  mortality,  therefore, 
must  depend  upon  the  preliminary  treatment  of  the 
relative  contra-indications  and  the  prevention  of 
haemorrhage  and  shock  by  appropriate  operative 
technique. 

The  author  discusses  in  detail  some  of  the  contra- 
indications to  operation.  Of  these,  renal  failure  is  the 
most  common.  Various  methods  of  determining 
renal  function  are  mentioned.    The  author  prefers 
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the  blood-urea  test  for  retention  and  the  phthalein 
test  for  excretion,  but  states  that  the  surgeon  must 
be  familiar  with  the  various  other  tests  sometimes 
indicated.  The  simple  tests  of  the  quantity  of  the 
urine  and  the  specific  gravity  must  be  borne  in 
mind  as  they  give  important  data. 

Preliminary  treatment  before  prostatic  surgery  is 
practically  always  necessary.  In  cases  of  retention 
the  indwelling  catheter  is  preferred  when  its  use  is 
possible.  Otherwise,  a  preliminary  suprapubic 
cystotomy  should  be  done.  Preliminary  cystotomy 
has  reduced  the  mortality  of  prostatectomy  more 
than  any  other  single  procedure.  In  early  cases, 
when  the  patient  is  in  good  condition,  the  two-stage 
operation  is  not  employed.  The  success  of  prostatec- 
tomy is  dependent  chiefly  upon  preliminary  treat- 
ment. The  technical  details  in  the  enucleation  of 
the  prostate  are  of  secondary  importance. 

H.  A.  Fowler. 

Cunningham,  J.  H.:  Essentials  of  Success  in 
Prostatic  Surgery.  N.  York  M.  J.,  1920,  cxi, 
138. 

The  pre-operative  study  and  preparation  of 
patients  for  prostatic  surgery  includes  cystoscopy  by 
which  information  may  be  obtained  regarding  the 
presence  or  absence  of  malignancy,  free  drainage  of 
the  bladder  either  through  the  urethra  or  otherwise, 
various  functional  tests,  and  the  observation  of  the 
patient  during  a  period  of  time  sufficiently  long  to 
justify  judgment  as  to  his  operability. 

The  operative  cases  must  be  divided  into  those 
which  require  conservative  methods  and  those  for 
which   radical   surgery   is  more   suitable.     In  the 


former  the  Bottini  or  Chetwood  operation  or  the 
establishment  of  a  permanent  suprapubic  sinus  may 
be  done.  For  the  bar  type  of  case  with  contraction 
of  the  vesical  neck  the  punch  operation  is  indicated. 

Radical  operations  are  best  performed  under  gas- 
oxygen  anaesthesia  and  should  be  chosen  according 
to  the  individual  case.  The  suprapubic  route  Cun- 
ningham uses  only  for  patients  who  are  in  good 
general  condition  as  the  mortality  of  this  operation 
is  high.  For  patients  in  poorer  general  condition 
and  when  the  gland  is  of  the  smaller  fibrous  type,  he 
uses  the  perineal  route.  In  these  cases  either  the 
perineal  dissecting  operation  or  the  median  perineal 
enucleation  operation  may  be  done.  As  the  latter 
is  the  more  rapid  it  is  best  for  patients  in  poor  gen- 
eral condition.  Malignant  glands  should  be  radi- 
cally removed  only  in  rare  instances  as  in  this  type 
of  case  the  mortality  is  high  and  the  functional  re- 
sults are  poor. 

Great  emphasis  is  placed  on  the  importance  of 
the  postoperative  care.  This  includes  the  personal 
attention  of  the  surgeon  and  of  carefully  trained 
assistants.  To  guard  against  haemorrhage  following 
operation  by  the  suprapubic  route  Cunningham 
uses  the  Pilcher  bag.  Perineal  hemorrhage  may  be 
controlled  by  packing.  In  cases  in  which  the  punch 
operation  has  been  done  a  De  Pezzer  catheter  drawn 
snugly  down  to  the  vesical  sphincter  will  suffice. 

If  wound  infection  occurs  at  all  it  will  occur  in 
the  cases  operated  upon  by  the  suprapubic  route. 
This  should  be  guarded  against  by  avoidance  of 
trauma  to  the  wound  at  the  time  of  operation,  com- 
plete hsemostasis,  and  proper  wound  closure.  In- 
fection demands  free  drainage.        H.  I..  Sanford. 
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Mazted,  G.:  Perforating  Wounds  of  the  Eye:  An 
Investigation  of  106  Cases  Occurring  in 
Soldiers   at   a   Military   Center   in    London. 

Brit.  J.  Ophth.,  1Q20,  iv,  12. 

This  paper  reports  the  results  of  106  eye  wounds 
not  necessitating  immediate  enucleation.  The 
nature  of  the  accident,  the  seat  of  perforation,  the 
injury  to  the  lens,  the  prolapse  of  the  iris,  sym- 
pathetic ophthalmia,  and  vision  are  all  considered. 

There  was  only  one  case  of  sympathetic  ophthal- 
mia in  the  series  although  there  were  37  wounds  in 
the  danger  zone  and  46  cases  of  foreign  bodies  in 
the  eye.  In  24  of  the  46  cases  the  body  had  been 
extracted  early  with  a  magnet  before  the  patient 
was  seen  by  the  author.  The  eye  was  enucleated  in 
Q  of  the  remaining  22  cases.  One  patient  died 
following  another  operation;  9  left  the  hospital 
with  the  foreign  body  still  in  the  eye  but  had  light 
perception.  The  remaining  3  had  vision  of  3/60, 
6/36,  and  6/9  at  the  time  of  the  report. 

T.  D.  Allen. 

Key,  B.  W.:  Antidiptheritic  Serum  in  Severe 
Ocular  Infections,  with  Special  Reference  to 
Hypopyon  Keratitis.  Arch.  Ophth.,  1919,  xlviii, 
581. 

Key  reviews  extensively  the  literature  and  the 
theoretical  status  of  para-specific  serum  therapy, 
giving  the  views  not  only  of  those  who  are  en- 
thusiastic but  also  of  those  who  are  skeptical  regard- 
ing its  efficacy.  He  analyzes  23  cases  of  hypopyon 
keratitis,  2  cases  of  infection  of  the  anterior  chamber 
following  penetrating  wounds,  4  cases  of  panoph- 
thalmitis, and  I  case  of  ulcus  serpens.  Particular 
emphasis  is  laid  upon  the  effect  of  the  serum  upon 
the  general  systemic  condition  when  it  is  combined 
with  other  indicated  therapy.  In  the  cases  of 
keratitis  hot  applications,  bichloride  vaseline 
(1:5,000),  atropine,  and  when  necessary,  hot  salt- 
solution  irrigations  according  to  Verhoeflf's  tech- 
nique were  used  in  addition  to  the  serum.  As  a 
result  of  this  treatment  the  ulcer  debris  disappeared 
rapidly,  the  transparency  of  still  unhealed  corneal 
tissue  was  greatly  increased,  the  opacities  were  sur- 
prisingly mild,  and  the  vision  was  better  than 
expected. 

In  the  cases  of  penetrating  wounds  of  the  cornea 
with  infection  of  the  anterior  chamber  the  globe  was 
preserved  and  there  was  useful  vision. 

In  the  cases  of  panophthalmitis  cure  was  not 
remotely  anticipated  and  at  no  time  was  there  any 
evidence  of  it,  but  in  every  case  the  symptoms,  both 
objective  and  subjective,  subsided  and  the  infection 
rapidly  became  of  a  quiet,  mildly  virulent  type. 


The  case  of  ulcer  serpens  is  not  discussed  in  very 
great  detail. 

In  concluding  his  article  Key  reviews  the  changes 
both  general  and  local  which  follow  the  administra- 
tion of  the  serum,  emphasizing  especially  the  rapid 
relief  of  symptoms,  the  checking  of  the  infectious 
process,  the  disappearance  of  hypopyon  with  its 
reappearance  on  lapse  of  treatment  and  prompt 
disappearance  following  another  injection,  and  the 
apparent  increase  in  the  resistance  and  defense  of 
the  tissues  as  demonstrated  in  the  4  cases  of  panoph- 
thalmitis. Following  the  injection  of  the  serum, 
many  cases  in  which  long-continued  local  treatment 
had  produced  little  or  no  effect  showed  definite  im- 
provement and  cure. 

Darier  is  quoted  as  stating  that  the  strong  toxins 
such  as  diphtheria  toxin  stimulate  all  the  organs  of 
the  body  to  form  antitoxins  and  thus  the  use  of 
serum  is  effective  in  all  kinds  of  infections.  Key 
reminds  us  that  receptors  of  the  first  order  (anti- 
toxins, agglutinins,  and  precipitins)  pass  in  small 
quantities  into  the  aqueous  humor  and  that  the 
normal  cornea  shares  in  the  general  bacterial  im- 
munity. He  explains  the  local  effect  as  due  to  a 
vasomotor  action  whereby  new  and  highly  efficient 
leucocytes  are  supplied  to  the  part  in  increasing 
numbers  per  unit  of  time.  He  recommends  a  dosage 
of  2,000  units  followed  every  second  day  by  an  equal 
dose  or  daily  by  a  dose  of  1,000  units  for  three  or 
four  days.  T.  A.  Allen. 

McAll,  P.  L. :  Notes  on  a  Rare  Form  of  Subcon- 
junctival Granuloma  Met  With  in  Central 
China.    Brit.  J.  Ophth.,  1920.  iv.  20. 

The  author  describes  a  rare  tumor  growth  in  the 
conjunctiva  or  subconjunctival  tissue  of  which  he 
has  seen  about  a  dozen  cases.  This  tumor  is  with- 
out inflammation  or  ulceration.  It  is  a  painless,  red, 
firm,  fleshy  protrusion  of  the  conjunctiva  of  the 
fornix  which  as  a  rule  begins  in  the  upper  inner 
canthus  and  spreads  slowly  until  it  involves  both 
fornices  and  both  canthi,  thus  causing  the  palpebral 
fissure  to  become  concentrically  reduced.  In  an 
extreme  case,  it  is  represented  by  a  tunnel  about 
yi  in.  across,  leading  down  to  the  clear  cornea. 
This  tunnel  becomes  blocked  with  secretions  or 
eczematous  scales  with  resulting  loss  of  vision. 

The  skin  is  not  infiltrated,  but  the  conjunctiva 
is  closely  adherent.  The  growth  is  not  encapsulated, 
and  in  operating  it  is  difficult  to  determine  whether 
all  the  diseased  tissue  has  been  removed.  After 
operation  the  lids  cicatrize,  become  indurated  and 
adhere  to  the  globe,  and  the  growth  recurs. 

The  bulk  of  the  growth  is  composed  of  round  cells 
(lymphocytes)  infiltrating  normal  tissue.  No  or- 
ganisms or  parasites  have  been  discovered. 
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Benedict,  W.  L.,  and  Barlow,  R.  A.:  Treatment 
of  Chronic  Dacryocystitis.  Am.  J.  Ophlh., 
1919,  ii,  843. 

The  authors  discuss  the  advantages  and  the  techni- 
que of  the  intranasal  operation  for  chronic  dacryo- 
cystitis. "Inflammation  of  the  lacrymal  sac  may 
be  said  to  have  become  chronic  when  the  function 
of  the  drainage  apparatus  cannot  be  restored  bv  the 
use  of  medical  or  hygienic  measures,  and  operative 
procedures  have  to  be  employed  either  to  restore  the 
function  of  the  duct  or  to  remove  the  sac  and  ob- 
literate the  duct.  The  treatment  of  chronic  dacryo- 
cystitis is  ultimately  surgical.  To  dispose  of  the 
troublesome  and  dangerous  secretion  is  the  high 
aim  of  treatment.  If  at  the  same  time  the  function 
of  the  duct  can  be  restored,  a  double  aim  will  have 
been  accomplished.  Removal  of  obstruction  to  the 
intranasal  portion  of  the  duct  and  careful  use  of 
small  probes  will  be  sufficient  in  many  instances  to 
reestablish  potency  of  the  duct.  Destruction  of  the 
sac  by  actual  or  potential  cautery  accomplishes 
only  one  thing;  it  stops  the  secretion  from  the 
tissues  destroyed.  Extirpation  of  the  sac  after  the 
method  of  Meller  gives  most  satisfactory  results 
in  most  cases.  When  the  sac  has  not  been  destroyed 
it  may  be  tapped  from  the  nasal  side,  by  a  procedure 
that  will  at  the  same  time  allow  exposure  of  the 
anterior  ethmoid  cells  and  take  care  of  any  other 
intranasal  obstruction. " 

The  technique  is  described  in  detail  and  fully  il- 
lustrated. T.  A.  Allen. 

Gonzalez,  J.:  Another  Case  of  Malignant  Pteryg- 
ium (Un  case  mds  de  pterigi6n  maligno).  Med. 
Ibera,  1919,  iii,  80. 

In  1Q18  Gonzalez  published  the  results  obtained 
by  the  subconjunctival  injection  of  fibrolysin  in 
cases  of  malignant  pterygium  in  which  the  classical 
surgical  treatment  had  failed  several  times.  In  this 
article  he  reports  another  case  of  the  same  sort. 

The  patient  presented  himself  at  the  dispensary 
with  an  enormous  pterygium  on  the  left  eye.  He 
had  been  operated  upon  four  times  at  other  clinics 
and  each  time  the  condition  had  recurred.  He  ex- 
pected to  undergo  another  operation,  but  in  view 
of  the  tendency  of  the  excrescence  to  recur,  it  was 
decided  to  try  the  fibrolysin  treatment. 

From  the  internal  angle  of  the  left  eye,  near  the 
caruncle,  a  thickening  of  the  bulbar  conjunctiva  of 
fibrous  aspect,  hard  and  very  prominent,  extended 
along  the  base  of  the  conjunctival  sac,  its  most  exter- 
nal part  reaching  to  the  cornea.  The  surface  was  not 
uniform;  in  the  center  were  small  elevations  a  num- 
ber of  which  surrounded  a  larger  elevation  which  was 
red,  conical,  and  smooth.  From  the  base  of  the 
latter  a  membrane  paler  than  the  rest  of  the  excres- 
cence extended  downward  and  inserted  into  the 
free  border  of  the  lower  eyelid.  The  pterygium  cov- 
ered a  large  part  of  the  cornea,  reaching  almost  to 
the  midline  and  hiding  half  of  the  pupil.  In  the  rest 
of  the  eye  there  was  a  generalized  conjunctivitis 
with  an  abundant  secretion  of  mucus. 


The  first  three  days  of  treatment  were  devoted  to 
the  correction  of  the  congestion  since  as  a  rule  fibro- 
lysin acts  better  in  tissues  which  are  not  hyperemia. 
On  the  sixth  day,  after  ana.'sthesia  was  induced  with 
cocaine  and  adrenalin,  a  few  drops  of  a  1:50  solution 
of  fibrolysin  were  injected.  Th's  was  followed  by  a 
slight  vascular  reaction  lasting  about  fourteen  hours. 
After  that  a  slight  pallor  was  noticed  throughout  the 
pterygium,  especially  in  the  portion  covering  the 
cornea. 

Four  days  later  the  second  injection  of  the  same 
solution  of  fibrolysin  was  made.'  The  pallor  of  the 
membrane  then  became  accentuated  and  extended 
to  the  fleshy  elevation.  The  fibrous  portion  near 
the  caruncle  and  the  semilunar  fold,  however, 
showed  no  appreciable  change. 

The  same  solution  was  then  injected  a  third  time. 
The  ischaemia  in  the  zone  it  infiltrated  was  very 
marked  and  the  small  elevations  have  become  almost 
imperceptible. 

For  the  fourth  injection  a  3:100  solution  of  the 
fibrolysin  was  used.  Shght  pain  and  a  light  reac- 
tion which  followed  passed  off  in  a  few  hours.  The 
membrane  over  the  cornea  was  by  this  time  much 
thinner  and  beginning  to  become  transparent. 

After  the  fifth  injection  the  tenseness  in  the  bands 
of  symblepharon  which  decreased  the  palpebral 
aperture  disappeared,  permitting  greater  mobility 
in  the  lower  lid. 

After  the  sixth  injection  the  large  fleshy  elevation 
was  so  flat  that  it  seemed  about  to  disappear  and  the 
rest  of  the  pterygium  was  much  atrophied  and 
very  pale. 

At  the  end  of  fifteen  days  the  patient  was  dis- 
charged. The  article  contains  illustrations  showing 
the  eye  as  it  was  at  first,  the  improvement  after  the 
fifth  injection,  and  the  results  at  the  end  of  treat- 
ment. M.  M.  Matthies. 

EAR 

McKenzie,  D. :  Congenital  Redundant  External 
Meatus;  Repeated  Abscess  Formation;  Ex- 
cision. Proc.  Roy.  Soc.  Med.,  Lond.,  1919.  xiii, 
Sect.  Otol.,  5. 

The  patient,  a  boy  aged  7,  presented  at  birth  a 
redundant  auricle  on  the  right  side.  After  repeated 
operations  for  abscess  behind  and  below  the  left  ear 
the  condition  was  found  to  be  due  to  a  second  re- 
dundant external  meatus.  The  position,  pathology, 
and  probable  pathogenesis  of  the  latter  was  as 
follows: 

The  accessory  meatus  was  anterior  to  the  mastoid 
process  and  below  the  normal  meatus.  The  bony 
floor  of  the  latter  seemed  deficient  and  a  fine  skin- 
lined  fistula  connected  it  with  the  accessory  struc- 
ture. The  skin-lined  tube  was  an  inch  long  and 
ended  blindly.  It  was  surrounded  by  a  thick  fibrous 
collar  throughout,  especially  at  its  outer  end  where 
the  adjacent  tissues  were  pus-soaked.  A  second 
fistula,  that  of  the  original  abscess,  discharged 
behind   and   below   the   auricle.      A   cartilaginous 
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nodule,  probably  the  auricular  cartilage  of  the  re- 
dundant meatus,  was  distinct  from  the  latter  and 
lay  close  to  the  posterior  surface  of  the  normal 
auricular  cartilage. 

Pathologic  examination  disclosed  a  tube  simulat- 
ing a  meatus  with  suppurating  sinuses  connected  to 
it.  The  tube  was  composed  largely  of  dense  fibrous 
tissue.  It  was  bound  by  muscle  fibers  and  contained 
sebaceous  glands  and  hairs  and  islands  of  cartilage, 
but  no  cartilaginous  plate.  The  lumen  and  the 
channels  of  the  fibrous  tissue  contained  inflamma- 
tory products.  The  structure  throughout  was  most 
erratic  as  is  usual  in  an  accessory  organ. 

The  steps  in  abscess  formation  are:  first,  secretion 
into  the  lumen  of  the  meatus;  then,  pus  formation 
following  infection  through  the  fistula  into  the 
normal  meatus;  and  finally,  external  discharge 
through  the  postauricular  fistula  and  in  part 
through  the  softened  adjacent  tissue. 

Close  analysis  of  the  literature  reveals  but  four 
cases  comparable  in  detail  to  the  congenital  mal- 
formation described,  but  four  others,  in  which  the 
congenital  origin  is  doubtful,  resemble  it. 

J.  D.  Cook. 

Royster,  L.  T. :   Otitis  Media.    South.  M.  J.,  1920, 
xiii,  10. 

Royster  discusses  otitis  media  from  the  stand- 
point of  the  pediatrician.  After  emphasizing  the 
importance  of  the  complications  of  measles,  scarlet 
fever,  rhinitis,  nasopharyngitis,  whooping  cough, 
and  influenza,  and  urging  prompt  examination  of  the 
ears  when  there  is  an  unexplainable  rise  of  tem- 
perature, he  mentions  eight  distinct  types  of  infec- 
tion which  he  has  observed  following  influenza: 

Type  I.  By  far  the  most  common  type  is  that 
in  which  there  is  fever,  general  redness  of  the  drum, 
with  or  without  bulging,  and  sometimes  pain.  On 
being  incised  promptly  the  drum  discharges  a 
purulent  or  mucopurulent  bloody  fluid.  This  dis- 
charge may  continue  for  from  twenty-four  hours  to 
several  days.  The  drum  then  heals  promptly  and 
returns  to  its  natural  bluish-gray  color. 

Type  2.  A  second  type  is  one  in  which  the  drum 
does  not  heal  so  promptly  after  being  incised  and 
the  condition  runs  a  prolonged  course.  In  some 
cases  the  drainage  continues  until  the  mastoid  cells 
are  thoroughly  cleaned  out. 

Type  3  is  a  type  in  which  the  middle  ear  infection 
is  followed  very  rapidly  by  acute  mastoiditis. 

In  Type  4  there  is  a  red  bulging  drum  which  on 
incision  emits  a  single  perle  of  thick,  tenacious, 
glairy  mucus  resembling  grape  pulp.  This  is  ex- 
pelled with  evident  force  and  on  the  following  day 
the  drum  is  perfectly  normal  in  appearance. 

Type  5  is  a  type  in  which  the  drum  is  red  and 
thick  like  red  parchment  but  not  bulging.  When 
incised,  it  bleeds  freely,  scantily,  or  not  at  all,  but 
does  not  discharge  pus  or  serum.  Some  cases  clear 
up  quickly,  while  others  tend  toward  a  chronic 
course,  but  clear  up  completely  after  the  removal 
of  adenoids. 


Type  6,  This  is  a  type  in  which  the  drum  is  red 
and  when  it  is  incised  air  or  gas  under  pressure 
escapes  with  a  distinct  hissing  sound. 

Type  7  is  characterized  by  the  formation  of  a 
bleb  on  the  membrane— true  myringitis. 

In  Type  8  the  drum  is  thickened  but  not  red,  and 
there  is  fever.   Incision  of  the  drum  evacuates  pus. 

The  author  believes  that  the  drum  should  be  in- 
cised before  bulging  has  occurred.        O.  M.  Rorr. 

Blackwell,  H.  B.:   The  Treatment  of  the  Chronic 
Discharging  Ear.     iV.   I'ork  M.  J.,  1919.  ex,  933. 

The  .successful  treatment  of  chronic  otorrhoca 
depends  upon  removing  the  pus  thoroughly  and 
regularly  and  keeping  the  canal  not  only  clean  but 
dry.  The  physician  should  instruct  the  patient  how 
to  do  this.  The  chief  requisite  for  successful  results 
is  aeration  of  the  middle  ear.  The  tympanic  cavity 
must  have  a  free  opening  to  the  air,  both  externally 
by  way  of  the  auditory  canal,  and  internally  by  way 
of  the  eustachian  tube.  The  removal  of  granulation 
tissue  in  the  form  of  nasal  polyps  should  invariably 
precede  curative  measures  of  any  kind.  To  obtain 
internal  aeration  by  way  of  the  eustachian  tube  all 
causes  of  nasal  obstruction,  such  as  deflected  septa 
or  nasal  polyps,  should  be  curetted  or  removed. 

For  the  treatment  of  a  profuse  discharge  from  the 
ear  boric  acid  irrigations  are  recommended.  These 
should  be  repeated  as  often  as  necessary  to  remove 
the  pus  and  lessened  as  the  discharge  diminishes. 

J.  J.  King. 

Lewis,  J.  D. :    Acute  Mastoiditis.    Minnesota  Med., 
1920,  iii,  15. 

In  order  to  establish  prompt  and  adequate 
tympanic  drainage,  the  older  practice  of  merely 
puncturing  the  drumhead  (paracentesis)  should  be 
replaced  by  free  incision  (myringotomy).  This 
measure  often  serves  not  only  to  terminate  the 
purulent  condition  of  the  middle  ear  but  to  prevent 
a  further  extension  of  the  process  beyond  the 
tympanic  cavity. 

After  the  performance  of  myringotomy  or  the 
occurrence  of  spontaneous  rupture  of  the  drum- 
head invasion  of  the  mastoid  cells  is  indicated  when 
the  streptococcus  capsulatus  is  found  to  be  the 
predominant  organism  in  the  aural  discharge.  This 
virulent  organism  induces  extremely  rapid  ex- 
tension and  destruction.  In  3  cases  of  mastoiditis 
of  pneumococcic  origin  recently  operated  upon  by 
the  author  the  mastoid  involvement  followed  in 
from  five  to  eight  days  after  the  acute  aural  infec- 
tion. 

Marked  impairment  of  the  hearing  and  a  sudden 
cessation  of  the  aural  discharge,  indicating  an  inter- 
ference with  drainage,  afford  conclusive  evidence 
of  mastoiditis  and  indicate  operative  intervention. 
Other  relable  manifestations  are  the  unsymmetrical 
meat!  in  the  otoscopic  picture  and  a  persistent 
discharge  from  the  middle  ear  continuing  for  ten 
days  or  longer. 
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The  performance  of  mastoidectomy  before  the 
onset  of  complications  is  attended  with  little  risk 
even  when  the  sigmoid  sinus  and  dura  are  un- 
covered for  inspection  provided  the  dura  is  not 
wounded  at  operation. 

The  author  concludes  his  article  with  the  state- 
ment that  while  conservatism  in  itself  is  commend- 
able, it  is  not  expressed  by  deferring  myringotomy 
or  mastoidectomy  when  they  are  indicated. 

J.  J.  King. 

MacNaughton,  P.  D.,  and  Swift,  G.  W.:  Some 
Observations  Recorded  in  a  Series  of  159 
Mastoid  Operations  at  Fort  Riley,  Kansas, 
from  September,  1917,  to  August,  1,  1918.  Mil. 

Surgeon,  1920,  xlvi,  94. 

The  report  includes  159  primary  operations  and 
26  secondary  operations,  making  a  total  of  185. 
Simple  mastoidectomy  was  the  usual  procedure. 
In  a  fair  proportion  of  cases  it  was  necessary  to 
remove  the  posterior  superior  wall  of  the  external 
canal  down  to  the  annulus  because  of  the  extensive 
necros's.  Primary  radical  mastoidectomy  was  per- 
formed in  15  cases.  Ligation  of  the  jugular  vein 
and  closure  of  the  lateral  sinus  were  done  in  4  cases. 
The  dura  was  extensively  exposefd  in  4  cases  in 
which  the  radiographs  showed  necrosis  of  the  dural 
plate.  One  extradural  abscess  and  one  temporal 
lobe  abscess  were  drained.  Both  of  these  patients 
recovered. 

The  tonsil  was  found  to  play  an  important  part 
in  the  infections  of  the  streptococcic  type.  The 
blood  cultures,  which  showed  the  presence  of 
streptococcus  haemolyticus,  and  the  postmortem 
findings  indicated  that  mastoiditis  is  not  always 
due  to  direct  extension  from  the  nasal  and  pharyn- 
geal membranes  by  way  of  the  eustachian  tube; 
that  the  tonsil  is  the  usual  seat  of  infection  of  the 
blood  stream:  that  otitic  meningitis  is  a  rare  com- 
plication; and  that  general  meningitis  may  occur 
with  mastoid  infection  and  may  be  independent  of 
the  mastoid  infection. 

On  the  basis  of  the  observations  reported,  the 
authors  arrive  at  the  following  conclusions: 

1.  The  tonsil  plays  an  important  role  in  the 
etiology  of  mastoiditis  of  the  acute  type. 

2.  A  primary  focus  developing  in  the  mastoid 
area  is  of  acute  onset;  rapid  destruction  of  bone  is 
the  result. 


3.  Other  infections,  such  as  pneumonia,  meningi- 
tis, and  toxic  joints,  frequently  occur  at  the  same 
time. 

4.  The  most  reliable  diagnostic  symptom  during 
the  entire  course  of  mastoiditis  is  the  persistent 
headache. 

5.  The  value  of  radiograms  before  and  after 
operation  depends  upon  the  technique  and  their 
interpretation.  They  should  form  a  part  of  the 
preparation  for  operation  and  after-treatment. 

6.  Meningitis  due  to  extension  from  the  mastoid 
was  very  rare  in  this  series     Only  one  case  was. 
of  otitic  origin. 

7.  Meningitis  due  to  blood-stream  infection  of 
the  streptococcus  type  frequently  occurs  when  the 
mastoiditis  also  is  due  to  blood-stream  infection. 

8.  Exposure  and  breaking  through  of  the  lateral 
sinus  and  dura  during  operation  are  not  serious 
accidents  but  should  be  avoided  when  possible. 

9.  Ligation  of  the  jugular  vein  should  be  antic- 
ipated at  all  mastoid  operations. 

10.  Carrel-Dakin  solution  and  dichlorazine  paste 
are  of  great  benefit  in  the  after-treatment.  The 
former  helps  to  cleanse  the  wound  of  secretion  and 
may  be  used  safely  every  second  or  third  day.  The 
paste  should  be  fresh  and  its  application  should  be 
begun  at  the  third  dressing. 

11.  Serum  treatment  is  of  no  avail  when  the 
radiograms  show  involvement  of  the  cells  but  is  of 
great  benefit  when  a  septic  temperature  follows 
operation.  All  patients  with  blood-stream  strepto- 
coccus infection  should  be  given  anti-streptococcus 
serum  intravenously  for  several  days  after  opera- 
tion. It  is  best  given  in  25  c.c.  doses  every  three  or 
four  days.  There  is  little  reaction  and  the  result- 
ant fall  in  temperature  is  remarkable.    J.  J.  King. 

Dickson,  T.  A.:  The  Mastoid  Operation  under 
Local  Anaesthesia.  Texas  Slate  J.  M.,  igig., 
XV,  290. 

For  mastoid  operations  the  author  uses  novocaine 
along  the  auricularis  magus  and  occipitalis  minor, 
over  and  around  the  tip,  down  the  side  of  the  canal, 
and  above  the  zygomatic  ridge.  After  the  mastoid  is 
exposed,  the  tip  is  opened  with  rongeur  forceps. 
When  the  cells  have  been  cleaned  up  to  the  antrum 
and  this  cavity  has  been  opened,  the  solution  is 
introduced  and  left  until  the  field  is  thoroughly 
cleansed.  O.  M.  Rorr. 
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Coates,  G.  M.,  and  Raskin,  M.:  The  Technique  of 
Tonsillectomy  in  Use  at  the  Camp  Hancock 
Army  Hospital,  1918.  N.  York  M.  J.,  1920,  cxi, 
92. 

The  author  gives  credit  for  the  first  description  of 
the  method  which  is  the  subject  of  this  article  to 
Lewis  of  Jefferson  Medical  College.  The  excellences 
claimed  for  it  are  that  its  technique  is  simple  and  can 
be  executed  quickly,  it  is  applicable  to  local  or  gen- 
eral anaesthesia,  and  it  shortens  the  convalescence. 
The  authors  have  never  noted  primary  or  secondary 
haemorrhage  or  any  other  complications  consequent 
to  its  use. 

After  a  hypodermic  of  morphine  and  atropine  in 
the  cases  of  nervous  patients,  10  per  cent  cocaine 
hydrochloride  is  slowly  applied  to  the  plicae,  the 
anterior  pillars,  the  base  of  the  uvula,  the  pharynx, 
and  the  base  of  the  tongue,  and  an  applicator  dipped 
in  10  per  cent  cocaine  is  inserted  for  several  minutes 
between  the  base  of  the  tongue  and  first  one  and 
then  the  other  tonsil.  The  point  for  hypodermic  in- 
jection is  the  midpoint  of  the  anterior  pillar.  After 
the  application  here  oi  s}4  per  cent  of  iodine,  a 
straight  hypodermic  needle  is  inserted  just  beneath 
the  anterior  pillar,  inclined  laterally,  and  pushed 
in  I  or  2  cm.,  the  fluid  being  lodged  between  the 
capsule  and  the  superior  constrictor  muscle.  The 
anaesthetic  of  choice  is  2  c.c.  of  apothesine  in  normal 
salt  solution  and  several  minims  of  adrenalin  chloride 
1:1,000,  but  o.i  of  I  per  cent  cocaine,  i  per  cent 
novocaine,  or  even  normal  salt  solution  may  be 
used.  Injections  may  be  made  into  both  tonsUs  at 
once.  Inability  to  articulate  is  evidence  that  good 
anaesthesia  has  been  obtained. 

The  incision  is  begun  and  continued  at  all  times 
just  within  the  tonsillar  tissue.  The  cut  begins  just 
back  of  the  lower  part  of  the  anterior  pillar,  follows 
this  upward,  and  sweeps  over  the  grasp  of  the 
forceps  and  down  to  the  base  of  the  tonsil  just 
anterior  to  the  posterior  pillar.  The  depth  of  the  cut 
is  sufficient  to  insure  the  eversion  of  the  tonsil.  For 
the  anterior  incision  the  knife  is  held  as  nearly  as 
possible  across  the  fauces  from  the  opposite  corner 
of  the  mouth  in  order  to  undermine  the  anterior 
pillar,  and  any  obstructing  plica  triangularis  is  cut. 
At  the  superior  pole  of  large  submerged  tonsils  the 
cut  is  deepened.  The  posterior  incision  is  made  com- 
paratively shallow  in  order  to  avoid  injury  to  the 
palatopharyngeus    muscle. 

In  the  second  step  of  the  operation  the  released 
forceps  are  threaded  through  the  snare  loop  and 
re-applied  more  deeply  in  the  tonsil,  the  upper  blade 
preferably  in  the  upper  incision.  The  forceps  hand 
holds  the  snare  with  the  little  finger.    Next,  the 


depressor  is  withdrawn  and  the  snare,  transferred 
to  the  other  hand,  encircles  the  lower  pole.  The 
tonsil  is  everted  by  traction  medianward  with  the 
forceps  and  gentle  pressure  with  the  snare  loop 
against  the  pillars.  Having  been  severed  with  the 
snare,  it  is  then  removed  inside  out  and  with  the 
capsule   intact. 

In  the  cases  reviewed  the  greater  number  of  fossae 
were  practically  dry  and  in  no  cases  was  ligation 
necessary.  The  tendency  to  bleed  is  easily  con- 
trolled by  inserting  between  the  pillars  a  gauze 
sponge  saturated  in  equal  parts  of  the  tinctures  of 
ferric  chloride  and  iodine  and  the  compound  tincture 
of  benzoin.  Such  sponges  may  be  left  in  place  for 
hours. 

Postoperative  treatment  was  limited  to  soft  or 
liquid  diet  of  1,500  calories  for  two  or  three  days,  a 
tepid  gargle  of  a  i  :4,ooo  solution  of  potassium 
permanganate  every  three  hours,  and  at  times  the 
experimental  application  of  a  5  per  cent  solution  of 
dichloramine-T  in  chlorcosane  oil  twice  a  day. 

J.  D.  Cook. 


Bishop,  W.:    Tonsillectomy. 

xxxix,  644. 


J.-Lancet,  1919,  n.s. 


The  author  deplores  the  great  number  of  in- 
complete tonsillectomies  performed,  gives  his  own 
technique,  and  draws  attention  to  several  points 
necessary  to  prevent  leaving  portions  of  tonsil  tissue 
behind. 

The  instruments  used  are  a  scalpel,  a  Lee- Kurd 
combination  dissector  and  pillar  retractor,  a  tonsil 
forceps,  a  tongue  depressor,  haemostats  and  sponge 
holders,  and  a  snare.  General  anaesthesia  is  re- 
served for  children  and  nervous  adults.  Local 
anaesthesia  is  induced  by  a  few  injections  (10 
minims)  of  1*5  per  cent  cocaine  solution  to  which 
adrenalin  chloride  may  be  added  (i  drop  of  a  i  :iooo 
solution  to  4  c.c.  of  cocaine  solution). 

The  initial  incision  extends  along  the  free  margin 
of  the  anterior  pillar  in  its  entire  length,  cutting 
through  the  plica  tonsillaris  which  spreads  over  the 
edge  of  the  pillar  onto  the  face  of  the  tonsil.  The 
plica  having  been  cut  through,  the  scalpel  is  slipped 
under  the  edge  of  the  anterior  pillar,  between  it  and 
the  capsule  of  the  tonsil,  and  inserted  to  a  depth  of 
}4  in.  The  pillar  is  then  separated  from  the  capsule 
by  a  sweeping  excursion  of  the  scalpel.  This  having 
been  done,  the  anterior  pillar  is  retracted  outward 
with  a  retractor,  the  glistening  capsule  of  the  tonsil 
being  exposed  to  view.  This  is  then  grasped  firmly 
in  the  tonsil  forceps,  care  being  taken  to  include  the 
uppermost  portion.  The  forceps  once  applied  should 
not  be  removed  until  the  operation  has  been  com- 
pleted. The  tonsil  firmly  grasped  in  the  forceps  is 
then   pulled   downward   and   forward   toward   the 
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center  of  the  mouth,  and  by  a  sweeping  excursion 
of  the  dissector  made  to  follow  its  contour  is  sepa- 
rated from  the  connective-tissue  anchorage.  On 
reaching  the  top  of  the  tonsil,  the  delicate  posterior 
pillar  is  separated  from  the  capsule  by  pushing  the 
dissector  backward  and  downward  close  to  the  tonsil 
and  following  its  contour.  The  operation  is  com- 
pleted with  the  snare. 

The  three  sites  where  tonsil  remnants  are  found 
most  frequently  and  which  therefore  should  be  care- 
fully inspected  are:  (i)  the  so-called  velar  lobe  of 
the  tonsil  high  up  under  the  anterior  pillar;  (2)  the 
back  of  the  anterior  pillar;  and  (3)  at  the  base  low 
down  near  the  tongue.  O.  M.  Rott. 

Gill,  E.  G.:  The  Technique  for  Enucleation  of 
the  Tonsils  with  Local  Anaesthesia:  Report 
of  Two  Interesting  Cases  with  Pleasing  Re- 
sults.   Laryngoscope,  1919,  xxix,  715. 

The  technique  employed  by  Gill  in  the  enuclea- 
tion of  tonsils  under  local  anaesthesia  is  as  follows: 

Twenty  minutes  prior  to  the  operation,  while  still 
in  his  own  room,  the  patient  is  given  a  hypodermic 
of  1/6  gr.  morphine  sulphate  with  1/180  gr.  atropine 
sulphate.  At  the  end  of  twenty  minutes  he  is  brought 
to  the  operating  room  on  a  carriage  and  placed  on 
the  table  in  a  semi-reclining  position.  A  small 
amount  of  10  per  cent  cocaine  is  then  applied  by 
means  of  a  cotton  applicator  to  the  posterior  two- 


thirds  of  the  tongue  and  the  outer  surface  of  the 
tonsils.  Next,  a  solution  of  x  per  cent  procaine,  4 
drams  of  which  contain  10  minims  of  1:1000  adren- 
alin chloride,  is  injected  into  the  base  of  the  tonsil, 
the  space  between  the  posterior  pillar  and  the  ton- 
sil, the  superior  pole  of  the  tonsil  between  the  ton- 
sillar tissue  and  the  mucous  membrane  of  the  plica, 
and  between  the  anterior  pillar  and  the  tonsil. 
After  the  solution  has  been  injected  first  into  the 
right  and  then  into  the  left  tonsil,  the  right  tonsil  is 
grasped  with  a  curved,  mouse-tooth,  scissor-handled 
forceps  with  narrow  blades  about  2  inches  long.  One 
of  the  most  important  steps  in  the  operation  is  the 
securing  of  a  firm  grasp  on  the  tonsil.  This  is  best 
done  by  firmly  planting  the  upper  blade  of  the  for- 
ceps into  the  capsule  just  below  the  upper  angle  of 
the  converging  pillars,  inserting  the  lower  blade  to 
the  same  depth  in  the  inferior  flexion  of  the  capsule, 
and  then  locking  the  handles.  Traction  is  now  made 
on  the  handle  of  the  forceps  and  the  tonsil  pulled  up 
and  out.  Next,  a  small  snip  is  made  with  the  scis- 
sors at  the  upper  angle  where  the  tonsillar  capsule 
and  the  converging  pillars  meet.  The  posterior  pillar 
is  then  separated,  and  to  separate  the  anterior  pillar 
the  blades  of  the  scissors  are  opened  and  the  right 
blade  is  carried  around  the  anterior  surface  of  the 
tonsil.  To  separate  the  tonsil  from  the  fossa  a  Hurd 
separator  is  used  and  the  operation  is  finished  with  a 
Tyding  snare.  O.  M.  Rott. 
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STEiN.   Dental  Cosmos,  1920,  Ixii,  89. 

Pyorrhoea — ^its  causes  and  cure.  Ryan.  Am.  J.  Clin. 
Med.,  1920,  xxvii.  28. 

The  histopathology  of  the  jaws  and  apical  dental  tissues. 
E.  S.  Talbot.    Dental  Cosmos,  1920,  Ixii,  82. 

A  case  of  epithelioma  of  the  tongue  with  large  secondary 
deposits  in  the  cervical  and  sublingual  glands  treated  with 
aminopropionate  of  copper  in  a  man  aged  65.  J.  Donelan. 
Proc.  Roy.  Soc.  Med.,  Lond.,  1919.  xiii.  Sect.  Lar>-ngol., 
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OPERATIVE  SURGERY  AND  TECHNIQUE 

Soresi,  A.  L. :    Haemostasis  Obtained  with  Small 
Rubber  Bands  Instead  of  Ligatures.     N.  York 

M.  J.,  1920,  cxi,  96. 

It  is  claimed  by  the  author  that  rubber  bands  are 
preferable  to  ligatures  except  where  they  may 
become  the  center  of  a  calculus  as  in  the  bladder. 
The  band  is  slipped  over  the  artery  forceps  and 
boiled  with  the  instrument.  The  vessel  having  been 
caught  in  the  usual  way,  the  band  is  dislodged  from 
its  seat  over  the  hinge  with  the  thumb  forceps  and 
slipped  to  rest  around  the  vessel.  Unlike  a  ligature, 
the  band  cannot  slip,  cut,  or  come  untied.  Moreover, 
it  can  be  applied  more  rapidly  and  effects  haemostasis 
more  readily,  as  it  requires  no  tying  or  cutting. 

The  author  claims  that  pure  rubber  is  better 
tolerated  by  the  tissues  than  any  other  material. 
As  the  technique  in  the  use  of  rubber  bands  elimin- 
ates contact  with  the  hands,  infection  is  impossible. 
Rubber  bands  are  cheaper  than  ligatures  and  when 
they  are  applied  the  stumps  do  not  slough. 

M.  J.  Gelpi. 

Rouffart,  E. :  The  Value  of  the  Various  Laparotomy 
Incisions  in  Gynecology  and  Obstetrics  (De  la 

valeur  de  differentes  incisions  dans  les  laparotomies 
en  gynecologic  et  en  obstetrique).  Arch.  mens,  d'obst. 
et  de  gynec,  1919,  viii,  577. 

Roufifart  states  that  the  anatomical  structure  of  the 
abdominal  wall  gives  at  least  a  theoretical  superior- 
ity to  transverse  incisions.  The  most  important 
question  to  be  considered  as  regards  any  abdominal 
incision  is  eventration.  In  debilitated  women  who 
suffer  from  malnutrition  or  the  effects  of  a  malig- 
nant tumor,  nephritis,  syphilis,  or  other  condition 
the  vertical  laparotomy  is  often  followed  by  rupture 
of  the  abdominal  sutures  and  intestinal  hernia. 
Surgeons  who  have  used  the  Pfannenstiel  incision, 
on  the  other  hand,  have  not  observed  such  eventra- 
tions. 

By  substituting  closure  in  four  planes  for  closure 
in  one  plane.  Winter  of  Berlin  decreased  the  incidence 


of  eventration  from  50  to  8  per  cent.  Most  even- 
trations occur  when  a  primary  union  is  not  obtained. 

In  transverse  incisions  which  heal  by  first  inten- 
tion the  percentages  of  eventration  have  been  low, 
varying  from  3  to  about  6  per  cent.  Rapin  collected 
3,139  cases  of  transverse  incisions  in  which  there  were 
only  7  cases  of  hernia  and  in  this  article  Rouffart 
reviews  1,506  cases  in  which  postoperative  hernia 
occurred  in  only  0.33  per  cent. 

Rouffart  sums  up  his  study  as  follows: 

1.  While  meeting  all  the  exigencies  of  operation, 
the  median  longitudinal  laparotomy  incision  in 
some  cases  gives  rise  to  eventration.  This  sequela 
is  especially  frequent  in  wounds  uniting  by  second- 
ary intention. 

2.  Every  median  longitudinal  incision  should  be 
sutured  in  such  a  manner  that  the  scar  is  reinforced 
by  the  recti  muscles. 

3.  Lateral  longitudinal  incisions  which  divide  the 
muscles  and  disturb  their  nutrition  by  sectioning 
the  nerves  should  be  rejected  as  they  predispose  to 
eventration. 

4.  Because  of  its  superiority  from  the  anatomical 
and  clinical  viewpoints  the  transverse  incision  is  to 
be  preferred  to  the  longitudinal  incision  in  the  major- 
ity of  gynecological  and  obstetrical  laparotomies. 

W.  A.  Brennan. 

ANESTHESIA 

Rood,  F.:     Anaesthesia  in  Throat  and  Nose  Opera- 
tions.   Lancet,  1920,  cxcviii  433. 

The  author  advocates  ether  as  the  proper  anaes- 
thetic for  operations  upon  the  nose  and  throat. 
There  are  two  degrees  of  anaesthesia,  deep  and  light. 
In  the  former  the  reflexes  are  gone,  the  pupils  are 
dilated,  the  light  reflex  is  absent,  and  the  respirations 
are  shallow  and  regular.  In  light  anaesthesia  there 
is  muscular  relaxation  and  regular  respiration  but 
the  laryngeal  and  pharyngeal  reflexes  are  still 
present.  In  this  type  the  patient  is  able  to  cough 
up    blood    and    in    some    cases    there    may    be  a 
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spasm  of  the  cords  with  marked  dyspna*a.  The 
author  therefore  advocates  the  deep  ana.'sthesia. 
He  describes  a  method  by  which  it  can  be  induced 
in  from  six  to  eight  minutes  with  a  saturated  wad  of 
loose  gauze  similar  to  the  Clover  inhaler. 

This  method  has  a  special  application  in  otorhino- 
laryngological  surgery.  By  its  use  inhalation  of 
blood  due  to  the  absence  of  pharyngeal  and  laryn- 
geal reflexes  is  prevented  and  postnasal  packs  be- 
come unnecessary.  The  annoyance  of  churned-up 
blood  caused  by  the  return  blast  of  air  in  the 
intratracheal  insufflation  method  is  also  avoided. 
In  tonsil  and  adenoid  surgery  this  deep  ether 
anaesthesia  is  preferable  when  the  nasopharynx  is 
made  dependent  by  raising  the  shoulders  and  bend- 
ing the  head  back.  It  gives  the  operator  a  quiet 
field  and  ample  time  to  stop  ha;morrhage.  It  is 
advantageous  also  in  laryngeal  work  when  there  is 
danger  of  spasm  of  the  cords  and  pharynx.  In 
cases  of  obstruction  due  to  a  tumor,  however, 
chloroform  may  be  indicated  to  avoid  the  conges- 
tion caused  by  ether.  W.  J.  Greenfield. 

Dowman,  C.  E.:  Local  Anaesthesia  in  Neurosur- 
jjery,  with  Special  Reference  to  Its  Value  in 
Evulsion  of  the  Sensory  Rpot  of  the  Gasserian 
Ganglion.    J.  Am.  M.  Ass.,  1920,  Ixxiv,  382. 

Local  anaesthesia  is  now  being  employed  in  every 
branch  of  surgery.  Until  recently  its  application  to 
brain  surgery  was  strictly  limited,  but  the  expe- 
rience of  the  war  so  greatly  widened  its  field  that 
at  the  present  time  it  is  used  successfully  for  such 
operations  as  subtemporal  or  cerebellar  decom- 
pression, drainage  of  brain  abscesses,  elevation  of 
depressed  skull  fractures,  exploration  for  tumors  or 
cysts,  laminectomies,  operations  on  the  peripheral 
nerves,  and  the  removal  of  the  gasserian  ganglion. 
By  means  of  it  the  danger  of  haemorrhage  and  shock 
is  almost  entirely  eliminated. 


The  author  uses  a  0.5  per  cent  procaine  so- 
lution each  ounce  of  which  contains  1 5  minims  of 
adrenalin  1:1,000.  This  he  injects  by  means  of  a 
long  needle  and  a  Luer  syringe  with  a  capacity  of 
at  least  20  ccm. 

In  operations  on  the  gasserian  ganglion  and  its 
roots  the  first  injection  is  made  through  the  scalp 
above  the  galea  and  followed  by  massive  infiltration 
along  the  field  of  operation.  The  skull  can  now  be 
entered  painlessly  and,  as  is  well  known,  the  dura 
and  brain  are  insensible  to  pain.  The  dura  is  gently 
retracted,  the  middle  meningeal  artery  exposed  and 
clamped,  and  the  mandibular  branch  of  the  ganglion 
exposed.  As  the  foramen  ovale  is  reached  the  third 
branch  is  injected  and  by  following  its  course  the 
ganglion  itself  is  anaesthetized.  The  sensory  root 
can  now  be  avulsed  without  any  discomfort  to  the 
patient  whatsoever. 

While  as  a  rule  the  dangers  of  the  method  are 
slight  and  the  advantages  are  great,  the  procedure 
is  not  advocated  for  children  or  very  nervous  adult 
patients.  Louis  Handelhax. 

SURGICAL  INSTRUMENTS  AND  APPARATUS 

Watson,  E.  W. :     An  Instrument  for  Illumination 
and  Suction  in  Certain  Suprapubic  Operations. 

/.  Am.  M.  Ass.,  1920,  Ixxiv,  389. 

The  author  describes  an  instrument  which  he 
devised  for  illuminating  the  bladder  and  emptying 
it  of  blood  or  urine  during  operations  in  which  a  full 
view  of  the  operative  field  is  necessary  as  in  resections 
of  the  bladder  wall,  transplantations  of  the  ureter, 
etc. 

The  instrument  consists  of  a  lamp  carrier  which  is 
inserted  in  place  of  the  obturator  after  the  introduc- 
tion of  the  cystoscope,  and  of  a  section  channel  at 
the  outer  end  of  which  is  a  connection  for  the  attach- 
ment of  a  suction  pump.  Horace  Binxey. 
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HEAD 

LeCount,  E.  R.,  and  Apfelbach,  C.  W.:  The  Patho- 
logic Anatomy  of  Traumatic  Fractures  of 
Cranial  Bones  and  Concomitant  Brain  In- 
juries.  /.  Am.  M.  Ass.,  1920,  Ixxiv,  501. 

The  authors  report  the  autopsy  findings  in  504 
cases  of  fracture  of  the  skull  with  injury  to  the  brain. 
About  85  per  cent  of  the  cases  were  simple  linear 
fractures  with  branches.  In  the  remainder  the 
bones  were  extensively  comminuted  and  some  of  the 
fragments  were  depressed.  While  the  bones  of  the 
cranial  base  were  involved  slightly  more  than  those 
of  the  vault,  both  were  involved  in  varying  degrees 
in  all  but  about  8  per  cent  of  the  cases.  When 
grouped  according  to  the  fossae  chiefly  affected,  the 
incidence  was  as  follows:  posterior  fossae,  178; 
middle  fossae,  166;  anterior  fossae,  61;  vault,  49. 


Of  the  injuries  of  the  brain  concomitant  with 
fracture  of  the  cranial  bones  those  of  the  outside  of 
the  brain  were  most  frequent,  owing  partly  to  the 
in-bending  of  the  cranial  bones,  but  chiefly  to  the 
bumping  of  the  brain  against  the  bones. 

When  the  brain  is  bruised  subdural  traumatic 
haemorrhages  result  most  frequently  from  lacerated 
cerebral  veins.  The  cortical  vessels  also  are  often 
bleeding  and  torn. 

The  most  frequent  change  noted  in  autopsies  on 
patients  dying  from  fracture  of  the  skull  was 
traumatic  oedema  of  the  brain,  and  in  a  few  cases 
this  was  the  only  change  of  sufficient  importance 
to  explain  the  death.  As  in  other  forms  of  oedema  of 
the  brain,  the  convolutions  are  flattened,  the  cerebral 
veins  relatively  empty  and  flattened,  the  peripheral 
ends  of  the  sulci  closed  up  more  or  less  tightly,  and 
the  fluid  in  the  leptomeninges  is  greatly  lessened. 
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When  the  a'dcma  is  marked,  the  visceral  layer  of 
the  arachnoid  is  dry  and  finely  granular. 

The  authors  give  the  histories  of  the  cases  with 
illustrations  and  measurements  of  the  fractures  and 
blood  clots.  H.  A.  McKnight. 

Adson,  A.  W. :  The  Surgical  Treatment  of  Gum- 
matous Osteitis  of  the  Skull.  J.  Am.  M.  Ass., 
1920, Ixxiv,  385 

Gummatous  osteitis  occurs  in  late  syphilis  and 
involves  the  outer  table  of  the  skull  alone  or  the 
outer  and  inner  tables  plus  the  dura  and  the  brain. 
The  gumma  may  be  an  isolated  condition,  but  is 
more  apt  to  be  associated  with  numerous  lesions 
on  the  skull.  These  lesions  vary  in  size  from  o .  5  to 
4  cm.  The  smaller  ones  present  a  fluctuating  mass, 
while  those  which  are  larger  are  necrotic  sup- 
purating ulcers  of  the  bone  and  usually  open  spon- 
taneously. 

In  addition  to  specific  treatment,  local  surgical 
treatment  consisting  of  the  removal  of  the  seques- 
trum or  dead  bone  is  necessary.  The  author 
reports  a  case  of  brain  abscess  in  which  wound 
infection  developed  after  operation  and  resulted  in 
retraction  of  the  skin  edges  and  exposure  of  the 
parietal  bone  over  an  area  measuring  about  9  by 
6  cm.  Considerable  difficulty  was  being  encountered 
in  effecting  granulation  when  the  child  accidentally 
bumped  its  head,  loosening  the  outer  table  of  the 
exposed  bone.  This  was  then  lifted  off  and  granula- 
tion quickly  followed. 

The  same  principle  has  since  been  applied  in  4 
cases  of  gummatous  osteitis.  That  is,  the  skin 
margins  were  elevated  and  freshened  and  the 
necrotic  bone  was  removed  with  a  chisel  or  rongeur 
to  a  depth  where  living  bone  was  exposed.  After 
the  removal  of  the  sequestrum,  wet  dressings 
saturated  in  either  boric  acid  or  saline  solution 
should  be  applied.  If  granulation  is  slow  after  this, 
resort  may  be  had  to  skin  grafting. 

In  a  brief  summary  the  author  suggests  that 
similar  treatment  be  applied  also  to  areas  of  denuded 
bone  in  non-luetic  cases  since  granulation  will 
always  be  hastened  by  the  removal  of  the  outer 
table  of  the  skull. 

Henschen  and  Nager:  Operation  by  the  Paranasal 
(Transethmoid)  Route  in  Cases  of  Hypophyseal 
Tumors;  Remarks  on  the  Surgery  of  the  Base 
of  the  Brain  (Die  paranasale  (transethmoidale) 
Operation  des  Hypophysis  Tumors  nebst  Bemerkun- 
gen  zur  Chirurgie  des  Schaedelbasis).  Cor. -hi.  f. 
schiveiz.  Acrzte,  1919,  xlix,  1289. 

The  authors  give  a  resume  of  the  various  surgical 
methods  employed  to  remove  hypophyseal  tumors  as 
well  as  those  used  in  operations  involving  the  base 
of  the  brain  in  general.  They  mention  especially 
the  transethmoid  method,  the  septal  method  of 
Hirsch.  This  was  used  in  60  reported  cases,  35  of 
which  were  operated  upon  by  Hirsch  himself. 
The  mortality  was  only  13  per  cent  while  in  cases 
operated  upon  by    the   Schloffer-Eiselberg   method 


it  was  35  per  cent.  In  39  sublabial  septal  operations 
performed  by  Gushing  there  was  only  i  death. 

The  authors  give  also  the  details  of  a  case  operated 
upon  by  Chiari's  paranasal  transethmoid  method. 
The  patient  was  an  electrician  30  years  of  age  who 
for  some  time  had  noticed  that  his  hands  and  feet 
were  increasing  in  size.  This  change  was  associated 
with  loss  of  appetite,  nervous  disturbances,  fatigue, 
headaches,  and  progressive  sexual  impotence. 
Examination  revealed  general  thickening  of  the 
bones,  especially  those  of  the  cranium  and  extrem- 
ities, marked  adiposity,  atrophy  of  the  testicles, 
and  bitemporal  hemianopsia.  Three  months  later 
there  was  a  lacteal  secretion  from  both  breasts 
which  chemical  examination  showed  to  be  quite 
similar  to  woman 's  milk.  A  roentgenological  exami- 
nation demonstrated  marked  thickening  of  the  bones 
of  the  head,  abnormal  enlargement  of  the  sinus  cavi- 
ties, and  considerable  enlargement  of  the  sella  turcica. 

A  left  paranasal  (transethmoid)  operation  was 
done  under  local  anaesthesia.  Haemorrhage  was  not 
excessive  and  there  was  no  pain  except  at  the 
moment  when  the  sphenoid  sinus  was  trephined. 
When  this  sinus  was  opened  a  few  cubic  centimeters 
of  brownish-yellow  fluid  escaped.  The  sella  turcica 
was  cleared  by  a  few  strokes  of  the  curette,  a  tampon 
of  iodoform  gauze  was  inserted  and  brought  out 
through  the  left  paranasal  fossa,  and  the  paranasal 
incision  was  sutured. 

There  were  no  postoperative  complications. 
After  the  first  month  marked  improvement  occurred 
in  both  the  subjective  and  the  objective  symptoms. 
The  feet,  hands,  head,  and  breasts  became  smaller 
and  the  general  adiposity  decreased.  A  roentgen- 
ographic  examination  showed  that  the  sella  turcica 
had  contracted  in  all  its  dimensions  and  that  its 
fundus,  which  had  been  thinned,  had  become  thick- 
er. Twenty  months  after  the  operation  the  patient's 
general  condition  was  excellent  in  every  respect. 

The  histological  examination  of  the  tissue  removed 
by  the  curette  showed  that  the  hypophyseal  tumor 
was  a  benign  adenoma.  W.  A.  Brennan. 

Gillies,  H.  D.:    Plastic  Surgery  of  Facial  Burns. 

Snrg.,Gynec.  or  Ohsi.,  1920,  xxx,  121. 

The  character  and  the  extent  of  burn  disfigure- 
ments are  in  direct  proportion  to  the  intensity  and 
duration  of  the  heat  applied.  Acid  burns  are  usually 
deep  burns  of  small  area,  the  intervening  parts  being 
afifected  only  a  little  or  not  at  all.  In  flame  burns 
of  the  face  the  eyelids  are  most  often  affected,  the 
area  next  frequently  involved  being  the  bridge  of 
the  nose.  Ectropion  due  to  contraction  of  the  eye- 
lids is  the  first  deformity  to  appear.  In  very  severe 
burns  the  eyelids  may  be  entirely  burned  away. 
Corneal  ulcers  are  common.  The  eyebrows,  fore- 
head, and  malar  regions  are  vulnerable  points. 
Burns  about  the  mouth  produce  two  forms  of 
deformity;  the  angles  of  the  mouth  may  be  drawn 
down  or  a  firm  circle  of  scar  tissue  may  be  formed. 

The  author  offers  no  data  as  to  the  best  treatment 
for  early  burns.     In  the  healing  stage,  however, 
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Fig.  I.    Gillies'  postauricular  flap  for  cheek  replacement. 


Fig.    2.    Large    Wolfe    graft   from    buttock   to  right 
cheek. 


fibrosis  is  reduced  by  diathermy,  ionization,  mas- 
sage, and  protection  with  a  greased  mask. 

The  best  time  to  begin  plastic  treatment  is  when 
the  scar  has  ceased  to  contract.  The  various  areas 
requiring  replacement  are  taken  care  of  as  follows: 

The  forehead  is  replaced  by  a  Wolfe  graft.  The 
eyebrows  are  grafted  by  taking  a  strip  of  scalp  from 
the  mastoid  region  deep  enough  to  contain  the  hair 
follicles.  Movable  eyelids  are  provided  by  the 
author's  epithelial  outlay  operation.  The  nose  is 
covered  with  a  Wolfe  graft  and  the  scar  tissue  about 
the  deformity  is  utilized  to  form  the  lining  of  the 
vestibule.  In  some  cases  a  flap  brought  up  from  the 
neck  or  chest  is  applied.    For  the  upper  lip  a  hair- 


y/ 


Fig.  3. 
pedicles. 
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Large  chest  flap  applied  to  face  with  two  tube- 
The  left  pedicle  has  been  divided. 


bearing  strip  from  the  scalp  is  used.  The  cheek, 
chin,  and  lower  lip  are  replaced  by  transferring  a 
large  flap  of  skin  from  the  neck  and  chest  by  stages. 
In  the  hand,  scar  tissue  should  be  replaced  with 
healthy  skin. 

The  flap  operation  may  be  done  either  by  swing- 
ing up  a  flap  with  a  broad-pedicle  base  or  by  the 
author's  tube-pedicle  operation  which  insures  a 
better  blood  supply.  This  procedure  consists  in 
outlining  a  fiap  the  size  required  on  the  neck  or 
chest  and  making  two  parallel  incisions.  The  area 
is  then  undercut  until  it  is  free  from  the  underlying 
tissues  and  attached  only  above  and  below.  The 
two  free  margins  are  turned  forward  and  sewed 
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together  accurately  and  the  cut  margins  of  the  wound 
are  brought  together  with  tension  sutures.  Two  or 
three  weeks  later  the  llap  is  raised  from  the  chest 
and  grafted  to  the  area  on  the  face.  Later  the 
pedicle  is  cut  away  from  its  original  attachment. 

In  case  of  doubtful  viability  of  the  grafts,  con- 
tinuous warm  moist  applications  are  indicated. 

I.  E.  BiSHKOW. 

Blair,  V.  P. :  An  Operation  for  Advanced  Carcinoma 
of  the  Tongue  or  Floor  of  the  Mouth.  Surg., 
Gynec.  6*  Obst.,  1920,  xxx,  149. 

Clinical  observation  has  led  the  author  to  the 
conclusion  that  in  spite  of  their  high  mortality,  the 
majority  of  carcinomata  of  the  mucosa  of  the  mouth 
and  upper  air  passages  are  not  very  malignant  for 
some  time  after  their  appearance  and  that  the 
present  high  morta:lity  rate  is  due  chiefly  to  late  or 
inefficient  operation  or  both.  Most  of  the  cases 
surgeons  are  called  upon  to  treat  are  so  far  advanced 
as  to  require  the  more  radical  operations  and  many 
are  not  properly  operable  by  any  of  the  classic  pro- 
cedures. It  was  the  latter  type  of  cases  of  cancer  of 
the  tongue  and  floor  of  the  mouth  that  led  the  author 
to  a  plan  of  operation  which  in  its  thoroughness 
may  be  compared  to  the  radical  operation  for  cancer 
of  the  breast. 

Blair  believes  that  his  operation  is  properly 
applicable  to  the  more  advanced  cases,  especially 
those  in  which  the  jaw,  the  floor  of  the  mouth,  or 
the  base  of  the  tongue  are  involved,  those  in  which 
there  is  palpable  involvement  of  the  submaxillary 
nodes,  and  early  cases  in  which,  after  removal  by  a 
less  radical  procedure,  examination  reveals  a  high 
grade  of  malignancy.  It  has  a  lower  death  rate 
than  any  of  the  procedures  in  which  the  jaw  bone 
is  cut  through.  It  is  easily  and  quickly  done  and 
gives  speech  results  that  compare  favorably  with 
partial  removals.  After  total  removal  of  the  tongue, 
however,  chewing  is  impossible  and  deglutition  is 
very  much  impaired.  The  technique  of  the  author's 
operation  is  as  follows: 

Forced  fluids  are  given  for  twenty-four  hours 
before  operation  and  a  low  bloodless  tracheotomy  is 
done.  The  use  of  a  local  anaesthetic  is  preferred  as 
if  a  general  anaesthetic  is  given  before  the  tracheal 
tube  is  inserted  septic  material  may  be  aspirated. 
The  tracheal  tube  should  be  large,  at  least  a  No.  6, 
and  long  enough  to  reach  well  into  the  trachea.  No 
attempt  is  made  to  clean  up  the  inside  of  the  mouth 
before  operation. 

The  first  incision  skirts  the  lower  border  of  the 
hyoid  bone  and  goes  just  through  the  platysma 
muscle.  With  two  sharp  rake  retractors,  the  skin 
and  platysma  above  the  incision  are  avulsed  force- 
fully upward  from  the  deep  cervical  fascia,  the 
more  resistant  strands  of  tissue  and  the  blood  ves- 
sels being  cut)  until  the  lower  border  of  the  mandible 
and  the  facial  vessels  crossing  it  are  well  exposed. 
At  the  border  of  the  jaw  the  facial  artery  and  vein 
are  caught  with  two  forceps,  cut,  and  tied  above  the 
normal  site  of  the  buccal  node  lying  on  the  vessels. 


At  the  level  of  the  skin  incision  the  facial  vein  is 
divided  between  ligatures  and  after  the  submaxillary 
salivary  gland  at  its  lower  border  is  freed  it  is  drawn 
forcefully  upward  until  the  facial  artery  is  well  ex- 
posed as  it  emerges  from  beneath  the  upper  border 
of  the  digastric  muscle  to  enter  the  gland.  As  far 
as  possible  from  its  origin,  an  inch  from  the  digastric 
if  practicable,  the  artery  is  caught  between  two  for- 
ceps, cut,  and  ligated.  A  search  is  then  made  for 
branches  of  the  facial  arising  within  J^  in.  proximal 
to  the  ligature.  There  are  usually  two,  a  very  small 
one  and  a  larger  one.  These  are  ligated.  Just  below 
the  outer  part  of  the  digastric  tendon  the  fibers  of 
the  hyoglossus  muscle  are  separated  by  thrusting 
in  the  points  of  dissecting  scissors,  and  the  lingual 
artery  is  grasped  and  ligated. 

Excision  is  then  done  with  a  cutting  cautery, 
starting  at  the  symphysis  and  cutting  through  the 
digastrics,  geniohyoids,  geniohyoglossi,  and  myohy- 
oid  muscles  and  stripping  the  periosteum  and  muco- 
periosteum  from  the  inner  surface  of  the  jaw.  If 
the  ulcer  approaches  the  bone,  prolonged  cooking 
with  a  heavy  cautery  is  done.  The  tongue  is  next 
drawn  out  through  this  opening  which  brings  the 
pillars  and  the  pharynx  into  plain  view  and  the 
excision  is  guided  by  the  position  and  extent  of  the 
growth.  Finally  the  base  of  the  tongue  is  cut  across 
at  the  hyoid  bone  and  at  this  time  it  is  also  well  to 
remove  the  lower  part  of  each  parotid  gland  on 
account  of  the  closely  associated  lymph  nodes. 

The  lower  border  of  each  digastric  muscle  is 
sutured  to  the  anterior  border  of  the  sternomastoid 
with  fine  tannated  gut,  and  the  ligated  facial  artery 
stumps  are  left  standing  out  free  in  the  pharynx. 
As  a  rule  moderately  enlarged  cervical  nodes  tend- 
ing to  protrude  from  between  the  sternomastoid  and 
the  digastric  muscles  are  not  removed,  but  the 
sternomastoid  is  somewhat  freed  so  that  it  can  be 
sutured  over  these  to  the  digastric.  Before  the 
external  wound  is  closed  a  large  catheter  is  passed 
through  one  nostril  into  the  pharynx  and  fastened 
to  the  upper  lip  by  a  strip  of  adhesive  plaster  )4  in. 
wide.  After  the  excision  the  larynx  drops  very  low 
and  unless  the  catheter  is  guided  by  a  finger  in  the 
pharynx,  it  is  apt  to  enter  the  glottis.  The  external 
wound  is  closed  without  drainage  with  silkworm-gut 
mattress  sutures  that  insure  deep  approximation  of 
the  skin  and  platysma.  The  cut  or  burned  surface 
of  the  parotid  is  not  included  in  the  approximation 
as  the  secretion  causes  suppuration  and  induration. 
The  floor  of  the  mouth  and  all  other  raw  surfaces 
are  covered  with  a  pack  of  broad  strips  of  iodoform 
gauze  into  which  balsam  of  Peru  is  thoroughly  in- 
corporated. This  pack  is  left  in  place  several  days 
and  then  renewed  as  necessary  until  the  sloughs 
separate. 

The  patient  is  put  to  bed  in  a  semi-sitting  posture. 
Proctoclysis  is  instituted  and  fluids  are  given  through 
the  nasal  tube  as  soon  as  tolerated.  Frequent  inhal- 
ations of  benzoin-steam,  small  doses  of  iodides  to 
loosen  secretions,  and  morphine  are  prescribed  when 
necessary. 
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The  tracheal  tube  is  retained  until  danger  of 
ttdema  or  respiratory  interference  from  the  packs 
has  passed.  Before  the  tube  is  removed  a  cork  is 
inserted  into  it  for  twenty-four  hours.  Usually 
after  ten  days  the  patient  is  able  to  make  very  effec- 
tive efforts  to  swallow  but  only  water  is  given  until 
it  is  certain  that  no  fluid  enters  the  glottis.  When 
this  has  been  demonstrated  the  nasal  feeding  tube  is 
removed. 

The  operation  is  to  be  followed  later  by  the  radical 
dissection  of  the  lymph-bearing  areas  of  both  sides 
of  the  neck.  (J.  W.  Hikhrkin. 

NECK 

Sistrunk,  W.  E.:  The  Surgical  Treatment  of  Cysts 
of  the  Thyroglossal  Tract.  Attn.  Surg.,  1920, 
Ixxi,  121. 

Very  early  in  foetal  life,  before  the  hyoid  bone  is 
formed,  the  thyroid  gland  develops  at  the  base  of 
the  tongue  and  descends  in  the  midline  of  the  neck 
to  its  normal  position.  Ordinarily  the  epithelial 
lining  of  its  tract  of  descent  disappears  early  in 
foetal  life  but  occasionally  it  is  not  obliterated  and 
thyroid  tissue  or  cysts  develop  along  its  course. 
It  is  probable  that  quite  often  the  portion  of  the  duct 
above  the  hyoid  bone  persists  and  the  secretion  of 
its  epithelial  lining  passes  directly  into  the  mouth 
through  the  foramen  caecum.  In  such  cases,  if  the 
foramen  caecum  becomes  blocked,  accumulating 
fluid  will  travel  downward,  following  the  tract  made 
by  the  descending  thyroid,  and  form  a  tumor  in  the 
midline  of  the  neck  near  the  hyoid  bone. 

This  process  explains  the  occurrence  of  thyro- 
glossal cysts  in  adult  life.  The  diagnosis  of  such 
cysts  is  usually  not  difficult.  They  occur  as  rather 
firm,  cystic  tumors  in  the  midline  of  the  neck  near 
the  hyoid  bone  or  thyroid  cartilage.  The  duct  from 
the  cyst  may  be  palpated  to  the  hyoid  bone.  If  left 
alone,  the  cyst  gradually  enlarges  until  surgical 
drainage  becomes  necessary  or,  as  the  result  of 
infection,  an  abscess  forms  which  requires  drain- 
age. In  either  case  a  sinus  will  persist  and  dis- 
charge the  fluid  secreted  by  the  epithelial  lining  of 
the  tract. 

The  majority  of  the  operations  for  the  cure  of 
thyroglossal  cysts  are  unsuccessful  because  the 
epithelial  lining  of  the  tract  from  the  cyst  to  the 
foramen  caecum  is  not  removed  completely.  The 
chief  difficulty  lies  in  dissecting  out  that  very  fragile 
portion  of  the  duct  between  the  hyoid  bone  and 
the  foramen  caecum.  The  author  has  overcome 
this  difficulty  by  an  operation  which  he  performs 
as  follows: 

A  transverse  incision  about  2  in.  in  length  is  made 
across  the  neck  at  about  the  level  of  the  hyoid  bone 
and  the  skin  and  platysma  muscle  are  reflected. 
The  cyst  is  found  lying  beneath  the  raphe  connect- 
ing the  sternohyoid  bone.  At  this  point  the  tract 
usually  goes  through  the  hyoid  bone,  although  in 
some  cases  it  passes  above  or  below  it.  The  muscles 
attached  to  the  center  of  the  hyoid  are  separated 


and  about  }4  in.  of  the  bone  is  removed.  Then,  with- 
out any  attempt  to  isolate  the  duct,  the  tissues  are 
cut  through  from  this  point  directly  to  the  foramen 
ca'cum.  With  the  duct,  the  tissues  surrounding  it 
for  a  distance  of  about  H  in.  on  every  side  are  re- 
moved. In  order  to  do  this  the  line  to  the  foramen 
ca,*cum  must  be  followed  accurately.  This  line 
corresponds  to  one  drawn  at  an  angle  of  forty-five 
degrees  backward  and  upward  through  the  inter- 
section of  lines  horizontal  and  perpendicular  to  the 
upper  central  portion  of  the  hyoid  bone.  The 
dissection  removes  with  the  duct  a  portion  of  the 
hyoid  bone,  a  portion  of  the  raphe  joining  the  mylo- 
hyoid muscles,  a  portion  of  each  geniohyoglossus 
muscle,  and  the  foramen  caecum. 

The  opening  into  the  mouth  is  closed  and  several 
sutures  are  used  to  draw  the  geniohyoglossus  muscles 
together.  The  tissues  surrounding  the  cut  ends  of 
the  hyoid  bone  are  brought  together  with  chromic 
catgut  sutures  in  such  a  manner  as  to  approximate 
the  edges  of  the  bone.  A  small  rubber  tissue  drain 
is  then  introduced  down  to  this  point  and  the  skin 
closed  around  it. 

It  is  probably  best  to  inject  the  sinuses  mth  some 
dye,  such  as  methylene  blue,  in  order  that  any 
lateral  branches  which  may  be  present  between  the 
hyoid  bone  and  the  foramen  caecum  may  be  recognized 
and   removed. 

The  author  has  never  seen  ill  effects  follow  the 
removal  of  a  portion  of  the  hyoid  bone  nor  any  in- 
fection of  a  serious  character  due  to  the  opening  made 
into  the  mouth.  G.  S.  Foulds. 

Sehwyzer,  G.:  The  Diagnosis  and  Surgical  Treat- 
ment of  Intrathoracic  Goiter;  Palliative 
Tracheotomy; Tracheostenosis.  J.  Am.  M.  Ass., 
1920,  Ixxiv,  597. 

The  term  "intrathoracic  goiter"  indicates  in  a 
general  way  that  the  thyroid  growth  is  located  in 
the  chest.  Woelfler  classified  these  goiters  as  sub- 
sternal, subclavicular,  and  endothoracic.  Other 
writers  refer  to  them  as  partial  or  total  intrathoracic 
goiters. 

In  the  series  of  goiters  which  form  the  basis  of 
this  paper  there  were  no  endothoracic  or  total  intra- 
thoracic goiters;  all  were  complicated  by  a  goiter  on 
the  neck  itself.  Only  goiters  reaching  to  the  second 
rib  or  lower  are  considered. 

As  an  aid  to  the  diagnosis  of  an  intrathoracic 
goiter,  the  patient's  history  is  of  considerable  value. 
He  may  state  that  he  had  a  goiter  for  years  and  that 
it  disappeared  or  was  "cured."  Breathing  may 
have  been  difficult  on  the  least  muscular  effort  and 
this  difficulty  may  have  remained  even  after  the 
disappearance  of  the  goiter  on  the  neck.  In  addi- 
tion he  may  state  that  when  in  bed  he  is  forced  to  lie 
in  a  certain  position  and  that  sometimes  he  spends 
night  after  night  in  a  chair  because  of  difficulty  in 
breathing  when  he  lies  down. 

Such  a  patient  frequently  carries  his  head  high 
and  stiffly  or  bent  forward  with  the  chin  approach- 
ing the  sternum. 
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On  examination,  percussion  may  reveal  a  distinct 
dullness  over  the  sternum,  over  the  sternum  and  one 
side,  or  over  both  sides.  This  symptom  is  more 
constant  than  the  findings  of  auscultation.  The 
breathing  in  the  upper  chest  may  be  so  light  and 
superficial  that  it  attracts  attention.  The  lung  may 
be  so  squeezed  to  one  side  that  it  cannot  inflate.  A 
bronchus  may  be  compressed.  There  may  be  re- 
sistance to  palpation  in  the  jugulum  which  is  con- 
stant or  noticed  only  during  deglutition.  The 
larynx  may  be  very  low  and  its  excursion  during 
deglutition  markedly  reduced.  If  hoarseness  is 
present  the  laryngoscope  will  reveal  paresis  or 
paralysis  of  the  vocal  cord.  The  lower  part  of  the 
trachea  should  be  included  in  the  laryngoscopic 
picture  as  well  as  the  vocal  cords. 

At  times  there  are  symptoms  originating  from  the 
special  pathologic  structure  of  the  goiter  and  these 
also  must  be  considered.  The  malignant  intra- 
thoracic goiter  in  its  initial  state  is  of  course  intra- 
capsular and  cannot  be  diagnosed.  If  there  is 
severe  dyspnoea,  and  especially  if  the  recurrent 
laryngeal  nerve  is  paralyzed  and  a  metastatic 
tumor  is  found,  the  diagnosis  becomes  certain  but  a 
cure  impossible.  Fortunately,  most  of  the  intra- 
thoracic goiters  are  benign. 

The  relation  between  the  goiter  and  the  heart  has 
long  been  recognized.  A  toxic  goiter  or  the  pro- 
nounced exophthalmic  goiter  is  responsible  for  the 
thyrotoxic  heart,  but  another  important  heart 
affection  found  more  commonly  in  intrathoracic 
goiter  is  the  "mechanical  goiter  heart."  On  exam- 
ination the  valves  are  found  free  from  murmur. 


Usually  the  heart  appears  to  be  "enlarged,  but  be- 
cause of  dullness  its  outlines  are  indistinct.  The 
heart  action  is  confused,  irregular,  and  accelerated. 

A  very  characteristic  symptom  of  intrathoracic 
goiter  is  the  network  of  dilated  veins  on  the  anterior 
aspect  of  the  neck  and  upper  chest.  Because  of  the 
pressure  exerted  on  the  superior  vena  cava  its  blood 
is  now  drained  through  side  channels  into  the 
inferior  vena  cava. 

The  operability  of  a  case  of  intrathoracic  goiter 
depends  on  the  heart  rather  than  upon  the  degree 
of  dyspna'a,  the  pressure  on  the  nerves,  or  the 
symptoms.  A  degenerated  heart  muscle,  a  pro- 
nounced myocarditis  bringing  on  secondary  changes 
of  the  other  inner  organs,  is  a  contra-indication  to 
operation.  A  retrosternal  goiter  with  its  precarious 
dyspnoea  should  be  operated  on  without  delay. 

The  patient  must  be  kept  as  quiet  as  possible. 
If  during  the  operation  the  dyspnoea  increases  so 
that  life  is  endangered  a  tracheotomy  must  be  done 
and  a  cannula  of  sufficient  length  introduced  to 
reach  beyond  the  point  of  obstruction. 

The  tumor  itself  must  be  bluntly  enucleated  from 
its  capsule  and  careful  attention  must  be  given  the 
blood  vessels.  The  author  always  begins  goiter 
excisions  by  tying  off  the  upper  horns.  After  the 
removal  of  the  tumor  he  drains  every  cavity. 

Fourteen  of  the  author's  patients  were  women 
and  2  were  men.  All  of  the  goiters  were  benign. 
One  was  a  double  cyst,  two  were  distinctly  toxic, 
one  was  exophthalmic,  and  the  others  were  colloid, 
parenchymatous,  or  cysto-parenchymatous  goiters, 

G.   W.   HOCHREIN. 
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CHEST  WALL  AND  BREAST 

McCuUoch,  H.,  and  Fischel,  W. :  The  Care  of  Pene- 
trating Wounds  of  the  Chest  at  a  Base  Hospi- 
tal.   Mil.  Surgeon,  1920,  xlvi,  59. 

This  report  is  based  on  the  cases  studied  by  the 
authors  in  1918  at  British  General  Hospital  No.  12. 
Rarely  did  they  see  a  chest  wound  less  than  forty- 
eight  hours  old.  Theoretically  the  worst  cases  were 
kept  at  the  casualty  clearing  stations. 

The  authors  conclude  that  each  case  must  be 
considered  individually  and  the  treatment  adapted 
to  meet  its  special  requirements.  As  their  experience 
grew  they  became  more  conservative  in  advising 
surgical  interference  though  they  still  remained 
convinced  that  in  some  cases  radical  measures  were 
indicated. 

The  number  of  cases  studied  was  539.  Fifty- 
seven  of  these  patients  had  penetrating  wounds  of 
the  chest  and  diaphragm;  8,  wounds  of  the  chest  and 
complete  severance  of  the  spinal  cord;  and  474,  chest 
wounds  only.  The  mortality  was  8.16  per  cent  in 
the  first  group,  24.6  per  cent  in  the  second,  and  4.64 
per  cent  in  the  third. 


In  all  the  cases  in  which  the  presence  of  f:uid  was 
even  suspected  aspiration  was  done  and  repeated  in 
from  twenty-four  to  forty-eight  hours  depending  on 
the  character  of  the  aspirated  fluid  and  the  patient's 
condition. 

All  fluids  were  examined  for  bacteria.  The  au- 
thors firmly  believe  that  more  of  these  cases  would 
have  come  through  without  drainage  if  aspiration 
has  been  done  systematically  for  several  days  fol- 
lowing a  primary  thoracotomy. 

Drainage  tubes  were  adjusted  according  to  the 
particular  requirements  of  the  case.  Irrigation  of 
the  pleura  with  eusol  or  Dakin's  solution  was  done 
only  when  especially  indicated.     E.  C.  Robitshek. 

Aschner,  P.  W. :     Acute  Empyema  of  the  Thorax 
Treated   by   Minor   Intercostal  Thoracotomy. 

Surg.,Gynec.  ^ObsL.  1920.  xxx,  154. 

During  a  period  of  ten  years  (1903-1913)  258 
cases  of  acute  empyema  were  treated  at  the  Mount 
Sinai  Hospital  by  thoracotomy  with  rib  resection. 
Drainage  was  established  by  means  of  two  large 
rubber  tubes  and  the  dressings  were  changed  as 
often  as  the  amount  of  discharge  made  it  necessary. 
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Fifty-nine  of  the  patients  (23  per  cent)  died.   Fifty- 
seven  per  cent  were  cured  by  the  primary  operation 

and  20  per  cent  not  cured. 

To  obtain  better  final  results  in  empyema  of  the 
thorax  and  to  prevent  the  formation  of  persistent 
sinuses  and  cavities  and  fixation  of  the  lung  in  an 
unfavorable  position,  Lilienthal  proposed  the 
operation  of  major  intercostal  thoracotomy  which 
permits  free,  wide  exploration  and  thorough  mobiliz- 
ation of  the  lung.  When,  in  the  cases  reported,  the 
patient's  condition  rendered  this  operation  in- 
advisable as  a  primary  procedure,  a  small  intercostal 
incision  was  made  and  a  single  tube  inserted,  the 
more  extensive  operation,  if  deemed  necessary,  being 
undertaken  a  few  days  or  weeks  later. 

Aschner  s  report  covers  7 1  cases  of  acute  empy- 
ema treated  by  the  minor  intercostal  incision  during  a 
period  of  fifteen  months  (January  i,  1Q18,  to  April  i, 
1919)  on  the  surgical  services  of  Lilienthal,  Berg, 
and  Beer. 

In  all  cases  except  those  of  immediate  urgency  an 
X-ray  examination  of  the  chest  with  the  patient  in 
the  upright  position  was  made  before  operation  and 
preferably  before  exploratory  aspiration.  Aspiration 
before  the  X-ray  examination  was  deemed  in- 
advisable as  occasionally  it  admitted  air  into  the 
pleural  cavity  which  confused  the  picture.  In 
many  cases  aspiration  had  been  done  before  the 
patient  entered  the  hospital  and  in  2  instances 
submuscular  abscesses  had  developed  as  a  result  of 
leakage  along  the  needle  track,  i.e.,  induced  empy- 
ema necessitatis. 

The  operation  described  is  so  simple  and  requires 
so  few  instruments  that  the  patient  need  not  be 
moved  from  his  bed.  In  32  of  the  71  cases,  it  was 
done  under  local  anaesthesia;  in  26,  under  ether;  in  5, 
under  gas  and  oxygen;  and  in  2,  under  chloroform. 
In  6  case  records  the  anaesthetic  is  not  recorded. 
Local  anaesthesia  was  used  for  children  as  well  as 
for  adults.  In  addition  to  the  usual  infiltration  with 
0.5  per  cent  novocaine  along  the  line  of  incision, 
some  of  the  surgeons  attempted  to  block  the  inter- 
costal nerves  by  infiltrating  at  the  borders  of  the  ribs 
bounding  the  intercostal  space  posterior  to  the  line 
of  the  incision.  This  was  found  to  lessen  the  pain 
caused  by  entering  the  pleura  and  the  discomfort 
due  to  the  introduction  of  the  drainage  tube. 

Aspiration  was  done  in  the  posterior  axillary  line 
through  the  eighth  or  ninth  space.  In  a  few  cases 
pus  was  found  in  the  axilla.  The  lowest  point  of  the 
pus  pocket  having  been  located,  the  needle  was  left 
in  situ  to  mark  the  center  of  a  1.5  in.  incision 
extending  down  to  the  muscle  layers.  A  grooved 
director  was  then  passed  along  the  needle  and  the 
needle  withdrawn.  A  dressing  forceps  was  passed 
next  and  the  pleural  opening  spread  sufficiently  to 
permit  the  introduction  o£  a  tube  of  suitable  diameter 
with  a  side  hole  about  an  inch  from  its  end.  This 
tube  was  held  in  the  grasp  of  a  long  artery  forceps. 
As  the  muscle  fibers  were  not  cut  they  acted  some- 
what as  a  sphincter,  surrounding  the  tube  closely 
and  preventing  the  entrace  of  air.    The  tube  having 


been  introduced  so  that  the  fenestra  was  just  within 
the  pleura,  part  of  the  pus  was  allowed  to  escapee, 
and  the  tube  then  clamped.  The  superficial  wound 
was  packed  lightly,  the  tube  secured  by  a  safety  pin 
and  adhesive  strips  to  the  skin,  and  a  small  dressing 
applied.  The  patient  was  then  placed  in  a  Roth 
empyema  bed. 

In  two  cases,  those  of  young  infants,  drainage  was 
established  by  inserting  a  trocar  and  cannula  under 
local  anaesthesia,  threading  a  tube  through  the 
cannula,  and  then  withdrawing  the  cannula, 
leaving  the  tube  in  place. 

In  the  cases  of  children  the  postoperative  treat- 
ment is  greatly  facilitated  by  the  empyema  bed. 
The  child  lies  on  the  affected  side  on  a  canvas 
spanned  across  the  bed  frame,  the  drainage  tube 
passing  through  a  window  in  the  canvas  to  an 
air-tight  pus-collecting  bottle. 

The  same  method  of  draining  is  applied  to  adults 
by  allowing  the  thoracic  drainage  tube  to  pass  to  the 
pus  bottle  between  the  two  sections  of  a  mattress 
split  transversely. 

The  drainage  tube  should  be  changed  and  the 
wound  dressed  every  three  or  four  days.  When 
large  amounts  of  fibrin  are  found  in  the  discharge 
more  frequent  changes  are  necessary. 

Favorable  progress  of  the  case  is  manifested  by  a 
decrease  in  the  temperature  and  in  the  pulse  and 
respiratory  rate,  an  increase  in  the  appetite,  im- 
provement in  sleep  and  comfort,  a  brighter  and 
more  cheerful  aspect,  a  decrease  in  the  amount  and  a 
change  in  the  character  of  the  discharge,  a  reduction 
in  the  amount  of  serous  fluid  per  day  to  about  4 
dr.  (which  warrants  discontinuing  the  use  of  the 
apparatus)  and  fluoroscopic  and  radiographic 
evidence  of  expansion  of  the  lung  and  the  absence  of 
retention  or  sacculation.  Roentgen  examinations 
are  also  of  value  in  the  after-care  of  these  cases. 

If  the  fluoroscopic  examination  shows  expansion 
of  the  lung  when  the  patient  coughs  or  strains,  a 
conservative  course  is  indicated.  In  such  cases 
persistent  drainage  and  disinfection  may  result  in 
aseptic  healing  of  the  wound  and  gradual  oblitera- 
tion of  the  dead  space  by  pulmonary  expansion 
and  contraction  of  the  thoracic  walls. 

If  the  lung  is  found  persistently  fixed  in  an 
unfavorable  position  and  incompletely  expanded, 
operative  interference  is  indicated.  In  such  cases  the 
author  prefers  major  intercostal  thoracotomy. 

The  use  of  Dakin's  solution  was  added  to  the  drain- 
age described  by  means  of  a  T-tube  inserted  between 
the  thoracic  drain  and  the  pus-collecting  bottle. 
Varying  amounts  of  the  fluid  (from  25  to  100  ccm.) 
were  allowed  to  enter  the  chest  every  two  hours  by 
day  and  twice  during  the  night.  The  first  instillation 
was  made  slowly  with  a  syringe  containing  10  or  15 
ccm.  The  appearance  of  blood  in  the  discharge 
which  was  not  ascribable  to  the  tranpia  of  dressing 
was  considered  an  indication  to  stop  the  use  of 
the  Dakin  fluid. 

An  effort  was  made  to  maintain  the  patient's 
nutrition  at  a  high  level  by  liberal  feeding,   and 
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expansion  of  the  lung  was  encouraged  by  the  use 
of  blowing  bottles.  Lilienthal  had  the  children 
inflate  toy  balloons  to  the  mouth  pieces  of  which  were 
attached  constricted  rubber  tubes  which  necessitat- 
ed increased  respiratory  efforts.  Fresh  air  and 
exposure  to  sunshine  were  also  valuable  therapeutic 
aids  and  in  some  very  serious  cases  seemed  to  be  the 
determining  factors  in  the  recovery. 

As  a  result  of  this  study  the  following  conclusions 
are  drawn: 

The  proper  treatment  of  empyema  requires  the 
close  co-operation  of  the  internist,  the  surgeon,  and 
the  roentgenologist.  For  purposes  of  prognosis  and 
treatment  empyema  may  be  divided  into  ordinary 
empyema,  pyopneumothorax,  and  sacculated  empy- 
ema. Cases  due  to  specific  infections,  such  as 
tuberculosis  and  actinomycosis,  should  not  be 
grouped  with  those  caused  by  the  ordinary  pyogenic 
organisms. 

Simple  intercostal  thoracotomy  with  the  method 
of  drainage  described  has  yielded  results  superior  to 
those  obtained  by  rib  resection.  As  a  rule  it  may  be 
done  under  local  anaesthesia  and  is  a  more  simple 
procedure.  By  making  possible  the  early  use  of 
suction  drainage,  it  favors  pulmonary  expansion. 
It  eliminates  one  source  of  chronic  empyema 
sinuses,  i.e.,  disease  of  the  ribs.  Rib  resection  and 
major  thoracotomy  are  to  be  reserved  as  primary 
procedures  for  specific  indications.  The  deforming 
thoracoplastic  operations  previously  practiced  have 
been  eliminated.  G.  W.  Hochrein. 

Mozingo,  A.  E.:  The  Surgical  Treatment  of 
Empyema  by  a  Closed  Method.  /.  Indiana 
State  M.  Ass.,  1920,  xiii,  46. 

The  writer  reports  the  results  and  advantages 
of  a  closed  method  of  treating  empyema,  acute  and 
chronic.  In  138  cases  so  treated,  45  of  which  were 
chronic,  the  mortality  was  less  than  2  per  cent. 
The  chief  features  of  the  method  are: 

1.  A  single,  early  minor  operation  with  trocar- 
cannula,  without  danger  of  shock  or  collapse  of  the 
lung. 

2.  The  intermittent  removal  of  secretion  and 
antiseptic  treatment  given  through  a  small  rubber 
tube  with  a  bulb  syringe. 

3.  Rapid  partial  sterilization  with  neutral  solu- 
tion of  chlorinated  soda  (Dakin's  solution)  followed 
by  complete  sterilization  with  a  2  per  cent  solution 
of  formalin  in  glycerin. 

4.  The  maintenance  of  negative  pressure  in  the 
empyemic  cavity  which  leads  to  early  obliteration  of 
the  cavity. 

5.  One  dressing  which  will  last  several  days  and 
absence  of  skin  irritation  and  constriction  of  the 
chest. 

6.  Rapid  permanent  cures  with  small  scars  and 
seldom  any  chest  deformity. 

7.  A  greatly  lowered  mortality  rate. 

The  details  regarding  the  technique  are  given  and 
the  author  cites  specific  cases  of  his  own  and  of 
others    to   show    the   successful   results   obtained. 


Twenty-four  points  of  superiority  of  the  closed 
method  over  other  methods  are  enumerated. 

A.  R.  HOLLKNDER. 

Wessler,    H.:    Intrathoracic    Hodi^kin's    Disease: 
Its  Roentgen  Diagnosis.    J.  Am.  M.  Ass.,  1920, 

Ixxiv,  445. 

In  atypical  cases  of  Hodgkin's  disease  in  which 
external  lymphomata  are  poorly  developed  or 
absent,  an  examination  of  the  chest  may  furnish 
data  which  will  aid  in  the  diagnosis.  As  the  find- 
ings are  not  always  distinctive,  however,  the 
author  studied  25  cases  roentgenographically  to 
determine  the  frequency  of  intrathoracic  involve- 
ment and  especially  to  ascertain  whether  the  roent- 
genogram offers  anything  characteristic  of  the 
condition.  He  found  distinct  evidence  of  en- 
largement of  the  intrathoracic  nodes  or  involve- 
ment of  other  lymphatic  tissue  in  all  of  the  25 
cases. 

The  changes  noted  are  classified  under  four  types: 
(i)    mediastinal    tumor,    (2)    infiltrative    changes, 

(3)  isolated  nodules  or  metastases  in  the  lung,  and 

(4)  discrete  nodes  at  the  roots  of  the  lungs.  Type  i 
was  present  in  8  cases.  Type  2  in  4,  and  Type  3  in 
4  (invariably  associated  with  one  of  the  other  forms 
of  the  disease).  Type  4  was  the  most  common  form. 

The  first  three  types  present  pictures  similar  to 
those  of  other  conditions,  but  the  fourth  is  fairly 
characteristic  of  Hodgkin's  disease.  Often  the 
shadows  extend  for  a  considerable  distance  from  the 
roots  of  the  lungs  and  individual  nodes  or  groups 
of  nodes  retain  their  outline.  It  is  characteristic 
of  the  shadows  that  they  are  faint,  and  in  this 
respect  they  differ  from  those  of  new  growths  and 
tuberculosis.  They  are  distinguishable  from  the 
latter  particularly  by  an  absence  of  caseation  and 
calcification.  Large  lobulated  shadows  at  the  roots 
of  the  lungs  which  are  faint  and  homogeneous  are 
strongly  suggestive  of  Hodgkin's  disease,  and  the 
suggestion  is  strengthened  if  outlying  deposits  are 
found  in  the  lungs.  In  the  cases  studied  involve- 
ment of  the  right  paratracheal  nodes  was  especially 
common,  being  present  in  14.  As  this  is  rare  in 
other  diseases  of  the  chest,  it  is  a  more  or  less 
definite  indication  of  Hodgkin's  disease. 

Adolph  H.\rtung. 

TRACHEA  AND  LUNGS 

Graham,  E.  E.:  Foreign  Bodies  in  the  Air  and 
Food  Passages.  Am.  J.  Dis.  Child.,  1920,  xix, 
119. 

Graham  emphasizes  the  following  points  in  refer- 
ence to  foreign  bodies  in  the  air  and  food  passages  in 
children : 

I.  It  seems  reasonable  to  believe  that  cases  of 
foreign  bodies  in  the  air  and  food  passages  of 
children  are  much  more  common  than  was  formerly 
supposed.  Statistics  tend  to  show  that  about  66 
per  cent  of  cases  of  foreign  bodies  in  the  air  passages 
are  those  of  children. 
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2.  The  period  of  latency  of  symptoms  which 
follows  the  violent  dyspna'a  and  choking  attack  and 
later  the  gradual  onset  and  chronic  character  of  the 
symptoms  may  lead  to  failure  to  suspect  the 
presence  of  a  foreign  body. 

3.  Foreign  bodies  are  often  overlooked,  as  is 
evident  from  a  study  of  the  histories  of  many  cases. 

4.  The  symptoms  vary  greatly.  The  peanut 
kernel  immediately  sets  up  a  severe  laryngitis, 
tracheitis,  and  bronchitis.  In  such  cases  the  older 
child  may  survive  the  acute  symptoms  but  almost 
surely  will  develop  pneumonia. 

5.  Metal  objects  may  remain  in  the  lung  for  a 
very  long  time  and  cause  comparatively  little 
damage. 

6.  Some  foreign  bodies  do  not  cast  a  shadow  on 
the  plate. 

7.  The  location  in  the  a'sophagus  of  a  foreign 
body  that  does  not  cast  a  shadow  on  the  plate  may 
often  be  diagnosed  if  the  patient  swallows  a  bismuth- 
filled  capsule.  The  roentgen  ray  will  then  show  the 
bismuth  capsule  held  in  position  in  the  oesophagus 
by  the  foreign  body. 

8.  Do  not  urge  the  patient  to  cough  with  the 
hope  that  in  so  doing  he  will  expel  a  foreign  body  from 
the  lungs. 

9.  Foreign  bodies  are  very  rarely  coughed  up. 

10.  The  physical  signs  and  symptoms  vary  ac- 
cording to  the  composition,  form,  shape,  and  size 
of  the  foreign  body. 

11.  The  presence  of  a  foreign  body  should  be 
suspected  if  the  following  conditions  are  present: 
an  unexplained  leucocytosis,  localized  symptoms  in 
one  lung  that  do  not  clear  up  under  treatment,  the 
absence  of  tubercle  bacilli  in  the  sputum,  and  gradu- 
al decrease  of  weight  and  strength. 

12.  There  are  no  contra-indications  to  broncho- 
scopy except  possibly  extreme  weakness.  In  such 
cases  the  patient  should  be  given  time  to  rally  before 
the  examination  is  attempted. 

13.  Bronchoscopy  should  be  performed  as 
soon  as  possible  after  the  entrance  of  the  foreign 
body. 

14.  Children  do  not  require  the  administration 
of  an  anaesthetic  for  bronchoscopy. 

15.  The  necessity  for  taking  a  roentgenogram  in 
the  case  of  every  patient  with  a  history  of  swallow- 
ing or  inhaling  a  foreign  body  cannot  be  emphasized 
too  strongly. 

16.  The  asthmatoid  wheeze  is  a  sign  of  con- 
siderable importance.  O.  M.  Rott. 

Lynah,  H.  L.:  Bronchoscopic  Treatment  of 
Bronchiectasis  and  Pulmonary  Abscess.  Med. 
Rec,  1920,  xcvii,  215. 

By  the  use  of  the  bronchoscope  in  the  treatment 
of  bronchiectasis  and  pulmonary  abscess  many 
patients  suffering  from  these  conditions  may  be 
relieved  or  even  cured  by  the  establishment  of  proper 
drainage  of  the  lung. 

In  bronchiectasis,  especially  in  cases  following 
diphtheritic  involvement  of  the  bronchi,  there  is  a 


marked  peribronchial  infiltration  and  connective- 
tissue  thickening  of  the  bronchial  wall  which  by 
subsequent  contraction  often  produces  stenosis. 
These  bronchial  stenoses  follow  not  only  diphtheri- 
tic tracheobronchitis,  but  also  the  sojourn  of  foreign 
bodies  in  the  bronchi  for  a  long  period  of  time, 
influenza,  syphilis,  and  other  conditions  of  the 
mediastinum  causing  pressure  from  without,  such 
as  that  due  to  peribronchial  infiltrations  and  en- 
largement of  the  mediastinal  glands.  External 
pressure  on  the  bronchus  often  causes  a  chronic  in- 
flammatory thickening  of  the  compressed  bronchial 
wall  which  later  may  result  in  stenosis. 

When  in  cases  of  laryngeal  diphtheria  treated  by 
intubation  there  is  obstruction  of  the  lumen  of  the 
intubation  tube,  secretions  may  be  retained  in  the 
lungs  and  produce  a  "sponge  soaking"  of  the  lung 
structure.  The  patient  being  unable  to  expel  this 
secretion,  frequently  succumbs.  Such  cases  are 
often  diagnosed  as  bronchopneumonia,  but  the 
condition  is  rapidly  relieved  by  bronchoscopic  evacu- 
ation of  the  secretion. 

An  unfortunate  termination  often  follows  also 
the  aspiration  of  extremely  irritating  substances 
such  as  food  and  nuts,  especially  when  a  particle  is 
deeply  lodged  in  a  small  branch  bronchus  beyond 
the  range  of  the  bronchoscope.  Within  a  short 
time  the  secretions  become  purulent  and  a  lung 
abscess  develops.  This  is  frequently  the  starting 
point  of  bronchiectasis.  The  retention  of  secre- 
tions below  a  foreign  body  or  bronchial  stricture 
often  follows  even  after  the  successful  removal  of 
the  foreign  body  for  the  bronchus  will  necessarily 
dilate  below  the  stricture  and  become  a  reservoir  for 
foul  secretion.  However  small  its  lumen,  a  bron- 
chial stricture  does  not  shut  oflf  the  airway,  but  does 
shut  off  the  normal  expulsion  of  secretions.  The 
resulting  retention  of  foul  secretions  for  a  long 
period  of  time  will  lead  to  bronchiectasis,  lung  ab- 
scess, or  even  gangrene  of  the  lung. 

In  examining  cases  of  pulmonary  abscess  by  means 
of  the  bronchoscope  Lynah  has  usually  found  pus 
pouring  from  a  small  branch  bronchus  but  at  times 
it  has  been  difficult  definitely  to  locate  the  abscess 
cavity  in  the  lung  from  which  the  pus  was  oozing. 
In  a  case  referred  to  him  by  Bullowa,  however,  a 
definite  abscess  cavity  was  entered  by  a  special 
bronchoscope  5  mm.  by  45  cm.  in  size.  This  ab- 
scess was  well  down  toward  the  diaphragm  and  con- 
nected with  the  left  lateral  branch  bronchus.  The 
mouth  of  the  stalk  of  the  abscess  was  surrounded 
by  granulation  tissue  from  the  center  of  which  foul- 
smelling  pus  was  oozing.  The  5  mm.  bronchoscope 
entered    the  cavity  through   the  connecting   stalk. 

When  the  abscess  cavity  is  connected  by  its  stalk 
to  a  branch  bronchus  which  can  be  entered  with  a 
small  bronchoscope,  it  can  be  readily  drained  and 
washed,  but  many  treatments  are  often  necessary 
before  the  condition  is  cured.  In  some  instances 
considerable  reaction  follows  such  pulmonary  wash- 
ing, while  in  others  there  is  little  or  no  reaction  or 
shock.  In  the  case  referred  to,  that  of  a  young  man. 
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a  marked  reaction  was  noted  after  each  treatment. 
The  temperature  rose  to  105  F.  an  hour  after 
the  washing  and  gradually  fell  to  normal  the  next 
day.  There  was  also  much  pain  in  the  left  chest  in 
the  region  of  the  diaphragm.  The  patient  made  a 
complete  recovery  after  a  period  of  three  months 
and  has  remained  well  ever  since. 

Another  patient,  a  man  22  years  of  age  referred 
by  Kupferman,  had  had  a  pulmonary  abscess  for 
one  year  and  a  half.  This  abscess  followed  tonsil- 
lectomy and  the  inhalation  of  a  piece  of  wooden 
tongue  depressor.  It  was  situated  at  a  right  angle 
to  the  bronchus  into  which  it  was  emptying,  and  pus 
could  be  seen  oozing  from  a  small  branch  bronchus. 
The  condition  was  apparently  improved  after  7 
washings,  but  unfortunately  the  patient  decided 
that  the  method  was  too  slow  and  drainage  by 
thoracotomy  would  result  in  a  more  rapid  cure. 
The  operation  was  unsuccessful  and  death  occurred 
soon  afterward. 

Bronchiectasis  resulting  from  bronchial  stenosis 
is  much  more  readily  dealt  with  by  bronchial  dila- 
tation and  drainage.  In  one  instance  the  right 
bronchus  was  drained  and  the  lung  aerated  by  the 
introduction  into  the  bronchus  of  a  long,  soft, 
fenestrated  rubber  inner  tube.  This  tube  was  left 
in  place  for  six  months.  Complete  recovery  resulted 
and  the  patient  is  stiU  perfectly  well  two  and  one- 
half  years  later. 

While  the  bronchi  may  be  intubated  by  the  au- 
thor's long  bronchial  intubation  tubes,  the  catheteri- 
zation of  the  bronchi  through  the  tracheotomy  tube 
is  tolerated  much  better  and  at  the  same  time  the 
patient  has  the  use  of  his  voice. 

Pulmonary  drainage  in  difficult  in  all  cases  of  cir- 
cumscribed abscess,  but  conservative  bronchoscopic 
measures  should  be  given  a  thorough  trial  before 
radical  major  surgery  is  attempted. 

Meyer,  W. :  The  Operative  Treatment  of  Advanced 
Pulmonary  Tuberculosis.  Sjirg.,  Gynec.  b'  Ohst., 
1920,  XXX,  161. 

The  author  calls  attention  to  the  great  progress 
made  in  the  treatment  of  tuberculosis  by  the 
application  of  artificial  pneumothorax  but  asks 
what  is  to  be  done  if  the  lung  is  fixed  to  the  chest 
wall  by  adhesions.    Formerly  if  medical  and  hygi- 


enic treatment  did  not  improve  the  condition  of  such 
patients,  they  were  doomed.  It  is  here  that  active 
surgery  has  stepped  in  during  the  last  ten  years. 
By  means  of  extrapleural  thoracoplasty  it  is  pos- 
sible to  collapse  the  lung  completely.  As  soon  as  the 
parts  of  the  thoracic  skeleton  to  which  the  lung  is 
attached  are  removed,  the  lung  will  collapse.  The 
operation  can  be  done  under  regional  and  local 
ana;sthesia  by  nerve  blocking.  It  is  done  best  with 
the  aid  of  Sauerbruch's  hook  incision  which  repre- 
sents the  posterior  half  of  the  original  Schede 
incision.  Other  operative  measures  are  the  pro- 
cedure first  used  by  Friedrich;  Schede's  incision  and 
immediate  removal  of  the  ribs  from  the  tenth  to 
the  second  in  one  stage;  and  Wilms's  so-called 
columnar  resection  which  consists  in  the  removal  of 
a  portion  of  the  ribs  anteriorly  and  posteriorly,  the 
middle  portion  being  used  for  collapse  and  com- 
pression. 

Sauerbruch,  fearing  aspiration  from  a  cavity  in 
the  upper  lobe  if  the  entire  work  is  done  in  one  stage, 
proposes  a  two-stage  operation,  the  tenth  to  sixth 
ribs  being  resected  in  the  first  stage,  and  the  fifth 
to  second  or  first  a  few  weeks  later. 

Wilms  does  not  share  this  fear.  Further  investi- 
gations are  required  to  determine  whether  it  is 
justified  or  not. 

The  results  in  the  series  of  cases  reported  by 
Friedrich,  Sauerbruch,  and  Wilms  independently 
of  one  another  are  almost  the  same  and  very  en- 
couraging. Two- thirds  of  these  otherwise  entirely 
hopeless  cases  were  either  improved,  greatly  im- 
proved, or  cured  by  the  operation. 

Unilateral  tuberculosis  of  the  lung,  particularly 
with  cavity  formation,  represents  the  most  favorable 
lesion  for  the  operation,  but  the  procedure  has 
proved  of  value  also  when  the  opposite  lung  was 
involved  to  some  extent. 

Meyer  reports  a  case  in  which  he  did  an  extra- 
pleural thoracoplasty  in  two  stages  under  local 
anaesthesia.  The  patient,  a  man  31  years  of  age, 
suffered  from  bilateral  disease  which  was  particularly 
pronounced  on  the  left  side.  At  the  present  time, 
six  months  after  the  operation  on  the  left  side,  he  is 
very  greatly  improved.  The  sputum  is  markedly 
reduced  and  free  from  bacilli  and  the  cough  has 
almost  completely  ceased. 
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GASTRO-INTESTINAL  TRACT 

Lemon,  W.  S.:    Angioma  of  the  Stomach.     Med. 
Rec,  1920,  xcvii,  220. 

A  case  of  angioma  of  the  stomach  is  presented  in 
detail.   There  are  only  5  such  cases  in  the  literature. 

The  author's  patient  was  a  man,  aged  67,  of  good 
habits  and  unimportant  previous  history,  who 
complained  that  he  had  suffered  from  gastric  dis- 
tress, initiated  by  bloody  diarrhoea,  for  six  months. 


Pain  was  constant  and  diffuse,  radiating  down- 
ward from  the  left  costal  arch.  The  patient  had 
lost  25  lbs.  and  was  dyspnoeic  and  slightly  cya- 
notic. There  had  been  no  vomiting  or  haemorrhage 
by  mouth. 

The  X-ray  showed  a  large  unfilled  area  in  the 
fundus.  No  epigastric  tumor  was  palpable.  Total 
acidity,  50  per  cent;  free  acidity,  30  per  cent.  There 
was  marked  arteriosclerosis  with  hypertension.  The 
clinical  diagnosis  was  gastric  cancer. 
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At  operation  a  sleeve  resection  of  1 1  cm,  of  the 
center  of  the  stomach  and  an  end-to-end  anasto- 
mosis were  done.  Convalescence  was  uneventful 
and  six  months  later  the  patient  was  in  excellent 
health.  P.  M.  Chase. 

Bartrina,  J.  M.:  Notes  on  Gastric  Surgery  (Notas 
sobre  la  cirugia  gastrica).  Arch.  espaA.  de  enfertn.  d. 
apar.  digest.,  1919,  ii,  730. 

Duodenal  ulcer  is  of  frequent  occurrence  and  in 
position  is  usually  juxtapyloric.  Topical  treatment 
by  means  of  gastric  lavage  with  healing  fluids  is 
ineffectual  and  as  a  rule  is  done  because  of  diflficulty 
in  detecting  the  location  of  the  lesion. 

As  ulcers  cannot  be  produced  experimentally, 
their  pathogenesis  remains  unknown.  Animals  do 
not  suffer  from  this  affection.  Among  the  etiological 
factors  should  be  considered  the  alimentation  to 
which  man  is  accustomed.  Certain  ulcers  are  un- 
doubtedly tuberculous  although  at  present  the  pro- 
portion of  this  origin  is  not  definitely  known. 

The  greater  frequency  with  which  postmortem 
examinations  are  being  performed  and  the  care  with 
which  postoperative  histories  are  being  followed 
have  done  much  in  recent  years  to  increase  the 
knowledge  of  the  pathologic  entity  of  cancerous 
ulcer. 

Gastro-enterostomy  effects  a  cure  in  the  majority 
of  cases  of  duodenal  ulcer  and  is  generally  indicated 
when  the  ulcer  is  juxtapyloric  and  especially  if  it  is 
associated  with  pyloric  stenosis.  In  many  cases 
simple  gastro-enterostomy  is  to  be  preferred  to 
occlusion  of  the  pylorus  with  gastro-enterostomy, 
the  Finney  operation,  occlusion  of  the  pylorus  with 
terminolateral  anastomosis,  pylorectomy,  or  gastric 
resection. 

The  best  posterior  gastro-enterostomy  is  probably 
that  employed  by  the  Mayos.  If  there  is  danger  of 
occlusion  because  of  the  small  space  behind  the 
colon,  however,  an  anterior  gastro-enterostomy 
should  be  performed.  The  extent  of  a  gastric 
carcinoma  is  not  a  contra-indication  to  operation 
provided  the  tumor  is  mobile.  The  technique  of 
resection  with  Pair's  clamps  followed  by  termino- 
lateral gastro-enterostomy  has  increased  operative 
indications  and  improved  the  ultimate  results. 

W.  R.  Meeker. 

MacDonald,  I. :  Pauchet's  Method  of  Gastrectomy. 

Lancet,  1920,  cxcviii,  308. 

The  principal  technical  difficulties  in  resection  of 
the  stomach  are  high  ligation  of  the  coronary  artery, 
the  prevention  of  leakage  from  the  duodenal  stump, 
the  efficient  removal  of  lymph  vessels  and  glands, 
and  the  avoidance  of  injury  to  the  middle  colic 
artery.    The  importance  of  the  latter  is  emphasized. 

The  technique  of  Pauchet's  operation  is  given  as 
follows: 

I.  The  great  omentum  is  separated  from  the 
transverse  colon  and  mesocolon  by  careful  dissec- 
tion in  the  avascular  area  between  the  colon  and  the 
transverse  mesocolon  below.     The  omentum  and 


stomach  are  then  thrown  upward,  and  the  posterior 
surface  of  the  stomach,  the  pancreas,  and  the  upper 
surface  of  the  transverse  mesocolon  exposed. 

2.  The  stomach  is  carefully  detached  from  the 
pancreas,  the  first  portion  of  the  duodenum  is  freed 
from  its  peritoneal  confines  by  careful  dissection, 
and  the  right  epiploic  and  superior  pancreatico- 
duodenal arteries  are  ligated.  The  peripyloric  and 
duodenopancreatic  glands  are  then  pushed  up  with 
the  tumor  mass  and  the  stomach. 

3.  The  duodenum  is  divided  and  closed  by  two- 
layer  sutures  and  an  omental  flap  is  approximated 
to  the  duodenal  stump.  The  pyloric  artery  is 
ligated  and  the  gastrohepatic  omentum  divided  as 
near  the  liver  as  possible.  The  stomach  is  then 
pulled  to  the  left  and  the  ligature  of  the  coronary 
artery  is  placed  as  high  as  possible. 

4.  The  lesser  curvature  of  the  stomach  is  cleared 
of  its  serous  coat,  vessels,  and  glands  by  blunt  dis- 
section from  the  point  of  ligation  of  the  coronary 
artery  to  the  tumor. 

5.  A  crushing  clamp  is  placed  across  the  stomach 
and  the  diseased  distal  portion  is  severed  with  the 
thermocautery.  A  continuous  linen  suture  is  placed 
along  the  gastric  section,  its  loops  passing  over  the 
clamp.  The  ends  of  this  suture  are  drawn  tight 
with  the  removal  of  the  clamp  and  the  stomach  is 
closed  with  a  purse-string  suture. 

6.  Anterior  or  posterior  gastro-enterostomy  with 
or  without  the  use  of  a  button,  depending  on  the 
amount  of  stomach  left,  is  then  performed  or  the 
sectioned  portion  of  the  stomach  is  united  directly 
to  the  jejunum  after  the  method  of  Polya. 

Pauchet  sums  up  the  advantages  of  his  operation 
as  follows: 

1.  The  recognition  of  ulcers  or  other  lesions 
which  may  pass  unnoticed  in  mere  superficial  ex- 
amination. 

2.  The  possibility  of  dissecting  with  the  greatest 
precision  ulcers  and  cancers  adherent  to  the  pan- 
creas or  transverse  mesocolon. 

3.  In  cases  of  cancer,  the  greater  facility  with 
which  the  chain  of  glands  lying  along  the  terminal 
portion  of  the  greater  curvature,  the  lower  aspect 
of  the  pylorus,  and  the  first  portion  of  the  duodenum 
can  be  freed. 

In  cases  in  which  the  surgeon  may  decide  to 
resect  the  mesocolon  because  it  is  invaded  by  the 
growth,  the  most  simple  and  rapid  method  of  re- 
moving the  zone  of  the  transverse  colon  deprived 
of  its  blood  supply  by  the  ligature  of  the  mesocolic 
vessels  is  to  extend  the  colo-omental  separation 
around  the  hepatic  angle  of  the  colon  as  in  mobiliza- 
tion of  the  colon.  The  terminal  ileum  is  then  anasto- 
mosed to  the  transverse  colon  where  its  vascular 
supply  is  assured.  J.  A.  H.  Magoun,  Jr. 

Flint,  E.  R.,  and  Scargill,  H.  B.:  Gastric  Ulcer;  A 
Plea  for  Gastrectomy.    Brit.  J.  Surg.,  1920,  vii, 
396. 
The  authors  accept  as  true  gastric  ulcers  only 

lesions  which  show  a  loss  of  the  fuU  depth  of  the 
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mucosa  and  heal  by  fibrous  tissue.  This  excludes 
the  chaps,  fissures,  and  superficial  erosions  which 
may  clinically  simulate  gastric  ulcer.  During  seven 
years  at  the  Leeds  Infirmary,  749  patients  with  duo- 
denal ulcer  and  32Q  with  gastric  ulcer  were  operated 
on.  In  the  same  period  there  were  980  operations 
for  gall-stones.  Therefore  for  every  6  cases  of  gall- 
stones there  were  5  cases  of  duodenal  ulcer  and  2 
cases  of  gastric  ulcer.  Duodenal  ulcer  is  four  times 
as  common  in  men  as  in  women,  and  gastric  ulcer 
twice  as  common. 

The  causation  of  gastric  ulcer  has  been  attributed 
to  many  factors,  chief  of  which  is  infection.  In  this 
connection  the  authors  cite  the  work  of  Rosenow. 
According  to  Bolton  the  initial  lesions  leading  to 
ulcer  are  those  of  localized  necrosis,  localized 
haemorrhage,  and  inflammation  of  the  lymphatic 
follicles  of  the  stomach  wall.  The  digestive  proper- 
ties of  the  gastric  juice  tend  to  prevent  healing. 
Seventy-five  per  cent  of  gastric  ulcers  occur  along 
the  lesser  curvature  and  80  per  cent  in  the  pyloric 
portion  of  the  stomach.  These  are  the  areas  in 
which  most  of  the  lymphatic  follicles  are  situated. 
In  many  cases  the  appendix  may  be  the  source  of 
the  infection. 

In  the  authors'  opinion  all  cases  of  chronic  ulcer 
are  first  acute  and  all  acute  ulcers  may  ultimately 
become  chronic.  Reference  is  made  to  the  state- 
ment of  W.  J.  Mayo  that  ulcers  larger  than  a  six- 
penny piece  are  usually  maUgnant. 

The  average  duration  of  a  gastric  ulcer  is  between 
five  and  ten  years.  The  pain  may  be  caused  or 
relieved  by  food  and  usually  occurs  from  one  to  two 
hours  after  meals.  As  a  rule  the  nearer  the  ulcer  to 
the  cardia  the  sooner  the  pain  occurs  after  the  inges- 
tion of  food  but  an  obstructing  ulcer  at  the  pylorus 
may  cause  pain  directly  after  food  is  taken. 

Pain  in  the  back,  which  usually  indicates  a  lesion 
of  the  pancreas,  occurs  in  20  per  cent  of  the  old 
cases.  Pain  persisting  longer  than  usual  may  mean 
an  impending  perforation  or  carcinoma,  while  pain 
occurring  earlier, than  formerly  after  the  ingestion 
of  food  indicates  pyloric  stenosis  or  hour-glass 
stomach.  Ninety  per  cent  of  acute  perforations 
occur  during  acute  exacerbations  of  a  chronic  ulcer. 
The  authors  believe  that  the  pain  is  due  to  spasm 
caused  by  the  irritation  of  the  ulcer  by  acid. 

Vomiting  occurs  in  more  than  50  per  cent  of  the 
cases  and  can  be  controlled  by  liquid  diet  and  rest. 

Haemorrhage  is  present  in  less  than  40  per  cent  of 
the  cases.  Usually  it  is  moderate  but  occasionally 
may  be  severe. 

Physical  signs  are  of  little  value  in  reaching  a 
correct  diagnosis. 

Sixty  per  cent  of  patients  with  gastric  ulcer  suffer 
with  hyperacidity  and  40  per  cent  with  hypo- 
acidity. Sixty  per  cent  of  gastric  disturbances  have 
their  origin  outside  of  the  stomach,  that  is,  in  the 
appendix,  gall-bladder,  liver,  etc. 

The  treatment  of  chronic  gastric  ulcer  is  always 
surgical.  The  authors  advocate  partial  gastrectomy 
in  which  enough  of  the  stomach  is  removed  to  in- 


clude I  in.  of  healthy  mucosa  beyond  the  ulcer  and 
the  side  of  the  jejunum  is  anastomosed  to  the  cut 
end  of  the  stomach.  The  development  of  carcinoma, 
haemorrhage,  and  perforation  is  thus  avoided.  Gall- 
stones are  present  in  1.5  per  cent  of  cases  of  gastric 
ulcer,  and  duodenal  ulcers  in  2.5  per  cent. 

The  X-ray  is  a  great  aid  in  the  diagnosis  of  gastric 
ulcer.  The  authors  use  the  procedure  described  by 
Handek  in  191 2.  The  ulcer  may  be  recognized  by 
the  direct  sign,  i.e.,  the  demonstration  of  the  ulcer 
cavity,  or  by  the  indirect  sign,  i.e.,  the  spasm  caused 
by  the  ulcer.  J.  A.  H.  Magoun,  Jr. 

Truesdale,    P.    E.:     The    Surgical    Treatment    of 
Peptic  Ulcer.  Boston  M.b'S.  J.,  1920,  clxxxii,  135. 

Many  phases  of  peptic  ulcer  are  more  or  less 
obscure  and  there  is  a  resulting  diversity  of  opinion 
regarding  its  diagnosis  and  treatment.  Chronic 
peptic  ulcer  is  rarely  seen  in  its  incipient  stage  be- 
cause it  is  then  entirely  latent  or  regarded  so  lightly 
by  the  patient  that  he  does  not  consult  a  physician. 
Indeed,  acute  symptoms  generally  signify  an  exacer- 
bation of  a  chronic  lesion.  In  27  cases  treated  by 
pyelorectomy  the  average  duration  of  symptoms 
was  seven  and  one-half  years. 

Medical  treatment  should  be  tried  in  the  early 
stages,  but  when  unsuccessful  after  a  reasonable 
time  the  risks  of  haemorrhage,  perforation,  and 
malignant  degeneration  must  be  borne  in  mind. 

After  a  careful  review  of  the  history,  the  first  step 
in  the  surgical  treatment  of  peptic  ulcer  is  to  estab- 
lish the  diagnosis  by  direct  examination  of  the 
stomach  and  duodenum  through  an  abdominal  in- 
cision. This  is  not  always  easy  as  often  other 
changes  at  the  pylorus  simulate  ulcer.  The  most 
common  of  these  is  functional  hypertrophy  of  the 
pyloric  sphincter,  either  congenital  or  due  to  con- 
tinued spasm.  This  is  fairly  common  in  persons 
who  suffer  from  gall-stones,  intestinal  stricture,  or 
similar  conditions.  A  definite  ulcer  cicatrix  must  be 
visible  to  establish  the  diagnosis. 

In  certain  well-known  clinics,  in  addition  to 
gastro-enterostomy,  excision  of  all  accessible  ulcers 
is  done.  If  the  ulcer  is  in  the  pyloric  end  of  the 
stomach  and  the  condition  of  the  patient  permits, 
pylorectomy  is  the  operation  of  choice.  When  the 
patient's  condition  does  not  warrant  the  risk  of  the 
complete  operation,  gastro-enterostomy  is  done  and 
pylorectomy  is  delayed  until  it  can  be  performed 
with  safety.  The  marked  relief  following  gastro- 
enterostomy, however,  often  induces  the  patient  to 
refuse  the  second  operation  until  severe  symptoms 
return.  The  author  cites  two  such  cases  in  which 
the  second  laparotomy,  performed  after  a  lapse  of 
nine  and  five  months  respectively,  disclosed  in- 
operable cancer. 

In  the  author's  series  of  27  pylorectomies  for 
ulcer  at  or  near  the  pylorus  there  was  one  death, 
due  to  leakage  of  the  duodenal  stump.  In  I9i7> 
following  an  X-ray  study  of  the  first  17  of  these 
cases,  Lindsey  wrote  regarding  them:  "In  general, 
the    efficient    manner    in    which    these    stomachs 
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perform  their  function  at  such  long  periods  after 
operation  testifies  to  the  essential  conservatism  of  an 
apparently  radical  operation." 

Gastro-enterostomy  gives  the  best  results  in  cases 
in  which  there  is  benign  obstruction  at  the  pylorus 
and  in  such  cases  is  a  very  satisfactory  measure. 
Operation  for  chronic  ulcer,  however,  cannot  be 
performed  by  rule  of  thumb.  The  ulcer  must  be 
excised  by  some  method  that  will  maintain  the 
coimplcx  relations  of  the  alimentary  functions. 
Pylorectomy,  retaining  as  its  does  a  one-way  passage 
through  the  alimentary  tract,  seems  an  eminently 
satisfactory  procedure  for  this  purpose. 

H.  P.  Sawyer. 

Abadie,  J.:  Gastric  Resection  as  the  Method  of 
Choice  in  the  Surgical  Treatment  of  Gastric 
Ulcer  (De  la  resection  gastrique  comme  m^thode  de 
choix  dans  le  traitement  chirurgical  des  ulc^res  de 
I'estomac).  Bull.  Acad,  de  mid.,  Par.,  1919,  Ixxxiii, 
370. 

Abadie  reports  a  series  of  30  gastric  resections 
performed  for  gastric  ulcer  which  did  not  include  a 
gastro-enterostomy  or  a  resection  of  the  ulcer. 

The  30  resections  included  17  immediate  py- 
lorectomies  involving  from  6  to  12  cm.;  i  pylorec- 
tomy performed  two  months  after  a  primary  gastro- 
enterostomy; 2  pylorectomies  done  to  supplement 
old  gastro-enterostomies,  and  10  extensive  gastrec- 
tomies in  6  of  which  a  side-to-side,  and  in  4  of  which 
an  end-to-side  anastomsis  was  done.  None  of  the 
operations  was  performed  under  general  anaesthesia. 

These"  30  resections,  varying  from  a  limited  py- 
lorectomy to  a  gastrectomy  involving  three-fourths 
of.  the  stomach,  resulted  in  28  recoveries  and  2 
deaths.  Both  deaths  may  be  attributed  to  errors 
of  technique. 

The  pathologic  lesions  were:  ulcers  of  the  lesser 
curvature,  8 ;  ulcer  of  the  anterior  wall  of  the  stom- 
ach, I ;  double  ulcer  of  the  antrum,  i ;  mediogastric 
and  pyloric  stenosis  caused  by  an  old  cicatrized 
ulcer.  I ;  hypertrophy  of  the  pylorus,  i ;  and  ulcers 
of  the  pyloric  region,  especially  in  the  duodenum,  18. 

If  a  patient  in  the  forties  gives  a  history  of 
hypersthenic  crises  of  increasing  severity  separated 
by  gradually  decreasing  intervals  of  apparent  re- 
covery and  the  condition  does  not  yield  to  medical 
treatment,  operation  is  indicated.  The  history  is 
the  most  important  factor  in  the  diagnosis;  roent- 
genoscopy and  examination  of  the  stomach  contents 
are  merely  confirmatory. 

The  author  prefers  gastrectomy  to  gastro-enter- 
ostomy as  gastro-enterostomies  often  do  not  result 
in  complete  recovery  and  are  frequently  followed 
by  recurrences,  cancerous  changes,  etc.  The  only 
factor  which  favors  gastro-enterostomy  is  its  sim- 
plicity and  this  is  relative.  W.  A.  Brennan. 

Strauss,  A.  A. :  Congenital  Pyloric  Stenosis.  Surg. 
Clin.  Chicago,  1920,  iv,  93. 

In  congenital  pyloric  stenosis  slight  vomiting 
occurs  when  the  child  is  between  10  and  14  days 


old  and  gradually  increases  in  severity  until  it 
becomes  projectile  in  character.  Peristaltic  waves 
pass  from  the  left  hypochondriac  region  obliquely 
downward  to  the  right  side.  These  waves  are  more 
noticeable  if  the  stomach  contains  food.  As  a  rule 
a  tumor  can  be  felt  in  the  right  hypochondriac 
region  if  the  child  is  emaciated,  but  this  factor  is 
variable.  The  degree  of  emaciation  depends  upon 
the  size  of  the  tumor  or  the  degree  of  obstruction. 
In  the  examination  the  child  should  be  placed  flat 
on  its  back  and  allowed  to  take  some  sugar  water 
through  a  nipple.  The  typical  peristaltic  waves 
will  then  be  seen.  If  more  water  is  taken  the 
stomach  balloons  out  and  becomes  tonically  con- 
tracted, tremendous  retroperistaltic  waves  are 
noted,  and  projectile  vomiting  occurs. 

The  chief  aid  in  the  diagnosis  is  the  fluoroscopic 
picture.  For  this  examination  a  small  amount  of 
bismuth  is  added  to  the  mother's  milk  and  the  child 
is  placed  under  the  horizontal  fluoroscope.  The 
mUk  then  collects  as  a  round  mass  to  the  left  of  the 
vertebrae.  If  the  child  is  rotated  to  the  right  side, 
almost  on  its  abdomen,  the  bismuth  gradually 
gravitates  toward  the  pyloric  end  of  the  stomach 
and  peristaltic  waves  become  visible  at  once. 
A  small  amount  of  bismuth  squirts  through  and  the 
pylorus  clamps  down  tightly.  Immediately  there- 
after peculiar  and  characteristic  rhythmic,  snake- 
like contractions  of  the  pylorus  can  be  seen  which 
are  independent  of  the  rest  of  the  stomach.  Accord- 
ing to  the  author  these  are  absolutely  pathogno- 
monic. 

If  80  per  cent  of  the  milk  and  bismuth  remains  in 
the  stomach  for  four  hours  the  retention  is  due  to 
pyloric  stenosis  requiring  surgical  treatment.  When 
80  per  cent  has  passed  through  in  four  hours,  medi- 
cal treatment  wiU  usually  effect  a  cure. 

In  regard  to  the  etiology  the  author  states  that  it 
is  not  certain  whether  the  muscular  hypertrophy 
begins  before  birth  or  not,  although  a  pyloric  tumor 
in  a  seven  months'  foetus  has  been  reported  and 
several  have  been  found  in  the  new-born.  In 
Strauss'  opinion  the  condition  begins  in  foetal  life 
and  is  brought  about  by  rhythmic  contractions  of  the 
pylorus  caused  by  abnormal  stimulation  from  in- 
trinsic or  extrinsic  nerves  of  the  stomach.  As  a 
result  of  the  constant  motion  these  contractions 
produce  hypertrophy  which  becomes  accentuated 
after  birth  because  of  the  additional  irritation  pro- 
duced by  the  ingestion  of  food.  The  tumor  then 
gradually  becomes  larger 

The  author's  operative  technique  is  as  follows: 

A  right  rectus  incision  i  in.  in  length  is  made, 
beginning  in  the  right  hypochondrium,  and  the 
tumor  is  brought  up  to  the  surface  by  means  of  a 
hook  introduced  alongside  the  finger  An  incision 
is  then  made  over  the  bloodless  portion  of  the  tumor 
on  the  upper  outer  quadrant,  beginning  well  up  on 
the  normal  side  of  the  stomach  and  extending  almost 
to  the  duodenal  end  of  the  tumor.  The  cut  is  made 
only  through  the  superficial  layers  of  the  pylorus. 
The  rest  of  the  tumor  is  spUt  with  the  handle  of  the 
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scalpel  on  the  gJlstric  end  of  tine  tumor  where  it  con- 
verges into  the  normal  stomach  musculature.  A 
line  of  cleavage  is  readily  found  and  the  split  goes 
down  to  the  duodenal  end  without  causing  a  punc- 
ture of  the  mucosa  (in  the  Rammstedt  operation  the 
mucosa  is  easily  punctured  and  this  explains  the 
high  mortality).  The  split  tumor  is  grasped  with 
the  fingers  and  spread  apart,  the  mucosa  being  thus 
separated  from  the  musculature.  The  mucosa  is 
shelled  out  with  a  blunt  Kocher  dissector.  The  in- 
ner portion  of  the  hypertrophied  muscle  tumor  is 
then  split  and  used  as  a  flap.  The  flap  is  turned  out 
and  sutured  over  the  shelled-out  mucosa  with  three 
interrupted  sutures.  The  free  end  of  the  attached 
omentum  is  sutured  over  the  area  operated  upon  to 
cover  the  raw  surface. 

Failure  in  this  operation  is  due  to  puncturing  of 
the  mucosa  or  incomplete  splitting  of  the  tumor. 
The  mortality  rate  when  the  operation  is  performed 
by  the  author  is  3  per  cent  while  that  of  the  Ramm- 
stedt operation  varies  from  15  to  30  per  cent. 

Following  the  operation  i  oz.  of  physiological  salt 
solution  is  given  by  rectum  every  three  hours.  As 
soon  as  the  child  is  awake  it  is  fed  alternately  every 
two  hours  with  mother's  milk  and  water,  i  dr.  of 
each  being  given  at  a  time.  The  quantity  is  then 
gradually  increased  so  that  within  from  twenty-four 
to  thirty-six  hours  ^  oz.  is  allowed  at  a  feeding. 

In  30  per  cent  of  the  cases  the  tumor  is  more  or 
less  one-sided.  Three-fourths  of  the  hypertrophy  is 
on  the  outer  two-thirds  of  the  pylorus.  The  inner 
third  is  small  and  concave,  I.  W.  Bach. 

Macleod,  D.  M.:  Draining  the  Stomach  When  the 
Pylorus  Is  Not  Obstructed.  Practitioner,  1920, 
civ,  73. 

When  in  cases  of  gastric  ulcer  the  pyloric  opening 
is  normal  arid  a  posterior  gastro-enterostomy  has 
been  decided  upon,  a  very  good  method  of  draining 
the  stomach  is  to  make  the  incision  in  the  jejunum 
about  il4  in.  longer  than  the  incision  in  the  stom- 
ach. Contractions  which  would  otherwise  close  the 
opening  in  the  stomach  are  then  prevented  from 
doing  so  by  the  greater  bulk  of  the  jejunum  attached 
to  the  opening.  An  additional  factor  in  maintaining 
the  patency  is  the  puckering  of  the  jejunum  produced 
by  the  method.  The  difference  in  the  drainage 
afforded  by  this  and  the  older  method  is  well  shown 
by  the  X-ray.  P.  M.  Chase, 

Foisy,  E, :  Duodenal  Occlusion  Due  to  Congenital 
Malformation    of    the   Ascending   Mesocolon 

(Occlusion  duodenale  par  malformation  congenitale 
du  mesocolon  ascendant).  Bull,  et  mem.  Soc.  de  chlr. 
de  Par.,  1919,  xlv,  1548. 

Foisy's  case  of  duodenal  occlusion  was  that  of  a 
girl  14  years  of  age.  Constant  abdominal  pain  re- 
ferred to  the  epigastric  region  was  associated  with 
periodic  biliary  vomiting.  During  the  crises  of 
vomiting  it  was  necessary  to  resort  to  rectal  feeding. 
There  was  rapid  cachexia  and  increasing  oliguria. 
The  whole  syndrome  suggested  duodenal  occlusion. 


The  condition  rapidly  became  worse  and  death 
finally  seemed  imminent. 

On  the  fifth  day  after  the  diagnosis  was  made  a 
median  laparotomy  was  done.  When  the  omentum 
and  transverse  colon  were  raised  the  duodenojejunal 
angle  was  seen  to  be  situated  to  the  right  of  the 
vertebral  column.  In  the  ascending  colon  above 
the  hepatic  angle  was  a  kink  due  to  a  horizontal 
stricturing  band  of  the  ascending  mesocolon.  Sec- 
tion of  this  band  caused  the  disappearance  of  the 
kink.  The  horizontal  portion  of  the  duodenum  was 
compressed  by  a  posterior  band  from  the  ascending 
mesocolon  which  was  distinct  from  the  anterior  band. 
This  band  also  was  sectioned.    The  child  recovered. 

The  stricturing  bands  were  quite  isolated  and 
there  were  no  other  adhesions.  It  therefore  appeared 
that  they  were  congenital  rather  than  inflammatory 
in  origin.  They  were  situated  at  the  point  where  the 
attachment  of  the  ascending  mesocolon  to  the 
posterior  parietal  peritoneum  ended. 

There  are  two  types  of  duodenal  occlusion  due  to 
congenital  stricturing  bands:  (i)  high  occlusion, 
above  the  ampulla  of  Vater,  due  to  stricturing  of 
the  hepatic  angle  by  a  cysto-duodeno-omental  liga- 
ment of  congenital  origin  (Harris  of  Chicago  has 
reported  6  such  cases),  and  (2)  low  occlusion,  below 
the  ampulla  of  Vater,  due  to  stricturing  of  the  trans- 
verse portion  of  the  duodenum  by  the  mesocolon  as 
in  the  case  reported  in  this  article.  The  latter  type 
appears  to  be  very  much  more  rare  than  the  former. 

W.  A.  Brennan, 

Perry,  A.  C:    Four  Unusual  Cases  of  Intestinal 
Obstruction.    Lancet,  1920,.  cxcviii,  318. 

The  four  cases  reported  were  observed  by  the 
author  within  the  space  of  forty-eight  hours. 

In  the  first  case  cited,  that  of  an  infant  a  few 
hours  old,  the  proximal  end  of  the  distal  ileum  to  the 
extent  of  30  cm.  was  found  to  be  only  i  cm.  in 
circumference  and  the  portion  of  bowel  beyond  the 
obstruction  was  practically  empty.  The  atresic 
portion  was  twisted  and  bound  by  adhesions.  A 
fact  which  rendered  the  diagnosis  diflicult  was  that 
on  physical  examination  the  patency  of  the  rectum 
was  questionable. 

In  the  second  case,  that  of  a  girl  of  4  years,  a 
segment  of  the  lower  ileum  about  2  ft.  long  was  found 
to  be  strangulated  by  two  bands  of  adhesions  be- 
tween the  walls  of  the  ileum  and  the  mesentery. 
For  forty-eight  hours  this  patient  had  had  pain 
which  was  localized  chiefly  in  the  right  ihac  fossa 
and  suggested  appendicitis. 

In  the  third  case,  that  of  a  woman  who  was 
eighteen  weeks  pregnant,  a  hernia  through  the  right 
sciatic  notch  was  found  with  fixation  of  the  gut. 
The  cause  of  the  obstruction  was  obscure,  although 
the  symptoms  and  physical  findings  in  this,  as  in 
the  other  three  cases,  were  those  of  obstruction. 
From  the  history  it  seemed  probable  that  the  hernia 
had  occurred  and  reduced  itself  three  days  before  it 
became  strangulated.  It  is  remarkable  that  this 
patient  alone  of  the  four  survived,  and  that  her 
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pregnancy  continued  in  spite  of  the  fact  that  the 
gut  was  ruptured  at  operation. 

In  the  fourth  case,  that  of  a  man  56  years  of  age, 
the  cause  of  obstruction  was  a  kink  formed  by  a 
band  of  adhesions  from  the  mesentery  to  the  small 
intestine.  A  syndrome  of  mild  type,  the  presence  of 
a  reducible  inguinal  hernia  on  the  left  side,  and  a 
tuberculous  hip  rendered  the  diagnosis  difficult. 

In  addition  to  the  case  histories  the  article  gives 
the  details  of  the  operations  and  the  postmortem 
findings.  J.  W,  Ross. 

VandenBerg,  H.  J. :  A  Refined  Technique  in  Intes- 
tinal Oljstruction.  J.  Michigan  Stale  M.  Soc, 
1920,  xviii,  67. 

In  intestinal  obstruction  drainage  of  the  distended 
gut  has  reduced  the  mortality  practically  50  per  cent 
and  today  is  regarded  as  a  fundamental  principle  in 
surgery.  The  author  describes  a  modification  of  the 
technique  used  by  Moynihan  to  prevent  soiling  as 
follows: 

The  gas  is  removed  with  a  hypodermic  needle,  the 
gut  stripped  of  its  contents,  a  purse  string  suture 
introduced,  and  an  opening  made  inside  the  suture 
just  large  enough  to  admit  a  glass  tube  }4  in.  in 
diameter.  This  suture  is  tied  to  the  tube  and  the 
gut  then  pushed  onto  the  tube  as  far  as  possible  so 
that  evacuation  will  be  effected  in  all  directions. 
Upon  the  withdrawal  of  the  tube  the  suture  is  tied 
tightly,  sterilized,  and  buried  by  a  serous  suture. 

This  procedure  will  absolutely  prevent  soiling. 

P.  M.  Chase. 

Pitzman,  M.:  "No  Surgical  Appendicitis  Without 
Organic  Strictures."  Ann.  Surg.,  1902,  Ixxi, 
149. 

The  author  reports  his  observations  of  250  cases 
of  acute,  and  500  cases  of  chronic,  appendicitis  and 
states  his  theory  regarding  the  relation  of  organic 
stricture  of  the  appendix  to  surgical  appendicitis. 

In  acute  appendicitis  examination  shows  the 
appendix  to  be  distally  dilated  and  congested  to 
within  }4  in.  of  the  caecum  and  beyond  that  com- 
paratively normal  in  appearance.  After  the  removal 
of  the  appendix  a  practically  impassable  stricture 
is  seen  at  the  juncture  of  the  normal  with  the 
dilated  portion  and  marked  differences  in  the  mucosa 
of  the  two  parts  demonstrate  beyond  a  doubt  that 
the  stricture  is  the  cause  of  the  condition. 

In  gangrenous  cases  it  will  be  found  usually  that 
the  gangrene  also  stops  short  of  the  caecum  but 
extends  into  the  mesentery  for  a  variable  distance 
depending  upon  the  condition  of  the  appendix. 
In  the  author's  opinion  the  infection  of  the  appendix 
is  not  hEematogenous  but  due  to  the  bacteria-laden 
faeces  confined  by  the  stricture  to  the  distal  end  of 
the  appendix. 

The  pathology  of  true  chronic  appendicitis  is 
absolutely  the  same  as  that  of  the  acute  form  except 
for  the  absence  of  infection,  and  appendicitis  is  the 
cause  rather  than  the  result  of  the  adhesions  so 
often  found. 


In  cases  of  stricture  there  is  a  history  of  sharp 
pain,  while  in  those  without  stricture  pain  is  absent. 
The  former  are  relieved  by  operation  permanently 
and  the  latter  only  temporarily. 

According  to  the  author,  the  attack  is  brought  on 
by  closure  of  the  stricture.  Colicky  pains  follow,  the 
appendiceal  walls  become  involved,  appendiceal 
peristalsis  ceases,  and  localized  tenderness  on 
pressure  results. 

The  author's  conclusions  are  summarized  as 
follows : 

1.  Attacks  of  acute  suppurative  appendicitis  are 
brought  on  by  closure  of  a  preformed  stricture. 

2.  The  inflammation  and  eventual  gangrene 
are  caused  by  the  bacteria  in  the  locked-up  fsces. 

3.  In  true  chronic  appendicitis  there  is  a  stricture 
which  during  the  intervals  between  attacks  is 
patent.  P.  M.  Chase. 

Warwick,    M.:    Tuberculosis    of    the    Appendix. 

Ann.  Surg.,  1920,  Ixxi,  139. 

This  article  reports  three  cases  of  proven  tuber- 
culosis of  the  appendix  and  gives  a  brief  review  of 
the  literature.  In  one  of  the  author's  cases  the 
tuberculous  lesions  were  found  only  in  the  ap- 
pendix. 

Primary  tuberculosis  of  the  appendix  is  extremely 
rare.  Secondary  appendiceal  tuberculosis  is  most 
frequently  associated  with  a  tuberculous  process  in 
the  intestine,  especially  in  the  caecum.  The  lesions 
in  the  appendix  result  from  haematogenous  infection 
and  infection  by  contiguity. 

Three  forms  of  the  disease  may  be  recognized: 
(i)  miUary,  (2)  hyperplastic,  (3)  ulcerative.  The 
author  describes  each  in  detail.  Frequently  the 
diagnosis  may  be  made  only  with  the  aid  of  the 
microscope.  The  symptoms  resemble  those  of 
ulcerative  appendicitis.  P.  M.  Chase. 

Bazy,  Temoin,  and  others:  Discussion  Regarding 
the  Operative  Indications  in  Acute  Appendici- 
tis (Des  indications  operatoires  dans  rappendicite 
aigue).    Bull.  Acad,  de  med..  Par.,  1919,  Ixxxiii,  207. 

In  discussing  the  recent  communication  of  Te- 
moin on  the  treatment  of  acute  appendicitis  Bazy 
maintains  that  in  this  condition  the  surgeon  is  much 
more  responsible  than  the  physician.  The  surgeon 
should  direct  the  treatment  from  the  beginning. 
Immediate  operation  should  be  the  rule.  If  the 
surgeon  were  called  into  consultation  sufficiently 
early  there  would  be  no  cause  for  delay. 

During  iqig  Temoin  operated  upon  234  cases 
of  appendicitis,  177  in  the  febrile  and  57  in  the 
afebrile  stage.  Of  the  177  operations  in  the  febrile 
stage,  6  were  performed  within  the  first  two  days 
and  in  2  of  these  cases  pus  was  found  in  the 
peritoneum.  All  of  the  six  patients  recovered. 
The  remaining  171  operations  performed  in  the 
febrile  stage  were  done  between  the  third  and  the 
twenty-second  day.  In  90  cases  the  lesions  were 
limited  to  the  appendix.     These  patients  recovered. 
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In  81  cases  pus  was  found  in  the  abdomen  and  in 
42  of  these  the  peritonitis  was  localized.  One 
patient  died.  In  the  39  cases  of  general  peritonitis 
there  were  1 1  deaths. 

T^moin's  recent  statistics  show  a  higher  mortality 
than  those  reported  previously.  This  he  believes  is 
due  to  the  fact  that  the  recent  epidemic  of  influenza 
greatly  increased  the  danger  of  appendicitis.  T6- 
moin  is  an  advocate  of  surgery  in  every  case  but 
insists  that  the  operation  should  be  performed  only 
when  the  condition  is  strictly  appendicitis  and  not 
peritonitis.  He  operates  in  any  stage  and  his  total 
mortality  has  been  3.5  per  cent. 

Walther  also  states  that  the  only  resource  against 
the  grave  hypertoxic  forms  of  appendicitis  and  gan- 
grenous rupturing  of  the  appendix  is  immediate 
operation.  Many  such  cases  develop  suddenly 
when  the  symptoms  are  very  slight.  In  the  absence 
of  symptoms  which  render  immediate  operation 
obligatory,  however,  Walther  does  not  operate  in 
the  acute  stage  as  in  such  cases  the  operation  must 
be  limited  and  exploration  of  the  colon  is  not  per- 
missible. 

Walther's  statistics  for  the  past  twenty  years 
are  based  on  more  than  700  cases:  1899-1909,  365 
cases,  17  deaths,  mortality  3.85  per  cent;  1909-1913, 
153  cases,  8  deaths,  mortality  5.50  per  cent;  and 
1913-1919,  162  cases,  2  deaths,  mortality  1.23  per 
cent. 

These  results  are  as  good  as  those  obtained  by 
Temoin  and  those  of  the  last  five  years  are  better. 
Walther  insists,  moreover,  that  operative  recovery 
is  not  the  only  desideratum.  The  recovery  following 
operation  done  in  the  afebrile  stage  is  more  thor- 
ough and  attended  by  fewer  undesirable  post- 
operative sequelae  than  that  following  operation 
performed  in  the  febrile  stage. 

According  to  Jalaquier  the  discussion  has  brought 
out  two  principles:  (i)  that  the  procedure  of  the 
French  surgeon  is  determined  by  the  clinical  ex- 
amination and  observations;  and  (2)  that  at  the 
present  time  appendicitis  is  almost  exclusively 
within  the  province  of  surgery.       W.  A.  Brennan. 

Whitelocke,  R.  H.  A.:    Appendicectomy  by  a  New 
Route.     Brit.  M.  J.,  iQ2o,i,  211. 

This  report  is  based  on  a  series  of  843  cases 
covering  a  period  of  twelve  years.  There  were  18 
deaths,  a  mortality  of  2.25  per  cent.  The  author 
has  used  the  method  under  discussion  almost  ex- 
clusively for  the  past  eight  years  and  claims  results 
equal  to  those  of  operation  by  other  routes.  The 
advantages  and  disadvantages  are  outlined. 

The  operation  is  designed  for  the  removal  of  the 
vermiform  appendix  through  the  right  iliac  fossa 
when  general  exploration  is  not  necessary.  The 
incision  is  made  an  inch  or  less  internal  or  medial 
to  and  parallel  with  the  anterior  superior  spine  of 
the  ilium  with  the  spine  as  its  center.  It  is  2}4  in. 
in  length  but  may  be  longer.  The  aponeurosis  of 
the  external  oblique  is  split  in  the  direction  of  the 
incision  and  the  internal  oblique  and  transversalis 


in  a  direction  approximately  at  right  angles,  A 
white  line  found  in  about  58  per  cent  of  the  cases  is 
a  suitable  cleavage  line  in  the  internal  oblique.  If 
this  is  not  present  the  same  direction  is  followed. 
The  peritoneum  may  be  incised  directly  or  reflected 
mesially  and  approach  made  through  the  iliac 
fossa.  The  incision  is  made  parallel  with  the  skin 
incision. 

The  advantages  claimed  are  many  and  would 
appear  to  overrule  the  drawbacks.  From  a  surgical 
standpoint  the  accessibility  in  all  subjects  of  the 
iliac  spine  as  a  landmark  makes  the  incision  more 
accurate.  This  accuracy  is  shown  by  the  fact  that 
in  86  per  cent  of  cases  the  presenting  viscus  was  the 
colon  or  caecum  and  in  only  2  cases  in  800  was  it 
impossible  to  find  and  remove  the  appendix.  In 
one  of  these  transposition  was  demonstrated  by 
the  X-ray  and  in  the  other  a  ptosed  kidney  had 
displaced  the  cascum  to  the  left  side  of  the  body. 

Because  of  the  accurate  approach  and  the  small 
amount  of  suturing  necessary  the  operation  is  simpler 
and  more  speedily  accomplished  than  others.  It  is 
also  claimed  for  it  that  it  is  less  apt  to  be  followed 
by  hernia,  even  after  drainage.  The  tissues  in  the 
natural  groove  are  comparatively  free  from  strain 
and  the  muscles  tend  to  draw  together.  The  peri- 
toneum is  not  so  prone  to  approach  the  skin.  It  is 
thick  and  well  supported  by  fat  and  the  deep 
muscles  are  here  separated  through  their  thickest 
and  strongest  parts.  Vessels  and  nerves  may  be 
avoided. 

In  addition  it  is  possible  by  this  procedure  to 
ascertain  the  local  condition  within  the  abdomen 
before  the  peritoneal  cavity  is  opened.  Thus  a 
retrocolic  abscess  may  be  opened  from  the  iliac 
fossa  and  drained  without  disturbing  adhesions 
already  formed.  The  possibility  of  removing  the 
appendix  makes  for  a  short  period  of  drainage  and 
a  brief  convalescence. 

The  disadvantages  of  the  method  are  that  ex- 
ploration if  desired  must  be  done  through  a  second 
incision,  the  caecum  is  at  times  difficult  to  return, 
and  gravity  drainage  is  not  obtained. 

J.  W.  Ross. 

Wau0h,  G.  E,:  The  Morbid  Consequences  of  a 
Mobile  Ascending  Colon,  with  a  Record  of  180 
Operations.     Brit.  J.  Stirg.,  1920,  vii,  343. 

The  author  begins  his  article  with  the  statement 
that  experimental,  medical,  and  surgical  research  is 
still  unable  to  explain  the  causes  of  all  the  disease 
conditions  found  in  the  right  upper  quadrant  of  the 
abdomen.  A  mechanical  disturbance  is  often  at 
work  in  addition  to  bacterial,  toxic,  and  other 
factors.  In  a  discussion  of  the  anatomical  relation 
of  the  ascending  colon  to  the  right  kidney,  duode- 
num, pancreas,  pyloric  end  of  the  stomach,  gall- 
bladder, and  cystic  duct,  he  mentions  the  importance 
of  the  normal  rotation  of  the  colon  from  the  left 
iliac  fossa  to  the  right  and  the  fusing  of  the  mesen- 
tery of  the  ascending  colon  with  the  posterior 
abdominal  wall.    In  a  certain  percentage  of  cases 
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(20  per  cent  of  those  examined  at  autopsy  by  Pirie) 
the  original  colonic  mesentery  persists  and  pro- 
duces abnormalities  of  attachment  varying  from  a 
complete  primitive  mesentery  with  non-rotation  of 
the  colon  to  the  persistence  of  a  very  small  part  of 
the  mesentery  at  one  part  of  the  ascending  colon. 
In  addition,  a  pseudo-mesentery  may  be  formed 
by  traction  on  the  fascia  of  the  posterior  abdominal 
wall. 

In  its  function  the  ascending  colon  is  unique  in 
that  it  must  force  a  semi-solid  mass  uphill  against 
gravity.  In  the  presence  of  a  persistent  mesentery 
there  is  wasteful  effort  in  the  attempt  of  the  colon 
to  fix  itself  in  order  to  make  this  function  possible. 
As  a  result,  traction  is  exerted  on  the  attachment 
of  the  mesentery  and  this  traction  is  transmitted  to 
the  viscera  underlying  its  root.  The  consequence  is 
a  variety  of  clinical  conditions  which  the  author 
classifies  as  "gastric,"  "duodenal,"  "biliary," 
"renal,"  etc.,  according  to  the  character  and  localiza- 
tion of  the  pain. 

In  the  majority  of  the  180  cases  reviewed  the 
trouble  began  at  about  the  twentieth  year  of  the 
patient's  age.  Complaint  was  made  of  indigestion, 
fullness,  flatulence,  and  lethargy  after  meals.  The 
pain  was  of  constant  location  and  character  but 
variable  in  time  of  onset,  duration,  and  interval. 
The  variation  was  to  be  explained  probably  by  the 
variation  in  the  load  of  the  colon.  As  a  rule  there 
was  loss  of  weight.  Constipation  preceded  the  onset 
in  only  31  of  the  180  cases.  In  the  caecum  and 
ascending  color  there  was  demonstrable  fullness. 
Frequently  the  right  kidney  was  palpable.  Sixty- 
eight  of  the  180  patients  had  had  an  appendectomy. 

The  gastric  type  of  the  condition  was  char- 
acterized by  pain  simulating  ulcer  in  location  and 
character,  but  irregular  in  time  of  onset,  duration, 
and  free  interval.  Nausea  was  sometimes  present 
but  vomiting  was  rare. 

The  duodenal  type  was  characterized  by  "hunger 
pain"  three  to  four  hours  after  meals.  This  was 
sometimes  relieved  by  food  but  was  also  variable  as 
to  time  of  onset,  duration,  and  free  interval 

The  biliary  type  of  the  condition  was  characterized 
by  typical  gall-stone  colic  with  vomiting,  collapse, 
rigidity  of  the  right  rectus  muscle,  and  residual 
tenderness  over  the  gall-bladder.  In  rare  instances, 
a  faint  jaundice  was  observed.  At  operation  a  nor- 
mal gall-bladder  and  a  mobile  ascending  colon 
were  found  associated  with  a  persistent  anterior 
foetal  mesentery  joining  the  gall-bladder  to  the 
duodenum  or  hepatic  flexure  or  a  sagging  of  the 
gastrohepatic  omentum  which  caused  kinking  of 
the  cystic  duct.  The  author  believes  that  in  such 
cases  the  incomplete  occlusion  of  the  cystic  duct 
contributed  to  the  formation  of  gall-stones. 

The  renal  type  of  the  condition  was  characterized 
by  renal  crises,  collapse,  vomiting,  and  a  swollen 
and  tender  right  kidney.  The  urine  sometimes 
showed  a  few  red  blood  corpuscles  but  a  normal 
kidney  was  found  on  examination  by  cystoscopic 
ureteral  catheterizatioa  or  at  operation. 


Another  type  of  case  was  that  in  which  discom- 
fort in  the  right  inguinal  fossa  was  associated  with 
dyspepsia  and  a  history  of  mucous  colitis.  When 
seen  in  children  the  condition  was  commonly  called 
chronic  appendicitis  with  discomfort  in  the  right 
inguinal  fossa,  but  no  rigidity  was  noticed.  Other 
characteristics  of  the  condition  were  a  full  ascending 
colon,  nausea,  anorexia,  a  high  fever,  and  acetonu- 
ria.  Vomiting  occurred  rarely.  In  100  children 
under  12  years  of  age  who  were  operated  upon  a 
persistent  mesentery  was  found  in  all  and  appen- 
dicitis in  only  7.  In  12  of  18  cases  of  bacilluria 
in  children  cures  were  effected  by  fixation  of  the 
colon. 

The  operative  technique  used  by  the  author 
consists  of  the  following  steps:  (i)  a  low  right 
rectus  incision  sparing  the  nerves  of  the  abdominal 
wall;  (2)  a  general  examination  of  the  abdominal 
viscera;  (3)  freeing  of  the  ascending  colon  on  its 
outer  side  from  the  ca;cum  to  the  hepatic  flexure, 
the  mesentery  being  incised  at  its  root;  (4)  freeing 
of  the  bed  of  the  ascending  colon  from  fat  and  cel- 
lular tissues  until  the  psoas  and  quadratus  lumborum 
muscles  and  nerves  of  the  lumbar  plexus  are  exposed; 
and  (s)  suturing  of  the  colon  back  into  its  bed,  begin- 
ning at  the  caecum,  the  anterior  longitudinal  white 
band  of  the  colon  being  attached  to  the  curtain  of 
the  fascia  and  peritoneum  by  interrupted  catgut 
sutures. 

When  in  the  gastric  type  of  the  condition  there  is 
a  steep  ascent  of  the  transverse  colon  Waugh  uses 
also  Coffey's  hammock  operation. 

After  operation  the  patient  is  placed  in  Fowler's 
position  and  glucose  is  administered  by  rectum. 
Morphine  is  given  if  necessary.  On  the  fourth  day 
he  is  allowe'd  to  have  a  little  porridge  and  from  that 
time  on  the  diet  is  gradually  increased.  Other 
factors  in  the  after-treatment  are  the  use  of  an 
abdominal  belt  and  graduated  exercises  for  two 
months. 

The  condition  was  of  the  gastric  type  in  07  of 
the  180  cases;  of  the  duodenal  type  in  40;  of  the 
biliary  type  in  11;  and  of  the  renal  type  in  5.  In  15 
it  involved  the  right  iliac  fossa.  There  were  4 
gastric  ulcers,  6  duodenal  ulcers,  and  i  case  of 
colitis.  The  author  does  not  include  in  this  series 
28  patients  seen  in  military  hospitals  or  the  100 
cases  in  children  under  12  years  of  age.  After 
operation  a  large  number  of  the  patients  were  free 
from  their  previous  symptoms  and  general  im- 
provement in  nutrition,  endurance,  and  weight  was 
noted. 

In  cases  of  long  standing  in  adults  and  those  of 
very  young  persons  with  a  brief  history  the  results 
were  poor.  In  the  former  the  toxic  effects  described 
by  Lane  have  been  noted  and  in  the  author's 
opinion  they  are  beyond  surgical  treatment. 

Colic  fixation  is  advocated  as  a  less  radical  and 
more  anatomical  remedy  for  the  condition  than 
colectomy.  Operation  performed  early  in  the  course 
of  the  disease  and  on  children  offers  the  best 
results.  F.  S.  Schoono\'er,  Jr. 
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LIVER,  GALL-BLADDER,  PANCREAS, 
AND  SPLEEN 

Candler,    A.    L.:    Abscess    of    the   Liver   amonil 
British  Eastern  Troops.     Laved,  1920,  cxcviii, 

429. 

Inflammation  or  abscess  of  the  liver  is  a  late 
complication  of  amccbic  dysentery.  Amoebic  in- 
flammation and  abscess  of  the  liver  may  occur, 
however,  even  when  the  patient  has  never  had 
diarrhoea  or  symptoms  which  would  lead  to  the 
belief  that  he  is  infected  with  the  entamoeba 
histolytica. 

The  amoebae  were  found  in  only  3  of  the  author's 
12  cases.  Because  they  are  not  given  treatment, 
patients  without  symptoms  are  more  prone  to 
liver    involvement    than    those    with    symptoms. 

The  amoebae  are  found  in  the  walls  of  the  ulcers 
which  develop  in  the  large  bowel  and  may  be  carried 
to  the  liver  by  the  portal  circulation.  There  they 
cause  either  a  general  hepatitis  or  the  formation  of 
one  or  more  abscesses.  The  abscesses  are  confined 
by  a  connective-tissue  wall  and  around  this  is  a  zone 
of  hyperaemia.  The  pus  is  usually  greenish-yellow, 
slimy,  and  sterile.  The  amoebae  live  in  the  walls  of 
the  abscess  and  are  found  in  the  drainage  tube. 

A  solitary  abscess  usually  develops  in  the  right 
lobe  of  the  liver  and  enlarges  toward  the  ribs, 
beneath  the  diaphragm  (through  which  it  may 
perforate),  or  toward  the  epigastrium.  In  spreading 
toward  the  ribs  or  diaphragm  it  causes  a  local  dry 
peritonitis  or  pleurisy,  pain,  reduction  of  diaphrag- 
matic movements,  and  congestion  of  the  base  of  the 
lung. 

The  diagnosis  is  difficult.  The  main  symptoms 
are  a  temperature  of  loi  or  102  degrees,  a  pulse  rate 
of  from  100  to  no,  asthaenia,  sallowness  without 
jaundice,  anaemia,  localized  tenderness  depending 
on  the  location  of  the  abscess,  and  a  leucocytosis  of 
from  4,700  to  28,000  with  from  70  to  80  per  cent 
polymorphonuclears  and  from  8  to  15  per  cent  of 
lymphocytes. 

The  X-ray  is  of  great  value  in  diagnosing  the 
abscess  which  involves  the  diaphragm  secondarily. 
The  presence  of  pus,  however,  is  the  chief  indication 
and  this  is  usually  discovered  by  making  multiple 
punctures  with  the  trocar  and  cannula  with  the 
patient  under  general  anaesthesia.  When  the  condi- 
tion is  believed  to  be  an  amoebic  abscess  and  pus  is 
not  found  by  puncture,  the  liver  should  be  explored 
through  an  abdominal  incision. 

The  treatment  of  hepatitis  consists  of  daily 
hypodermic  administrations  of  emetine  in  i  gr. 
doses  for  ten  days,  and  a  further  course  later  if 
necessary. 

If  an  abscess  is  present  it  must  be  drained  either 
by  the  epigastric  or  the  costo-diaphragmatic  route. 
If  drainage  is  to  be  efifected  through  the  thoracic 
wall  i^  in.  of  rib  must  be  resected.  Before  the 
posterior  periosteum  at  the  site  of  the  rib  is  opened 
the  diaphragmatic  muscle  should  be  stitched  to  the 
intercostal  muscle  to  shut  off  the  pleural  cavity. 


The  author  does  not  consider  aspiration  of  the 
abscess  and  injection  of  quinine  sulphate  as  efficient 
as  drainage. 

The  after-treatment  consists  of  hypodermic  in- 
jection of  emetine  and  careful  asepsis  in  dressing 
to  avoid  secondary  infection. 

The  difTerential  diagnosis  concerns  mainly  malaria 
and  typhoid  fever. 

The  prognosis  depends  upon  the  duration  of  the 
abscess,  the  amount  of  liver  tissue  destroyed,  and 
the  nature  of  the  treatment. 

J.  A.  H.  Magoxw,  Jr. 

Smithies,  F.:  Clinical  Manifestations  in  Gail- 
Bladder  Disease;  A  Study  of  1,000  Operatively 
Demonstrated  Cases.  Northwest  Med.,  1920, 
xix,  31. 

The  operative  mortality  in  the  1,000  cases 
reported  was  5.9  per  cent.  Six  hundred  and  seventy- 
two  of  the  patients  were  females  and  328  were  males. 
The  average  age  was  43.2  years.  In  112  cases  (11.2 
per  cent)  acute  infectious  ailments  seemed  to  be 
directly  responsible  for  the  initial  evidences  of  the 
gall-bladder  condition  or  excited  to  activity  processes 
previously  quiescent. 

The  conditions  demonstrated  at  operation  were 
as  follows:  non-malignant  cholecystitis  associated 
with  calculi,  509  cases  (50.9  per  cent);  cholecystitis 
with  altered  bile  and  sand-like  substance,  46  cases 
(4.6  per  cent);  carcinoma  of  the  gall-bladder,  19 
cases  (1.9  per  cent);  carcinoma  of  the  gall-bladder 
associated  with  gall-stones,  14  cases  (73.8  per  cent 
of  the  total  number  of  cases  of  carcinoma);  chole- 
cystitis without  stones,  "sand,"  or  malignancy,  434 
cases  (43.4  per  cent). 

Appendectomy  had  been  performed  upon  84 
patients  prior  to  observation  for  the  gall-bladder 
ailment.  In  682  cases  appendectomy  was  found 
to  be  indicated  and  was  performed  during  the  lapa- 
rotomy for  the  gall-bladder  condition.  Accordingly, 
in  766  cases  (76.6  per  cent)  the  gall-bladder  disease 
was  associated  with  an  abnormal  condition  of  the 
appendix.  Enlarged  lymph  glands  were  found  in 
124  cases,  chronic  pancreatitis  with  enlargement  in 
63,  acute  pancreatitis  with  fat  necrosis  in  2,  enlarge- 
ment of  the  liver  in  73,  and  peptic  (gastric  and  duo- 
denal) ulcer  in  80. 

Pathologically  the  gall-bladder  showed  acute 
catarrhal  inflammation  in  228  cases  (22.8  per  cent). 
In  51  per  cent  of  this  group  this  inflammation  was 
associated  with  stones  and  in  8  per  cent  by  a  sand- 
like substance.  Chronic  catarrhal  inflammation 
was  present  in  328  cases  (32.8  per  cent)  and  in  63 
per  cent  of  this  group  was  complicated  by  stones  or 
"sand."  Chronic  inflammation  was  found  in  434 
cases  of  which  91  per  cent  showed  stones  or  "sand." 
As  has  been  stated  previously,  carcinoma  was  pres- 
ent in  19  cases. 

In  21  cases  re-operated  upon  within  six  months 
after  gall-bladder  drainage  no  stones  were  found  at 
the  second  operation.  It  seems  apparent,  there- 
fore, that  the  presence  of  gall-stones  does  not  neces- 
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sarily  indicate  years  of  gall-bladder  disease.  About 
85  per  cent  of  gall-stones  contain  viable  bacteria 
whereas  the  bile  is  actively  infected  in  only  from 
20  to  30  per  cent  of  cases. 

In  59  cases  of  gall-stones  there  were  apparently 
no  symptoms  of  gall-bladder  disease  but  close 
analysis  after  the  presence  of  the  stones  had  been 
proved  usually  disclosed  mild  digestive  disturbances 
or  even  marked  symptoms  that  had  been  overlooked. 
Less  than  8  per  cent  of  the  patients  were  obese.  In  a 
little  more  than  half  of  the  cases  the  body  weight  had 
remained  constant.  Belching  was  a  prominent  and 
distressing  symptom  in  68.9  per  cent  of  the  cases, 
nausea  in  37.6  per  cent,  and  anorexia  in  27.3  per 
cent.  In  92  per  cent  the  symptoms  were  those  of 
dyspepsia. 

Jaundice  was  present  in  161  cases  (31.6  per  cent) 
in  which  gall-stones  were  demonstrated  and  was 
intermittent  or  constant  in  nearly  one-fourth  of  the 
cases  in  which  operation  failed  to  demonstrate  the 
presence  of  stones.  This  indicates  how  difficult  it  is 
to  determine  the  actual  condition  and  content  of  the 
gall-bladder  before  operation.  Usually  only  a 
diagnosis  of  cholecystitis  can  be  made  even  though 
certain  symptoms  point  toward  the  presence  of 
stones  as  well. 

Pain  was  a  characteristic  symptom  in  95.5  per 
cent  of  the  cases.  In  68.8  per  cent  it  was  inter- 
mittent, and  in  21.1  per  cent,  constant.  Apparently 
it  was  as  severe  in  some  of  the  cases  in  which  there 
were  no  gall-stones  as  in  those  in  which  the  presence 
of  stones  was  demonstrated.  In  the  latter  group 
it  usually  ceased  almost  as  abruptly  as  it  developed. 
In  severe  colics  the  administration  of  opium  was 
necessary. 

In  90  per  cent  of  the  cases  observed  the  pain  was 
relieved  by  heat;  in  45  per  cent,  by  vomiting;  in 
82  per  cent,  by  belching;  in  22  per  cent,  by  alka- 
lies; and  in  less  than  7  per  cent  by  the  ingestion  of 
food.  The  relief  afforded  by  food  is  an  important 
point  in  the  diflferential  diagnosis  between  peptic 
ulcer  and  gall-bladder  disease.  In  the  latter  the 
pain  is  commonly  irregular  and  without  apparent 
definite  cause.  Other  frequent  symptoms  are  a 
sensation  of  fullness  on  pressure,  soreness,  and  a  dull 
ache.  In  74  per  cent  of  the  cases  the  right  upper 
quadrant  was  the  seat  of  the  pain,  and  in  14  per  cent, 
the  entire  epigastrium. 

Transmission  was  absent  in  3  2  per  cent,  including 
23  per  cent  of  the  cases  of  gall-stones  and  41  per  cent 
of  those  of  non-calculous  cholecystitis.  Transmis- 
sion into  the  right  back  occurred  in  63  per  cent. 
Abdominal  tenderness  was  recorded  in  883  cases  and 
absent  in  1 1 7  cases.  Jaundice  occurred  in  287  cases  (in- 
cluding 25.5  per  cent  of  those  of  cholecystitis  without 
stones).  Vomiting  was  annoying  in  452  cases.  Test 
meals  showed  an  average  content  of  free  hydro- 
chloric acid  of  3  2 .6  and  a  total  acidity  of  47 .9 .  Gastric 
achylia  was  observed  in  20.9  per  cent  of  the  cases. 
In  87  cases  of  cholelithiasis  stones  were  definitely 
or  inferentially  demonstrated  by  roentgenograms 
in  19  (21  per  cent).  W.  H.  Nadler. 


MISCELLANEOUS 

Williams,  G.:  Loss  of  the  Abdominal  Reflexes  in 
Affections  of  the  Abdomen.  Brit.  J.  Surg., 
1920,  vii,  320. 

The  author  regards  the  loss  of  reflexes  in  patients 
with  abdominal  affections  as  a  phenomenon  of 
fatigue.  The  overlying  rigidity  and  paraesthesia 
fatigue  the  muscles  to  a  point  at  which  the  reflexes 
become  lost.  The  process  producing  the  change  is  not 
necessarily  inflammatory  or  dependent  upon  a 
peritoneal  covering  since  the  reflex  is  found  occa- 
sionally in  patients  with  renal  colic. 

The  period  of  loss  of  reflexes,  which  generally  lasts 
for  about  twenty-four  hours,  is  not  completely  co- 
incident with  the  fixation  of  the  muscular  wall,  but 
usually  follows  the  rigidity. 

The  loss  of  the  reflex  may  be  due  to  an  attempt 
to  inhibit  a  reflex  contraction  of  the  abdominal  wall 
over  the  painful  or  diseased  part.  Loss  of  reflexes 
in  certain  abdominal  quadrants  may  be  of  value  in 
localizing  the  involved  area. 

The  author  suggests  that  the  fatigue  of  the  reflex 
is  cerebral  rather  than  spinal.        A.  J.  Scholl  Jr. 

Halsted,  W.  S. :  Self -Eventration  of  a  Large  Abdom- 
inal Hygroma  through  a  Scalpel  Prick  of  the 
Peritoneum.  Bull.  Johns  Hopkins  Hosp.,  1920, 
xxxi,  13. 

In  May,  1893,  a  child  2  years  old  was  brought  to 
the  operating  room  of  the  Johns  Hopkins  Hospital 
to  be  tapped  for  ascites.  As  the  short  incision  was 
being  made  in  the  midline,  the  peritoneum  was 
accidentally  pricked.  Immediately  there  protruded 
through  the  prick-hole  a  vesicle  scarcely  larger  than  a 
mustard  seed.  This  little  bladder  slowly  increased 
in  size,  soon  covered  the  abdomen,  and  finally,  in 
saddlebag  fashion,  fell  over  the  child's  fanks.  A 
broad,  flat  isthmus  of  sac  extended  across  the  now 
scaphoid  belly  from  one  great  bag  of  water  to  the 
other.  The  wall  of  the  great  cyst  was  of  filmy 
thinness. 

The  midline  incision  was  lengthened  and  a  search 
made  for  the  pedicle.  Grouped  about  the  pedicle 
were  several  small  cysts  all  of  which  seemed  to  have 
their  origin  in  the  great  omentum;  embryologically, 
in  the  posterior  mesogastrium.  A  separate  cyst, 
about  as  large  as  an  orange,  seemed  to  be  contained 
between  the  layers  of  the  duodenal  mesentery,  the 
continuation  of  the  stomach  mesentery  or  posterior 
mesogastrium.  This  cyst  was  so  adherent  to  the 
mesenteric  vessels  that  it  was  feared  its  removal 
would  imperil  the  circulation  of  the  bowel.  There- 
fore its  wall  was  stitched  to  the  parietal  peritoneum 
and  in  a  few  days  it  was  opened  and  drained  The 
child  made  a  prompt  recovery. 

In  1915,  twenty-two  years  later,  the  patient  was 
examined  again.  According  to  her  mother  she  had 
suffered  no  ill  effects  from  the  operation.  She  was 
then  married  and  in  good  health.  Examination  of 
the  abdomen  revealed  nothing  abnormal  except 
a  little  tenderness  near  the  appendix. 
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Halsted  states  that  the  possibility  of  lymphatic 
cyst  should  be  borne  in  mind  whenever  a  child  with 
distended  abdomen  comes  under  observation. 

Another  case  cited  in  this  article  was  that  of  an 
infant,  7  weeks  old,  who  was  operated  upon  at  the 
Johns  Hopkins  Hospital  for  the  relief  of  what  was 


supposed  to  be  intestinal  obstruction.  The  cause 
of  the  distention  was  a  lymphatic  cyst.  The  child 
died.  In  the  author's  opinion  it  is  possible  that  this 
infant  might  have  been  saved  if  the  correct  diagnosis 
had  been  made  and  the  cyst  evacuated  or  possibly 
eventrated  through  a  small  incision.   G.  E.  Beilby. 
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DISEASES  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Goodman,  R.:  The  Pathology  and  Treatment  of 
Chronic  Osteomyelitis  in  Unhealed  War 
Wounds.     Therap.Gaz.,  1920,  xliv,  94. 

In  the  author's  opinion  the  infection  of  war 
wounds  is  more  lasting  than  that  of  wounds  received 
in  civil  life  and  therefore  requires  longer  after- 
treatment. 

Traumatic  osteomyelitis  resembles  the  spontane- 
ous osteomyelitis  of  childhood.  While  in  civil  life 
acute  diffuse  osteomyelitis  rarely  follows  compound 
fractures  treated  by  careful  surgery,  in  war  wounds 
complications  are  frequent  because  of  the  extent 
and  severity  of  the  bone  lesion,  infection,  and 
the  hasty  first-aid  treatment. 

Goodman  advises  against  the  use  of  gauze  drains 
in  osteomyelitis  and  does  not  believe  that  helio- 
therapy is  of  any  therapeutic  value  in  such  cases. 
The  only  treatment  is  operation  at  the  proper  time. 
The  cavity  must  be  oblitereated  by  wide  removal  of 
bone  to  allow  the  neighboring  tissues  to  fall  in. 
The  removal  of  a  joint  should  be  avoided  if  possible 
as  an  ankylosed  joint  is  better  than  a  flail  joint. 

E.  C.  ROBITSHEK. 

Gibney,  V.  P. :  The  Arthri tides  and  Focal  Infection. 

J.  Orthop.  Surg.,  1920,  ii,  63. 

The  term  "arthritides"  the  author  applies  to  an 
arthritis  involving  the  articular  or  peri-articular 
structures  of  one  or  more  joints.  Osteomyelitic 
or  periosteal  lesions  regarded  as  tuberculous  or 
malignant  are  not  considered. 

Some  years  ago  Murphy  stated  that  the  time  was 
not  far  distant  when  the  terms  "rheumatism"  and 
"gout"  would  be  employed  no  longer,  but  labora- 
tory workers  and  internists  still  maintain  that  these 
conditions  are  distinct  entities  and  that  they 
may  be  promptly  relieved,  if  not  cured,  by  specific 
medication.  When  the  acute  stage  merges  into  the 
chronic  stage,  however,  and  when  one  or  more  joints 
are  greatly  impaired  in  function  and  persistently  pain- 
ful, search  is  now  made  for  a  focus  of  infection  even 
though  the  laboratory  continues  to  report  the  con- 
dition as  rheumatism.  Usually  such  a  focus  of  infec- 
tion is  found  in  the  oral  cavity,  the  sinuses,  the  in- 
testinal tract  (including  the  gall-bladder),  the  geni- 
to-urinary  organs,  or  the  parts  of  the  anatomy 
studied  by  the  proctologist,  the  gynecologist,  and 
the  neurologist. 


Gibney  gives  a  brief  history  of  several  cases  which 
have  come  under  his  observation.  In  his  opinion 
arthritides  are  the  most  difficult  cases  in  orthopedic 
surgery  and  while  they  naturally  come  under  the 
care  of  the  orthopedic  surgeon  it  is  better  to  rely  for 
their  treatment  on  a  medical  group  as  no  one  man 
can  bring  all  of  them  to  a  successful  issue. 

Gibney's  conclusions  are  summarized  as  follows: 

A  focus  of  infection  should  be  diligently  sought 
for  in  every  case  of  arthritis  in  which  tuberculosis, 
malignancy,  or  trauma  are  not  self-evident  causes 
or  controlling  factors. 

A  mono-articular  arthritis  demands  the  same  pains- 
taking investigation  as  a  polyarticular  arthritis  for 
it  is  not  possible  to  tell  when  the  former  may  merge 
into  the  latter. 

So  long  as  the  treatment  of  a  focus  of  infection 
does  not  give  refief,  it  cannot  be  assumed  that  the 
infection  is  at  an  end. 

The  arrest  of  the  infection  does  not  mean  that  the 
exudates  in  and  around  a  joint  will  disappear  unless 
orthopedic  measures  are  employed  to  bring  about 
resolution  and  restoration  of  function. 

There  may  be  more  than  one  focus  of  infection. 
As  many  organs  are  exposed  to  bacteria  of  a  pus- 
producing  nature  a  careful  study  of  these  organs 
should  be  the  rule.  G.  E.  Beilby. 

Jones,    R. :     Flail   Joints   and   Their  Treatment. 

Brit.  M.J.,  1920,  i,  175. 

To  prevent  flail  joints  resulting  from  operations 
do  not  remove  too  much  bone.  Preserve  the  mus- 
cular attachments  and  important  bone  prominences. 
Do  not  keep  the  leg  in  traction  too  long  after  the 
excision.  Maintain  the  joint  in  the  position  for  best 
function,  regardless  of  ankylosis  or  mobility  in  the 
end-results. 

The  treatment  of  flail  joints  is  outlined  as  follows: 

1.  Treat  radically  all  discharging  sinuses  and 
osteomyelitis.  Fix  the  joint  with  its  surfaces 
approximated  as  there  is  a  chance  of  ankylosis, 
especially  in  the  elbow  and  shoulder. 

2.  In  the  absence  of  sepsis  fix  the  joint  in  the 
best  position  for  function.  Then  re-educate  the  im- 
portant muscles  of  the  joint  (in  the  shoulder,  the 
deltoid;  in  the  elbow,  the  biceps). 

3.  Approximate  the  joint  surfaces  and  hold  with 
sutures. 

4.  Attempt  to  ankylose  the  joint. 

Flail  hip:  The  treatment  depends  upon  the 
amount  of  bone  lost.    If  the  head  and  neck  are 
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missing,  obtain  function  by  the  use  of  calipers  and 
the  correction  of  deformities.  Bone  grafting  to 
obtain  ankylosis  is  not  expedient.  If  the  trochanter 
and  upper  shaft  are  missing,  a  sliding  graft  reaching 
to  the  acetabulum  will  produce  ankylosis.  Grafts 
from  other  parts  of  the  body  are  not  satisfactory. 

Flail  knee:  In  this  condition  it  is  best  to  produce 
ankylosis  by  sawing  off  the  bone  ends.  If  there  is 
much  separation  of  the  bones,  use  a  sliding  graft 
either  from  the  tibia  or  femur.  An  alternative  is 
the  use  of  an  artificial  limb  or  calipers. 

Flail  ankle:  Flail  ankle  is  rare  in  war  surgery. 
Treat  by  inducing  ankylosis  or  by  amputation. 

Flail  shoulder:  Muscle  re-education  is  preferred 
to  ankylosis  of  the  joint  when  only  the  head  of  the 
bone  is  missing  and  the  muscles  attached  to  the  tu- 
bersities  and  the  deltoid  are  functioning.  When 
more  bone  is  missing  an  autogenous  bone  graft 
shaped  like  a  mallet  may  be  introduced  into  the 
humerus  and  the  bulbous  end  fitted  into  the  glenoid 
cavity.  When  there  is  much  shortening  of  the 
humerus  care  should  be  taken  to  fix  the  joint  in  a 
position  such  that  the  patient  is  able  to  bring  his 
hand  to  his  mouth.  The  acromion  and  coracoid 
processes  should  be  split  and  approximated  to  the 
humeral  head  and  immobilization  continued  for 
three  months.  The  scapula  must  be  freely  movable. 
Re-educate  scapular  movements. 

Flail  elbow:  Conservative  treatment  is  possible 
only  when  the  ends  of  the  bones  are  broad  and  the 
muscles  can  be  re-educated.  The  operative  treat- 
ment may  be  to  induce  ankylosis  or  to  obtain  a 
movable  joint.  Ankylosis  is  successful  only  when 
there  is  sufficient  bone  surface.  Pseudarthrosis 
should  be  attempted  only  when  the  muscle  power  is 
good.  Operation  consists  of  making  a  wedge  at  the 
lower  end  of  the  humerus,  placing  fascia  lata  over  it 
and  then  fitting  it  into  a  prepared  space  between 
the  radius  and  ulna.  The  bones  should  be  held 
together  with  a  kangaroo  tendon  passed  through  a 
drilled  hole.  Fix  the  arm  in  abduction.  Voluntary 
movement  may  be  allowed  after  three  weeks.  Re- 
move the  fixation  after  eight  weeks  and  place  the 
arm  in  a  sling  to  prevent  stretching  of  the  biceps. 

Flail  wrist:  This  condition  is  very  rare  and 
requires  ankylosis. 

Stiff  joints:  Stiff  joints  may  be  caused  from 
fracture  in  the  joint  or  long  immobilization.  Gradual 
flexion  of  a  stiff  knee  instead  of  forcible  flexion  is 
preferred.  The  power  of  voluntary  extension  from 
the  new  angle  of  flexion  should  be  tested  regularly. 
If  the  quadriceps  is  adherent,  loosen  adhesions  and 
interpose  fat  and  fascia  between  it  and  the  bone. 
When  the  capsule  is  scarred  and  shortened  make  a 
curved  incision  from  the  attachment  of  the  internal 
lateral  ligaments  to  the  tibial  tubercle.  In  cases  of 
intra-articular  adhesions,  treat  conservatively  by 
gradual  flexion.  Effusion  in  the  joint  does  not 
contra-indicate  treatment.  If  the  patella  is  adherent 
to  bone  by  bony  adhesions,  chisel  out  and  interpose 
membrane.  If  the  adhesions  are  fibrous,  conservative 
treatment  may  be  attempted.    Complete  ankylosis 


of  the  knee  joint  should  be  left  alone  in  war  surgery 
unless  there  is  deformity. 

Flexion  of  knee:  If  the  knee  is  flexed  at  30 
degrees,  leave  alone;  if  flexed  beyond  that  angle,  do  a 
cuneiform  osteotomy  and  fix  at  an  angle  of  1 5  or  20 
degrees.  Lateral  deviation  of  the  knee  and  genu 
recurvatum  should  also  be  treated  by  osteotomy. 

Pio  Blanxxj. 

Giessler,  P.  W.:    Foot  Disabilities.    J -Lancet,  1920, 

xl.  65. 

Before  his  discussion  of  the  pathology  of  the  foot 
the  author  gives  a  detailed  description  of  the 
anatomy,  movements,  and  functions  of  the  normal 
foot. 

Weak  foot  is  due  to  derangement  of  the  foot 
mechanism  from  the  fatigue  and  strain  of  muscles 
working  at  a  disadvantage.  Ill-fitting  shoes  and 
faulty  attitudes,  diseases  such  as  tuberculosis, 
arthritis,  and  prolonged  illness,  injuries  such  as 
sprains  and  Pott's  fracture,  adiposity,  inactivity, 
and  overwork  are  some  of  the  important  etiological 
factors. 

The  symptoms  vary,  the  most  common  being 
weakness  of  the  ankles,  fatigue,  discomfort  in  aU 
shoes,  stiffness  and  swelling,  numbness,  and  moisture, 
especially  in  the  afternoon  and  evening.  The  patient 
does  not  walk  as  much  as  usual.  The  pain  or  dis- 
comfort may  be  in  any  one  area  or  in  several^ 
the  heel,  arch,  ball  of  the  foot,  instep,  outer  border, 
calf,  knee,  thigh,  hip,  or  back.  Usually  the  dis- 
comfort is  present  only  during  or  just  after  the  foot 
is  used. 

These  early  symptoms  are  due  to  muscular  strain 
which  may  precede  depression  of  the  arch  by  some 
time.  Inward  bulging  and  abduction  of  the  fore- 
foot may  be  the  only  deformities.  When  the 
ligaments  give  way,  the  bones  assume  abnormal 
relations  and  the  feet  become  flat.  After  the  bones 
become  fixed  in  an  abnormal  position  pain  is  often 
absent.  All  flat  feet  are  mechanically  weak,  but  not 
all  are  painful.  In  some  cases  low  arches  are  inherited. 

Before  the  shoes  are  removed  the  author  notes 
whether  the  patient  limps  or  toes  out;  whether 
the  gait  is  elastic,  the  inner  ankles  are  prominent, 
the  soles  are  flat  on  ground,  the  toes  are  turned  up, 
or  the  joint  of  the  big  toe  is  prominent. 

In  the  bare  feet  he  notes  whether  the  toes  are  flat, 
flexed,  or  extended,  parallel  or  pinched;  whether 
there  is  a  bunion;  whether  the  forefoot  is  flat  and 
wide;  the  scaphoid  bulges;  the  tendo  achiUis  is  verti- 
cal or  convex;  and  whether  there  are  callouses.  He 
determines  also  the  circulatory  condition  of  the  feet 
and  notes  whether  Feiss '  line  is  below  the  scaphoid, 
whether  the  patient  can  rise  easily  on  the  toes,  and 
whether  the  height  of  the  arch  is  increased  in  that 
position.  A  plumb  line  from  the  center  of  the 
patella  falls  inside  the  second  toe.  Further  examina- 
tion is  made  for  foot  deformity  at  rest  or  with  weight 
bearing.  The  range  of  motion  and  the  p>ower  of 
abduction  and  adduction  are  tested.  An  impres- 
sion of  the  foot  is  made  with  and  without  weight 
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bearing.  The  X-ray  is  used  to  determine  the 
presence  of  changes  in  the  bones,  exostoses,  and 
arthritis. 

The  author  gives  Whitman 's  classification  of  foot 
disabilities:  (i)  the  normal  foot  improperly  used; 
(2)  the  foot  which  is  normal  at  rest,  but  forced  into 
an  attitude  of  deformity  by  weight;  (3)  the  foot 
in  which  voluntary  motion  is  limited  and  forced 
motion  is  painful;  (4)  persistent  deformity  with  the 
foot  at  rest. 

The  object  of  treatment  is  to  bring  back  to  normal 
the  shape,  attitude,  and  voluntary  motion  of  the 
foot. 

The  shoe  should  be  broad  enough  in  the  toes  to 
permit  plantar  flexion  of  the  toes.  The  sole  should 
be  the  shape  of  the  sole  of  the  foot,  the  heel  broad 
and  the  inner  edge  straight.  If  the  muscle  balance 
is  correct,  a  flexible  shank  may  be  worn. 

Dancing,  proper  walking,  and  exercises  are 
beneficial.  In  some  cases  manipulation  should 
precede  exercises.  In  the  treatment  of  more  rigid 
feet  forcible  manipulation  and  over-correction  in  a 
plaster  cast  may  be  necessary. 

A  lift  the  entire  length  of  the  inner  border  of  the 
shoe  may  be  suflficient  with  or  without  strapping. 

A  brace  must  always  be  used  after  forced  correc- 
tion of  rigid  feet  and  must  be  made  over  a  plaster 
model.  Heat  followed  by  massage  is  beneficial 
during  the  period  of  muscle  strengthening.  In  some 
cases  tenotomy  or  stretching  of  the  tendo  achillis  is 
necessary. 

Lowering  of  the  anterior  arch  is  usually  due  to 
narrow  pointed  shoes.  To  correct  this  condition  a 
felt  pad  should  be  fastened  with  adhesive  strips  just 
behind  the  metatarsal  heads.  Later,  if  necessary,  a 
brace  with  an  anterior  arch  convexity  may  be  used. 
Flexion  exercises  of  the  toes  strengthen  the  natural 
supports.  D.  H.  Levinthal. 

FRACTURES  AND  DISLOCATIONS 

Albee,  F.  H.,  and  Weigel,  E.  P.:  Restoration  of 
Loss  of  Bone,  Including  an  Analysis  of  the 
First  Hundred  Cases  of  Fracture  Treated  by 
Bone  Graft  at  the  U.  S.  General  Hospital  No.  3, 
Colonia,  N.  J.    /.  Am.  M.  Ass.,  1920,  Ixxiv,  589. 

The  successful  treatment  of  traumatic  fractures 
depends  primarily  upon  the  recognition  of  the  under- 
lying laws  of  tissue  growth  and  healthy  metabolism. 
In  the  surgical  repair  of  bone  by  means  of  the  bone 
graft  the  technique  and  mechanics  of  the  work  are 
based  wholly  on  the  establishment  of  a  suitable 
environment  for  the  growth  of  the  transplanted 
bone  and  the  ultimate  solid  fixation  of  the  fragments 
which  have  been  grafted  together.  Conditions  favor- 
ing the  operation  of  Wolflf's  law  of  bone  growth  and 
the  important  influence  exerted  upon  bone  prolif- 
eration by  mechanical  stress  (the  frictional-irrita- 
tion  law  of  Roux)  are  provided  by  the  inlay  or  Albee 
method  of  technique.  By  this  procedure  the  graft, 
which  is  accurately  cut  and  includes  all  four  bone 
layers,  is  inserted  with  a  cabinet  maker's  accuracy 


of  fit  and  with  exact  coaptation  of  the  corresponding 
layers  of  the  graft  and  host  fragments,  i.e.,  the  peri- 
osteum, cortex,  endosteum,  and  marrow. 

All  metal  agents  for  internal  fixation  are  absolutely 
contra-indicated  in  this  work.  The  graft  itself  must 
serve  as  the  main  fixation  agent  as  the  use  of  foreign 
bodies,  such  as  screws,  metal  plates,  and  nails, 
inhibits  the  growth  of  the  transplanted  tissues  and 
introduces  a  devitalizing  element  which  may  be  a 
potent  factor  in  arousing  latent  infection. 

In  the  cases  reviewed  in  this  article— the  first  100 
cases  of  fracture  treated  by  Albee  with  bone  grafts 
at  U.  S.  Army  General  Hospital  No.  .3  at  Colonia, 
N.  J.— difficult  problems  of  mechanical  adjustment 
were  often  encountered.  The  procedures  included 
operations  performed  for  the  replacement  of  bone 
loss  and  the  restoration  of  motion  and  function  in 
the  shoulder  joint,  the  synthetic  transplantation  of 
tissues  in  the  formation  of  new  fingers  when  all  but 
the  thumb  had  been  shot  away,  the  relief  of  com- 
pression fractures  of  the  spine,  and  the  repair  of  the 
mandible. 

It  is  believed  that  success  in  this  type  of  osteo- 
plastic work  depends  in  large  measure  upon  the  care- 
ful observance  of  such  points  of  technique  as  the 
following:  an  early  and  thorough  study  of  the 
wound;  pre-operative  treatment  of  persistent  infec- 
tion; the  use  of  the  inlay  type  of  graft  including  all 
four  bone  layers  which  is  so  inserted  into  the  host 
fragments  that  its  layers  are  in  perfect  apposition 
to  the  corresponding  layers  of  the  host  bone  and 
it  fits  in  place  exactly;  adequacy  of  the  graft 
to  serve  as  the  main  fixation  agent;  accuracy  and 
rapidity  of  operative  technique  Tgreatly  facilitated 
by  the  use  of  electrically  driven  instruments);  and 
adequate  postoperative  fixation  by  immobilization 
in  a  plaster  of  Paris  cast. 

Willard,  D.  P.:  The  Treatment  of  Non-Union  in 
Compound  Fractures.  Ann.  Surg.,  1920,  Ixxi, 
182. 

The  author  had  an  opportunity  to  see  a  great 
many  ununited  fractures  treated  according  to  a 
variety  of  methods  while  working  with  the  British 
at  Shepherd's  Bush  and  St.  Katherine's  Hospital 
in  London.  He  is  fully  convinced  that  the  percent- 
age of  non-union  was  much  smaller  in  the  casu- 
alties of  the  1918  campaign  than  in  the  campaigns 
of  191 5  and  1 91 6.  This  was  due  unquestionably  to 
the  better  surgical  technique  used  at  the  casualty 
clearing  stations  and  especially  the  employment  of 
Thomas  splints. 

The  cases  of  true  non-union  were  due  to  infection 
or  extensive  loss  of  bone  substance  caused  either  by 
a  missile  or  too  radical  removal  of  bone  fragments 
at  the  primary  operation. 

The  treatment  may  be  divided  into  two  main 
parts:  first,  the  restoration  of  function  of  the  dis- 
abled limb,  and  second,  the  treatment  of  the  frac- 
ture. If  in  a  fracture  of  the  arm  the  use  of  the  fingers 
is  delayed  until  the  fracture  is  healed,  great  diffi- 
culty will  be  experienced  in  obtaining  functional 
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efficiency.  Much  of  this  disability  can  be  avoided 
by  early  exercise,  active  whenever  possible  and  pas- 
sive only  when  the  fracture  is  so  low  that  active 
motion  is  prohibited. 

The  length  of  time  that  should  elapse  between  the 
closing  of  all  sinuses  and  the  operation  for  non-union 
should  be  at  least  six  months,  and  if  the  infection  has 
been  severe  and  prolonged,  nine  or  even  twelve 
months.  Heavy  massage  of  the  scar  for  ten  days 
should  be  carried  out  before  any  operation  is  done. 
If  a  reaction  appears  operation  should  be  delayed. 

At  the  first  operation  the  sear  should  be  dissected 
away  from  the  soft  parts  and  from  between  the  bone 
fragments.  Smears  from  the  deep  tissues  should  be 
made  and  the  wound  closed.  In  some  cases  infection 
will  reappear  after  this  operation,  but  if  no  reaction 
occurs  the  secondary  operation  should  be  done  in 
eight  or  ten  days. 

The  author  is  opposed  to  the  use  of  any  metal  as 
a  fixative  as  it  acts  as  an  irritant  and  causes  bone 
atrophy  at  the  place  where  growth  is  most  desired. 
When  it  is  possible  to  freshen  the  ends  of  the  bones 
and  obtain  good  apposition  by  the  aid  of  catgut  or 
kangaroo  tendon,  this  should  be  done.  Autogenous 
grafts  taken  either  from  the  same  bone  or,  better, 
from  a  healthy  bone  in  some  other  part  of  the  body 
aflFord  the  best  fixation.  In  the  smaller  long  bones  a 
thin,  flexible  graft  covered  with  periosteum  seems 
to  give  better  results  than  heavier  grafts  which  may 
be  entirely  absorbed  within  a  short  time. 

It  must  be  borne  in  mind  that  many  cases  of  so- 
called  non-union  will  eventually  unite  if  good  im- 
mobilization is  continued  for  a  long  time. 

Gatewood. 

Henderson,  M.  S. :    Ununited  Fractures  of  the  Hip. 

Surg.,  Gynec.  &Obst.,  1920,  xxx,  145. 

This  paper  is  based  upon  the  study  of  1 20  cases  of 
ununited  fractures  of  the  neck  of  the  femur.  Sixty- 
eight  of  the  patients  were  males,  and  52,  females. 
Twenty-six  were  operated  upon,  but  in  94  cases  no 
attempt  was  made  to  relieve  the  condition.  In  the 
majority  of  cases  non-union  resulted  from  incorrect 
diagnosis  at  the  time  of  the  accident,  but  often,  for 
some  justifiable  reason,  no  treatment  had  been  given 
even  when  the  diagnosis  had  been  correct.  In  a  few 
cases  the  measures  used  had  been  rather  routine  and 
not  adequate  in  any  sense. 

Of  the  patients  operated  upon,  20  were  males,  and 
6  females.  The  duration  of  the  non-union  varied 
from  three  months  to  three  years.  Nails  or  screws 
were  used  in  8  cases,  and  bone  in  18.  There  were  no 
deaths.  Infection,  which  was  slight,  developed  in 
only  2  cases.  In  8  cases  in  which  metal  was  used  as  a 
fixative,  a  good  result  was  obtained  in  only  i. 
Autogenous  grafts  may  be  obtained  from  various 
bones    but    the    fibula    is    the    most    satisfactory. 

The  end-results  of  the  operation  in  7  of  the  26 
cases  are  not  known.  Ten  operations  were  successful 
and  8  are  known  to  be  failures.  One  patient  is  still 
under  observation,  but  the  result  in  this  instance 
promises  to  be  good.    Thus  good  results,  i.e.,  bony 


union  and  good  function,  were  obtained  in  38  per 
cent  of  the  operations.  Of  the  entire  series  of  1 20 
patients  coming  for  relief,  however,  only  10  (8.3  per 
cent)  were  benefited. 

The  author  summarizes  his  conclusions  as  fol- 
lows: 

1 .  In  the  majority  of  cases  non-union  is  due  to  the 
fact  that  the  fracture  was  not  recognized  at  the 
time  of  the  accident  and  therefore  was  not  treated. 
In  other  cases,  in  which  the  diagnosis  is  made  cor- 
rectly, the  treatment  is  often  faulty  and  weak. 
An  impacted  fracture  must  be  kept  impacted 
until  it  is  united. 

2.  Comparatively  few  of  the  cases  of  ununited 
fractures  of  the  hip  are  suitable  for  surgery. 

3.  Advanced  age,  poor  general  health,  etc.  are 
contra-indications  to  operation,  but  the  chief  contra- 
indication is  absorption  of  the  femoral  neck.  In  the 
case  of  a  patient  25  years  of  age  the  absorption  of  the 
neck  of  the  femur  may  be  so  great  five  months  after 
the  accident  that  no  measure  will  offer  any  hope  of 
benefit. 

4.  In  suitable  cases  any  means  that  will  freshen 
the  fractured  surfaces  and  maintain  them  in  apposi- 
tion is  sufficient.  For  the  latter  purpose  autogenous 
bone  pegs  are  the  most  satisfactory. 

5.  Bone  from  the  fibula  seems  to  be  best  for 
bone  pegs  as  it  is  easily  obtained  and  is  never 
missed  if  it  is  removed  4  in.  above  the  external 
malleolus. 

Turner,  P.:  Notes  on  a  Series  of  103  Cases  of 
Compound  (Gunshot)  Fractures  of  the  Femur 
Treated    at   a   General    Hospital   in    France. 

Lancet,  1920,  cxcviii,  488. 

The  author  recognizes  three  periods  in  the  evolu- 
tion of  the  treatment  of  fractures  of  the  femur.  In 
the  first,  which  occupied  about  the  first  year  of  the 
war,  the  methods  were  very  similar  to  former  meth- 
ods. In  the  second  period,  which  extended  from  the 
summer  of  191 5  to  about  the  beginning  of  191 8, 
new  methods  of  treating  wounds  and  fractures  were 
brought  forth  and  perfected.  The  improved  meth- 
ods which  brought  about  the  good  results  obtained 
during  191 8  included  the  use  of  the  Thomas  splint, 
the  suspension  method  of  Sinclair,  the  caliper 
method  of  extension,  and  the  use  of  other  contriv- 
ances for  improving  position.  The  appliances  were 
really  devised  during  the  second  period.  The  third 
period  began  early  in  191 8  and  was  characterized  by 
the  establishment  of  a  specially  equipped  femur 
hospital  for  each  area  in  France  and  similar  hospitals 
at  home. 

The  series  of  103  cases  considered  by  the  author 
were  treated  during  the  second  period  in  General 
Hospital  No.  3.  Before  admission  the  treatment 
consisted  in  cleansing  of  the  wound  and  usually 
the  application  of  a  Thomas  splint. 

X-ray  examination  was  followed  by  the  removal  of 
all  loose  fragments  and  foreign  bodies  and  the  appli- 
cation of  a  Thomas  splint  or,  in  a  few  cases,  a  sus- 
pension Hodgen.    The  patients  were  not  discharged 
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until  active  sepsis  had  subsided  and  all  danger  of 
secondary  hajmorrhage  had  passed.  The  average 
stay  in  the  hospital  was  fifty- two  days.  The 
mortality  of  this  series  was  13.50  per  cent.  The 
author  gives  the  cause  of  each  death. 

Comparison  of  the  mortality  statistics  of  this 
series  with  those  of  the  earlier  period  shows  a  great 
improvement  in  the  second  period.  The  mortality 
in  5  cases  of  amputation  in  this  series  was  20  per 
cent. 

The  author  describes  a  new  method  of  measuring 
the  degree  of  shortening  in  femurs  fractured  below 
the  neck.  He  measures  from  the  great  trochanter 
to  the  head  of  the  fibula.  W.  P.  Herbst. 

Bowlby,  A. :  The  Results  of  Fracture  of  the  Femur 
Caused  by  Gunshot  Wounds.  N.  York  M.  J ., 
1920,  cxi.  133. 

The  author  reviewed  the  histories  of  cases  of  frac- 
ture of  the  femur  and  found  that  there  was  a  general 
improvement  in  the  results  of  treatment  throughout 
the  war. 

The  number  of  limbs  saved  increased  greatly 
toward  the  end  of  the  war.  The  conditions  neces- 
sitating amputation  were  acute  sepsis  in  40  per  cent 
of  the  cases,  gas  gangrene  in  33  per  cent,  secondary 
haemorrhage  in  12  per  cent,  dry  gangrene  in  4  per 
cent,  and  osteomyelitis  and  other  conditions  in  11 
per  cent. 

Shortening,  malposition,  joint  stiffness,  and  non- 
union became  rare  with  the  adoption  of  improved 
methods  of  management. 

The  Thomas  splint  applied  at  the  front  was  used 
during  transportation.  At  the  base  hospital  its 
use  was  continued  or  a  Hodgen  or  a  Watkins- 
Williams  splint  was  applied  to  permit  joint  mobiliza- 
tion. With  the  improvement  in  the  methods  of 
splinting  open  operations  became  less  frequent.  All 
procedures  were  carefully  controlled  by  the  X-ray. 

The  removal  of  necrosed  bone  was  not  long 
delayed.  This  operation  was  necessary  in  from  20 
to  30  per  cent  of  the  cases  and  was  performed 
between  the  eighth  and  fourteenth  weeks. 

Primary  and  delayed  primary  closure  of  the 
wounds  gave  increasingly  good  results.    K.  L.  Vehe. 

Mosti,  R. :  Fractures  of  the  Anterior  Tubercle  of 
the  Tibia  (Frattura  da  straoj^amento  della  tube- 
rosita  anteriore  della  tibia).  Riforma  med.,  1919,  xx.xv, 
693- 

Direct  fracture  of  the  tibial  tubercle  may  be  either 
partial  or  total.  A  total  bursting  fracture  is  always 
complicated  by  injury  to  the  ligaments.  In  total 
rupturing  fractures  the  tubercle  is  completely  de- 
tached, the  detached  fragment  consisting  of  the 
tubercle  alone,  a  part  of  the  tibial  head,  or  the 
articular  cartilages.  The  form  and  dimensions  of 
the  fragments  therefore  vary  greatly. 

The  detached  fragments  may  assume  any  one  of 
three  positions:  (i)  they  may  remain  in  their  normal 
position,  held  by  strips  of  periosteum  or  patellar 


ligament;  (2)  they  may  undergo  a  movement  of 
basculation,  the  base  remaining  fixed,  and  cither 
protrude  from  under  the  teguments  or  become  em- 
bedded between  the  femoral  and  tibial  condyles; 
or  (3)  they  may  ascend  so  that  the  patella  is  raised 
to  a  plane  higher  than  normal  (the  synovial  mem- 
brane may  or  may  not  be  involved). 

Many  types  of  partial  fractures  of  the  anterior 
tibial  tubercle  may  be  recognized  only  by  roent- 
genological examination.  Osgood-Schlatter  disease 
is  classified  by  some  authors  as  a  partial  frac- 
ture of  the  anterior  tubercle  of  the  tibia,  but  by 
the  majority  is  beheved  to  be  of  inflammatory 
origin. 

The  symptoms  of  fractures  of  the  tibial  tubercle 
vary  according  to  whether  the  fractures  are  partial 
or  total,  but  both  types  of  injury  are  manifested  by 
local  pain,  functional  impotence,  and  loss  of  the 
power  of  extension.  The  author  sums  up  the  dififer- 
ences  between  them  as  follows: 

Total  fractures:  The  swelling  in  the  region  of 
the  knee  is  considerable  and  diflfused  even  over 
parts  of  the  upper  third  of  the  leg.  The  skin  is 
usually  unbroken.  The  patella  protrudes  and  its 
mobility  is  greater  than  normal.  Beneath  the 
patella  a  bony  mass  can  be  felt  which  is  movable  in 
every  direction.  Under  the  bone  fragment  is  a 
depression  which  corresponds  to  the  head  of  the 
tibia  and  was  formerly  occupied  by  the  tubercle. 

Partial  fractures :  The  swelling  is  less  pronounced 
and  more  localized  than  that  following  total  fracture. 
In  nearly  every  case  the  skin  is  injured.  The  pa- 
tella occupies  its  normal  position  and  there  is  no 
bony  mass  beneath  it.  Only  when  the  lower  portion 
of  the  patellar  tendon  is  injured  is  there  irregularity 
in  the  form  of  the  bony  surface  of  the  tibia  with  pain 
on  pressure.  Instead  of  a  depression  in  the  area 
occupied  normally  by  the  tubercle  there  is  a  pro- 
jection of  the  partially  detached  fragments. 

A  clinical  diagnosis  of  total  fracture  is  possible 
when  the  local  condition  is  favorable  but  when,  as 
in  the  majority  of  cases,  the  swelling  is  marked,  the 
diagnosis  is  very  difficult.  The  condition  may  be 
confused  with  contusion  and  deformity  of  the  knee, 
fracture  of  the  upper  extremity  of  the  tibia,  detach- 
ment of  the  lower  insertion  of  the  patellar  ligament, 
and  transverse  fracture  of  the  patella. 

Partial  fractures  also  may  be  difl&cult  to  diagnose 
and  in  many  cases  a  clinical  diagnosis  may  be  made 
only  by  determining  the  location  of  the  pain  exactly. 
Radiography  is  the  principal  aid  to  clinical  diagnosis, 
but  is  not  to  be  relied  upon  too  implicitly. 

Partial  fractures  may  be  treated  by  massage  and 
progressive  mobilization.  Total  fractures  demand 
operation;  the  tuberosity  should  be  reduced  to  its 
normal  position,  blood  effusions  removed,  and  bone 
spicules  which  cannot  be  replaced  in  proper  posi- 
tion should  be  extracted.  Orthopedic  treatment 
of  total  fractures  usually  gives  poor  functional 
results. 

A  case  of  total  fracture  in  which  operation  was 
performed  is  reported.  W.  \.  Brenx.\n. 
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SURGERY  OF  THE  BONES,  JOINTS,  MUSCLES, 
TENDONS,  ETC. 

Tuffier:  Cinematic  Amputations  (T^s  amputations 
cin6matiques).  Bull.  Acad,  de  mid.,  Par.,  1920, 
Ixxxiv,  51. 

In  order  to  study  the  value  of  cinematic  amputa- 
tions at  first  hand  Tuflier  visited  the  Rizzoli  Ortho- 
pedic Institute  at  Bologna  and  several  Italian  clinics. 
The  procedure  most  frequently  employed,  and  the 
only  one  which  he  believes  is  efficacious,  is  the  for- 
mation of  a  unilateral  or  bilateral  muscular  or  ten- 
dinous loop.  Other  types  of  cineplastic  operations 
have  only  a  limited  application  and  their  ultimate 
value  is  doubtful.  In  all  of  the  latter  the  motor  is 
powerful,  but  in  the  majority  the  movement  is  either 
useless  or  insufficient.^ 

Cinematization  after  amputations  of  the  leg  or 
thigh  has  not  been  very  successful  but  following 
an  amputation  of  the  arm,  and  especially  of  the  fore- 
arm, the  results  of  both  primary  and  secondary 
cinematization  are  of  interest. 

Tuffier  studied  the  muscle  motor,  the  mobility 
of  the  cinematic  loop,  and  the  value  of  the  mobile 
part  of  the  prosthetic  apparatus  attached  to  the 
cinematized  limb  stump.  While  the  first  two,  i.e., 
the  surgical  parts,  give  good  results,  those  obtained 
from  the  prosthesis  are  defective.  In  fact,  the  gen- 
eral inferiority  of  cinematizations  as  regards  practical 
results  is  due  entirely  to  the  imperfection  of  the 
cinematic  apparatus.  Proving  this  is  the  fact  that 
in  most  cases  not  more  than  5  or  10  per  cent  of  the 
muscle  motor  is  transmitted  to  the  fingers  of  an 
artificial  hand.  W.  A.  Brennan. 

Mennell,  J.  B. :  Some  Remarks  on  "Bone  Setting:" 
Ttie  Practice  and  Results  of  Forced  Movement. 

Lancet,    1920   cxcviii,    297. 

Mennell  states  that  until  the  old  doctrine  of 
absolute  rest  and  fixation  has  been  supplanted  by 
the  more  modern  Lucas-Championiere  combination 
of  rest  and  mobilization,  the  type  of  disability  which 
fills  the  "bone-setter's"  rooms  will  never  disappear 
Failure  to  correct  disability  resulting  from  injuries 
is  due  to  the  lack  of  proper  knowledge  of  the  normal 
function  and  movements  of  joints  and  the  over- 
zealousness  of  a  large  number  of  surgeons  who  are 
afraid  of  doing  too  little.  Adaptive  shortening  of 
muscles  resulting  from  non-use  or  the  presence  of 
sepsis  is  of  importance  and  the  correction  of  this 
disability  should  be  such  as  gradually  to  restore 
the  elasticity  of  the  muscular  connective  tisue. 

Adhesions  of  the  tendons  or  joints  should  be 
broken  up  by  a  rapid  steady  movement  in  order  that 
stretching  of  the  pathologic  structures  or  straining 
of  the  normal  muscles  and  tendons  may  be  avoided. 
With  few  exceptions  general  anaesthesia  should  be 
used  during  manipulation  as  this  will  abolish  the 
strain  sometimes  inflicted  upon  muscles  which 
normally  act  as  antagonists  to  the  proposed  forced 
movement.  In  cases  uncomplicated  by  sepsis 
forcible  manipulations  may  be  performed  at  the 


end  of  five  or  six  weeks,  while  in  those  complicated 
by  sepsis  much  is  gained  by  waiting  five  or  six 
months. 

In  the  manipulation  of  the  joints  it  is  important 
to  determine  what  movement  or  movements  are 
limited  or  give  rise  to  pain.  When  an  adhesion  gives 
way  manipulation  should  be  stopped  immediately. 

Much  depends  upon  the  after-treatment  follow- 
ing forcible  movements.  Voluntary  movements  and 
gentle  massage  should  be  employed  early  unless 
there  is  too  much  pain  and  in  that  case  it  is  doubtful 
whether  a  great  deal  has  been  gained  from  the 
manipulation.  F.  B.  Settle. 

Latarjet:  The  Influence  of  Muscle  Resections  up- 
on the  Growth  of  Bone  (De  rinfluence  des  rfeec- 
tions  musculaires  sur  I'accroissement  des  os).  Lyon 
med.,  1919,  cxxviii,  557. 

The  author  carried  out  his  experiments  on  young 
cats  and  rabbits.  He  resected  the  triceps  muscle  of 
one  foreleg  of  each  animal  and  the  pelvitrochan- 
teric  muscles  in  one  hind  leg.  In  one  case  there  was 
some  inflammation  with  secondary  luxation  of  the 
limb.  In  the  others  the  operative  wound  healed 
normally.    The  conclusions  drawn  were  as  follows: 

1.  Resection  of  one  muscle  or  a  group  of  muscles 
inserted  on  the  same  apophysis  causes  a  decrease 
in  the  growth  of  the  apophysis. 

2.  Muscle  resection  affects  the  development  of 
all  of  the  bones  of  the  limb,  particularly  the  epi- 
physes and  articular  surfaces.  While  the  bone  may 
increase  slightly  in  length,  it  becomes  thinner. 

3.  The  results  of  the  experiments  verify  clinical 
observations.  W.  A.  Brennan. 

Leriche,  R.:  Anatomical  and  Functional  Results 
of  Aseptic  Primary  Resection  of  the  Shoulder 

(Resultats  anatomiques  et  fonctionnels  donnfe  par  la 
resection  de  I'epaule  en  milieu  aseptique  ix)ur  trau- 
matism— resection  primitive).  Lyon  chir.,  1919,  x\-i, 
439- 

Leriche  gives  the  clinical  histories  of  9  primary 
resections  of  the  shoulder  done  shortly  after  the 
injury  was  received  and  before  infection  had  set  in. 
In  all  of  these  cases  the  results  were  excellent. 
There  was  no  great  laxity  of  the  arm  even  when  the 
operation  had  been  very  extensive.  In  some  in- 
stances the  resection  included  a  large  part  of  the 
scapula,  but  there  was  not  a  single  case  of  loose  or 
wobbly  shoulder.  In  2  cases  there  is  now  almost 
complete  mobility  with  solidity;  in  6  cases,  quite 
adequate  mobility  with  solidity;  and  in  i  case,  almost 
complete  ankylosis. 

Primary  resection  of  the  shoulder  in  these  cases, 
therefore,  gave  results  much  superior  to  those  which 
Leriche  has  observed  following  resections  in  infected 
areas. 

The  operation  itself  and  the  postoperative  treat- 
ment must  be  directed  especially  toward  assuring 
solidity  of  the  shovdder  and  humeroglenoid  fixity. 
Therefore  disinsertion  of  the  tuberosity  and  luxation 
of  its  head  preparatory  to  sawing  it  are  both  to  be 
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avoided.  Leriche  chips  off  the  head  with  a  chisel 
and  mallet.  By  this  method  he  substitutes  for  the 
Oilier  subcapsular  periosteal  resection  an  intra- 
capsular periosteal  resection  which,  if  necessary, 
is  followed  by  subperiosteal  clearance  of  bone  frag- 
ments and  spicules. 

After  the  operation  the  thorax  and  the  stump  of 
the  shoulder  should  be  carefully  immobilized  in 
plaster  for  at  least  a  month.  During  the  drying 
of  the  plaster  the  humerus  must  be  held  well  against 
the  glenoid  cavity.  W.  A.  Brennan. 

Irwin,  S.  T.:   End-Results  in  Partial  Amputations 
of  the  Foot.    Brit.  J.  Surg.,  1920,  vii,  327. 

The  author's  observations  of  partial  amputations 
of  the  foot  were  made  in  the  Limbless  Department 
of  the  U.  V.  F.  Hospital,  Belfast.  The  paper  is  illus- 
trated with  photographs  and  roentgenograms  of  cases 
treated  by  various  operations. 

Amputation  of  the  toes,  and  particularly  the  great 
toe,  should  be  avoided  if  the  condition  can  be  re- 
lieved by  other  means. 

Of  all  amputations  of  the  lower  limb,  those  of  the 
foot  are  the  most  disappointing.  At  first  the  results 
seem  good,  but  sooner  or  later  a  large  percentage  of 
the  patients  return  because  of  pain  and  inability  to 
do  efficient  work.  The  main  objection  to  partial 
amputations  performed  on  the  foot  is  that  the  an- 
terior pillar  of  the  anteroposterior  arch  is  shortened, 
and  this  shortening,  with  the  force  of  the  weight 
downward,  the  pull  of  the  tendo  achillis,  and  other 
obvious  mechanical  factors,  produces  a  potential 
equinus.  In  amputations  which  preserve  the  inser- 
tions of  the  tibials  and  peronei,  the  deformity  is  not 
a  true  equinus  as  these  muscles  in  part  counteract 
the  tendency  to  deformity  and  produce,  with  an 
equinus,  a  varus  due  to  muscular  contraction. 

The  author  mentions  the  work  of  Tuffier,  Depage, 
Broca,  Treves,  and  others  who  have  shown  that  the 
more  the  anterior  limb  of  the  anteroposterior  arch 
is  shortened,  the  greater  the  deformity  and  dis- 
ability. In  addition  to  the  disablement  due  to  this 
shortening  another  disadvantage  arises  from  the 
fact  that  the  scar,  at  first  well  anterior  or  supero- 
anterior,  is  later  lowered  until  it  becomes  inferior. 

After  the  Lisfranc  amputation  symptoms  are 
not  usually  present  until  the  patient  has  walked. 
He  then  complains  of  pain  in  the  ankle  joint.  This 
is  due  to  the  dropping  of  the  arch  and  spastic  con- 
traction of  the  tibial  and  peroneal  muscles  which 
result  in  spasmodic  inversion.  The  weight  of  the 
body  is  borne  on  the  outer  border  of  the  foot,  the 
inner  border  being  held  up  by  the  tibialis  anticus. 
The  cuboid  is  drawn  inward  under  the  ankle  joint. 
X-ray  examination  shows  the  os  calcis  drawn  up, 
the  cuboid  lying  beneath  the  anterior  part  of  the 
ankle  joint,  and  in  cases  of  long  standing,  a  bunion 
over  the  cuboid. 

Following  Chopart's  amputation,  symptoms  are 
complained  of  only  when  the  foot  is  used  in  standing 
or  walking.  The  anterior  part  of  the  os  calcis  and 
the  head  of  the  astragalus  rotate  downward,  carry- 


ing with  them  the  scar  which  subsequently  becomes 
the  bearing  surface.  The  weight  is  borne  chiefly 
under  the  ankle  joint  and  the  heel  is  drawn  up 
behind.  These  findings  are  substantiated  by  the 
roentgen  examinations. 

With  a  view  to  obtaining  better  function,  modifi- 
tions  of  Lisfranc's  and  Chopart's  operations  have 
been  suggested.  The  greatest  possible  lengthening 
of  the  anterior  pillar  of  the  arch  is  especially  desired. 
The  author  beheves  that  the  Chopart  amputation 
is  the  operation  of  choice  if  the  scaphoid  is  retained. 
The  Lisfranc  operation  would  be  improved  if  an 
inch  of  the  metatarsals  were  retained.  In  either 
case,  the  anterior  pillar  would  be  lengthened. 

Division  of  the  tendo  achillis,  suture  of  the  exten- 
sor tendons  to  the  plantar  fascia,  or  ankylosis  of  the 
ankle  joint  would  lessen  the  deformities  and  disa- 
bilities secondary  to  amputations  of  the  foot,  but 
these  have  all  been  tried  without  much  success. 
It  is  the  author's  belief  that  Lisfranc's  and  Chopart's 
amputations  were  valuable  when  anaesthetics  and 
antiseptics  were  not  employed  and  rapidity  of  opera- 
tion was  an  important  factor.  Under  present  con- 
ditions they  should  not  be  performed. 

When  amputation  is  required  at  the  ankle  joint 
the  Syme  operation  is  the  procedure  of  choice. 
The  shortness  of  the  limb  wiU  allow  a  pad  over  the 
heel  of  an  artificial  limb,  the  plantar  skin  gives  a 
good  bearing  surface,  and  there  is  ample  leverage 
for  activating  the  limb.  The  Pirogoff  operation  is 
not  advocated  because  good  bony  union  often  fails 
to  take  place,  the  skin  on  the  bearing  portion  of  the 
stump  is  not  true  plantar  skin,  and  the  stump  is  so 
long  that  elevation  on  the  sound  side  is  required  for 
correct  fittings.  B.  R.  Parker. 

Chutro,  P. :  The  Treatment  of  Arthritis  of  the  In- 
step Following  War  Wounds  (Traitement  des 
arthrites  du  cou-de-pied  consecutives  aux  blessures 
de  guerre).    /.  de  Mr.,  1919,  xv,  364. 

Chutro  has  seen  a  number  of  cases  in  which  a 
more  or  less  typical  resection  of  the  instep  had  been 
done.  In  many  the  functional  result  was  poor,  not 
because  of  the  astragalectomy  itself  but  because  of 
the  postoperative  treatment.  In  a  large  number  of 
these  cases  the  use  of  orthopedic  apparatus,  a  trans- 
tarsal  amputation  with  tenotomy  of  the  tendo 
achillis,  or  an  osteoplastic  operation  was  necessary 
in  addition  to  the  astragalectomy. 

In  Chutro's  opinion  astragalectomy  is  an  excel- 
lent operation  if  deformity  is  obviated.  The 
technique  he  recommends  is  as  follows: 

An  S-shaped  incision  is  begun  at  the  base  of  the 
external  malleolus,  near  the  posterior  edge,  carried 
down  to  the  base  of  the  bone,  continued  horizontally 
across  the  tarsal  sinus  as  far  as  the  edge  of  the 
extensor  proprius  of  the  great  toe,  and  then  brought 
down  to  the  second  cuneiform.  The  astragalectomy 
is  then  done  with  the  foot  placed  in  varus.  The 
edge  of  the  cuboid  is  fixed  to  the  edge  of  the  malleolus 
with  a  bronze  wire.  This  prevents  frontward  dis- 
placement of  the  foot,  varus,  and  equinus,  maintains 
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the  anterior  extremity  of  the  calcaneum  at  an  angle 
of  1 5  or  20  degrees,  and  obviates  ankylosis. 

Following  the  operation  bandaging  of  the  foot  is 
of  the  utmost  importance.  It  should  be  done  with 
several  turns  in  a  figure  of  8  to  maintain  the  foot  at 
a  right  angle.  If  there  is  much  bleeding  a  second 
bandage  may  be  applied  over  the  first  one  and  re- 
newed as  often  as  necessary.  The  first  bandage 
should  not  be  changed  until  after  fifteen  or  twenty 
days  when  the  drains  should  also  be  removed.  The 
wound  will  then  be  found  to  be  granulating. 

From  the  third  week  the. patient  should  move 
the  toes  actively.  At  about  the  fifth  week  the 
metallic  wire  should  be  removed  and  from  that 
time  forward  the  bandages  should  be  sufficiently 
loose  to  allow  the  patient  to  flex  and  extend  the 
foot  actively.  From  the  time  he  first  gets  up  he 
should  not  be  allowed  to  use  a  crutch. 

In  the  iQ  cases  which  the  author  has  treated  in 
this  manner  a  recovery  was  obtained  in  all.  Ankylo- 
sis did  not  develop  in  any  case.  In  a  few  there  was 
considerable  fibrous  rigidity,  but  in  the  others 
active  mobility  between  20  and  40  degrees  was 
preserved  and  the  foot  was  not  painful.  In  some 
cases  a  scar  is  adherent  to  the  extensor  tendons.  Pes 
equinus  was  not  observed.  W.  A.  Brennan. 

ORTHOPEDICS  IN  GENERAL 

Corner,  E.  M.:    The  Phantom  Limbs  of  Amputes. 

Practitioner,  1920,  civ,  81. 

In  a  study  of  more  than  500  patients  who  had 
undergone  an  amputation  the  author  found  that  the 
sensation  of  a  phantom  limb  developed  immediately 
after  operation,  more  usually  in  the  cases  of  older 
patients  and  in  military  rather  than  civil  practice. 
As  a  rule  it  became  less  frequent  and  distinct  as  time 
went  on. 

Dreams  are  considered  important  in  determining 
the  origin  of  the  sensations.  Constant,  unvarying 
local  physical  signs  suggest  a  local  lesion. 


The  character  of  the  sensation  is  usually  cramp- 
like  or  crushing.  Sometimes  it  is  scalding.  Tarsus- 
crushing  phantom,  an  adductor  spur,  and  tenderness 
along  the  femoral  artery  are  indications  for  operative 
treatment.  In  these  cases  removal  of  the  femoral 
artery  from  Hunter's  canal  relieves  the  pain.  Usu- 
ally this  vessel  will  be  found  bound  down  with  scar 
tissue  or  with  a  silk  ligature  on  it  and  the  internal 
saphenous  nerve  adherent  to  it. 

The  phantom  limb  usually  disappears  in  time, 
but  when  it  persists  the  patient  grows  depressed  and 
even  homicidal.  Sometimes  the  phantom  disappears 
but  returns  when  an  unsuitable,  badly-fitting  arti- 
ficial limb  is  applied.  Changes  of  weather,  cold, 
dampness,  and  absence  of  mental  occupation  aflfect 
the  sensations. 

That  many  of  these  phantoms  are  central  in  origin 
is  shown  by  the  following  points:  (i)  operation 
frequently  fails  to  cure  the  phantom;  (2)  frequently 
patients  dream  that  they  have  lost  the  other  limb; 
(3)  very  often  the  sensations  are  not  distributed  in 
the  anatomical  areas  of  a  nerve  or  nerves;  (4)  re- 
moval of  a  limb  is  followed  by  degeneration  to  the 
cortex  in  the  central  nervous  system;  and  (5) 
laminectomy  and  division  of  the  spinal  roots  in  one 
case  failed  to  relieve  the  pain,  the  source  of  which 
was  obviously  higher. 

Marinesco  of  Bucharest  showed  that  when  the 
nerve  fibers  regenerate,  they  branch,  divide,  join 
with  other  bundles,  and  re-inervate  and  invade 
structures  like  a  malignant  growth.  Thus  the  sensa- 
tions passing  through  them  are  complicated. 

The  treatment  of  the  phantoms  is  very  difl&cult 
and  depends  upon  the  character  of  the  sensations, 
their  variations,  the  temperment  of  the  patient,  and 
the  duration  of  the  phantom.  Massage  and  exer- 
cises cure  some  cases  and  operative  measures  cure 
others.  Other  patients  get  well  without  special 
treatment.  Frequently  the  application  of  a  well- 
fitting  limb  and  return  to  civil  occupation  overcome 
the  condition.  D.  H.  Levixth.\l. 


SURGERY  OF  THE   SPINAL   COLUMN  AND   CORD 


Eastman,    J.    R.:     The   Operative   Technique   in 
Spina  Bifida.'    /.  Am.  M.  Ass.,  1920,  Ixxiv,  156. 

The  first  step  of  the  operation  consists  in  taking 
every  precaution  against  contamination  of  the 
wound.  The  importance  of  this  cannot  be  over- 
estimated as  the  one  imminent  postoperative  danger 
in  spina  bifida  is  meningitis  from  wound  infection. 
The  possibility  of  contamination  is  especially  great 
because  of  the  fact  that  the  site  of  the  wound  often 
lies  near  the  anal  region  and  is  also  in  the  direct 
groove  along  which  the  urine  and  faeces  are  most  apt 
to  extend.  With  this  fact  in  mind,  the  author  places 
a  piece  of  rubber  dam  over  the  tumor  and  sutures  its 
lower  border  with  fine  chromic  catgut  to  the  skin  of 
the  child's  back.  By  re-inforcing  this  suture  line 
with  collodion,  it  may  be  made  water  tight.    The 


rubber  dam  is  then  turned  downward  and  the 
second  step  of  the  operation  is  begun. 

In  the  second  step  the  circular  collar  of  true  skin 
usually  present  about  the  base  of  the  tumor  is 
divided.  When  the  scissors-spreading  method  of 
dissection  is  used,  this  circular  incision  may  be 
made  with  little  danger  of  the  escape  of  fluid.  The 
neck  of  the  sac  is  then  exposed  in  the  same  way  as 
the  neck  of  the  sac  of  an  umbilical  hernia  in  the 
Mayo  operation,  freed  of  all  fat  and  connective 
tissue,  and  grasped  between  the  rubber-covered 
jaws  of  a  pair  of  light,  delicate  intestinal  forceps. 

After  the  neck  of  the  sac  is  clamped  the  sac  is 
opened  by  snipping  it  through  the  thinnest  part, 
which  is  usually  at  the  vertex  of  the  tumor.  By 
opening  it  with  a  very  small  incision  enlarged  by 
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scissors-spreading  dissection,  the  cord  and  nerves 
may  be  saved  from  trauma.  If  when  opened,  the 
sac  is  found  to  be  free  from  nerve  elements,  a  stout 
ligature  is  applied  under  the  clamp  jaws,  the  sac  is 
cut  away,  and  the  clamp  is  removed. 

If  the  opened  sac  is  found  to  contain  cord  or 
nerve  tissue,  these  structures  may  be  removed  in 
some  instances  by  blunt  dissection  while  the  light 
clamp  is  kept  in  place  to  prevent  the  escape  of 
fluid  and  the  entrance  of  infection.  If  necessary,  the 
bony  defect  of  the  vertebral  column  may  be  en- 
larged to  admit  of  the'r  replacement.  This  removal 
of  bone  can  be  done  while  the  clamp  is  still  applied. 

After  the  neck  of  the  sac  has  been  tied  and  the 
clamp  removed,  no  attempt  is  made  to  close  the 
bony  defect  by  an  osteoplastic  operation.  The 
danger  of  this  step  probably  offsets  its  few  and 
doubtful  advantages.  The  muscles  are  drawn  to- 
gether over  the  stump  of  the  sac  and  the  skin  wound 
is  closed  with  a  continuous  suture  of  fine  chromic 
catgut  either  transversely  or  longitudinally,  de- 
pending upon  which  is  more  easily  accomplished. 
Haemostasis  should  be  complete. 

Procedures  directed  against  wound  contamina- 
tion, which  were  begun  by  the  stitching  of  the  rub- 
ber dam  to  the  child's  back,  are  now  completed. 
Collodion  is  applied  over  the  wound  line  and  over 
this  a  strip  of  gauze  is  placed,  its  edges  being  glued 
to  the  skin  with  adhesive  plaster  straps.  This  gauze 
and  adhesive  plaster  are  then  painted  with  the  col- 
lodion solution,  after  which  the  rubber  dam  pro- 
tector is  drawn  up  and  laid  flat  upon  the  back,  and  its 
three  remaining  margins  are  glued  to  the  skin  by 
adhesive  plaster  straps.  Next,  a  small  triangular 
piece  of  adhesive  plaster  is  so  applied  that  a  sharp 
point  passes  downward  between  the  buttocks  with 
the  base  of  its  triangle  overlying  the  straps  of 
adhesive  plaster  securing  the  lower  border  of  the 
rubber  dam.  The  adhesive  plaster  is  then  covered 
with  collodion  so  that  the  zone  of  operation  is  sealed 
against  infection  by  excreta. 

The  author's  conclusions  are  as  follows: 

1.  Spina  bifida  associated  with  increasing  hydro- 
cephalus is  inoperable. 

2.  Spina  bifida  associated  with  paralysis  should 
be  operated  upon  only  for  the  purpose  of  preventing 
subsequent  ulceration  and  rupture. 

3.  A  rubber  dam  stitched  at  one  margin  to  the 
skin  below  the  tumor,  adhesive  plaster,  and  collo- 
dion should  be  used  to  prevent  faecal  and  urinary 
contamination. 

4.  The  application  of  a  light,  rubber-covered 
clamp  to  the  neck  of  the  tumor  is  the  safest  method 
of  preventing  the  loss  of  cerebrospinal  fluid  and  of 
excluding  infection  from  the  cord. 

5.  Usually  the  sac  can  be  tied  off  as  in  operations 
for  inguinal  hernia. 

Jefferson,   G. :     Fracture  of  the  Atlas  Vertebra. 

Brit.  J .  Surg.,  1920,  vii,  407. 

The  author  presents  4  cases  of  hitherto  unreported 
fractures  of  the  atlas  vertebra:    i  of  the  posterior 


arch,  I  of  the  left  lateral  mass,  and  2  pathological 
specimens,  i  from  the  Museum  of  the  Royal  CoUege 
of  Surgeons  and  i  from  the  Pathological  Museum  of 
Manchester  University.  He  reviews  21  reported 
cases  of  isolated  fractures  of  the  atlas,  and  25  of 
complicated  fractures.  Of  the  21  patients  with  iso- 
lated fractures,  7  died  from  the  direct  results  of  the 
injury,  3  died  from  other  causes,  and  11  recovered. 
Two  of  the  patients  who  died  were  killed  outright, 
6  died  from  injury  or  infection  of  the  cord,  i  from 
inspiration  pneumonia,  and  i  from  secondary 
haemorrhage.  Of  the  25  patients  with  fractures  of 
the  atlas  compUcated  by  injury  to  other  vertebrae, 
10  died  from  cord  injury,  i  from  tetanus,  and  i 
from  nephritis,  i  was  accidentally  choked  to  death 
sometime  after  the  injury,  2  were  killed  outright, 
and  10  recovered. 

A  table  is  given  which  indicates,  in  the  order  of 
their  frequency,  the  fractures  of  other  bones  com- 
plicating those  of  the  atlas,  that  is,  fractures  of  the 
odontoid,  axis,  and  lower  cervical  vertebrae  and 
dislocation  of  the  atlas  on  the  axis. 

In  the  entire  series  of  46  cases  of  fracture  of  the 
atlas  recorded  cord  injury  caused  16  deaths  and  most 
of  these  occurred  in  the  cases  of  complicated  frac- 
tures (3  :  2).  Signs  of  cord  injury  were  absent  in 
19  cases  (11  isolated  and  8  complicated),  a  fact  which 
seems  to  indicate  that  fractures  of  the  atlas  produce 
cord  lacerations  far  less  frequently  than  fractures  of 
other  vertebrae.  The  site  of  fracture  in  the  46  cases 
presented  was  in  the  posterior  arch  in  25  instances, 
in  the  anterior  arch  in  16,  and  in  the  lateral  masses 
in  7. 

Indirect  violence  is  important  as  a  causative  agent 
in  fracture  of  the  atlas.  In  178  fractures  of  the 
cervical  vertebras,  only  6  involved  the  atlas.  Direct 
violence,  except  that  of  gunshot  wounds,  has  little 
bearing  on  the  mechanism  of  such  fractures.  In- 
direct violence  has  three  results:  (i)  fractures  of 
one  or  both  arches  due  to  transmitted  force  causing 
lateral  spreading  of  the  bone,  (2)  fractures  of  the 
posterior  arch  due  to  crushing  between  the  occiput 
and  neural  arch  of  the  axis  with  the  head  fully  ex- 
tended, and  (3)  fracture  of  the  anterior  arch  by 
the  odontoid  when  the  head  is  in  extreme  extension. 

The  mechanism  of  the  transmitted  force  in  frac- 
ture of  the  atlas  is  not  a  direct  straight-hne  force, 
but  a  force  diverging  in  two  directions.  The  force 
in  falling  on  the  head  is  transmitted  through  the 
two  divergent  arms.  These  divergent  lines  pass 
through  the  bone,  separate  the  lateral  masses  from 
one  another,  deform  the  atlas  into  an  oval  with  its 
long  axis  lateral  instead  of  anteriorposterior,  and 
fracture  the  atlas  at  the  posterior  arch,  the  weak 
point  in  its  ring. 

Crushing  between  the  occiput  and  the  neural 
arch  of  the  axis  with  the  head  in  full  extension  has 
been  advanced  as  the  mechanism  in  fracture  of  the 
atlas  vertebra,  but  the  author  believes  this  is  not 
correct  for  although  it  is  possible  to  make  the  bony 
parts  approach  one  another,  it  is  impossible  to 
bring  them  into  close  contact  without  dislocating 
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the  vertebra;.  In  many  of  the  cases  reported  the 
head  was  not  in  full  extension  but  in  full  flexion 
at  the  moment  of  striking  the  ground. 

The  outstanding  clinical  signs  of  fracture  of  the 
first  cervical  vertebra  are  rigidity  of  the  neck 
muscles  and  limitation  of  movement.  This  is 
especially  noticeable  when  the  fracture  involves  the 
articular  surfaces.  When  the  patient  supports  the 
head  with  the  hands  on  moving  about  it  is  very 
suggestive  of  fracture  of  the  atlas.  At  times  a 
protuberance  will  be  found  in  the  pharynx  at  the 
level  of  the  palate  which  is  painful  on  pressure,  espe- 
cially when  the  anterior  arch  is  involved.  In  some 
cases  crepitus  has  been  recorded.  Another  symptom 
which  is  occasionally  observed  in  rotatory  disloca- 
tions is  dysphagia  and  thickness  of  speech.  It  is 
not  known  whether  or  not  this  is  of  central  or 
peripheral  nerve  origin.  Owing  to  the  very  close 
relationship  between  the  first  two  cervical  nerves 
and  the  posterior  arch  of  the  atlas,  important 
symptoms  are  referable  to  these  nerves.  Anaesthesia 
or  neuralgia  in  the  area  of  their  distribution  is  very 
suggestive  and  in  such  cases  the  atlas  should  be 
examined  carefully.  The  great  occipital  nerve 
passes  below  the  posterior  arch  and  suffers  more 
than  the  suboccipital  because  of  the  more  closely 
confined  canal  in  which  it  runs. 


Cord  injuries  are  more  often  found  in  the  com- 
plicated fractures  and  vary  from  monoplegias  to 
complete  paralysis  of  all  four  limbs.  Cord  injuries 
in  atlas  fractures  are  usually  due  to  complicating 
fractures  of  other  vertebrae  rather  than  to  the  fracture 
of  the  atlas.  A  fracture  of  the  atlas  rarely  causes 
these  cord  lesions  because  of  the  relatively  large 
size  of  the  neural  compartment  and  the  displace- 
ment of  the  broken  fragments  outward  in  the  line 
of  the  applied  divergent  force.  It  is  not  surprising, 
therefore,  that  so  few  cord  symptoms  are  ob- 
served in  cases  of  isolated  fractures  of  the  atlas 
vertebra. 

When  a  history  of  recent  injury,  especially  a  fall 
on  the  head,  is  associated  with  rigidity  oT  the  neck 
and  limitation  of  head  movement  with  anaesthesia 
or  neuralgia  of  the  great  occipital  nerve  and  a  sug- 
gestive roentgenogram  there  should  be  no  difficulty 
in  establishing  a  definite  diagnosis. 

The  author  favors  the  conservative  method  of 
treating  fractures  of  the  atlas  unless  there  are 
neurological  signs  and  symptoms  of  cord  compres- 
sion, when  laminectomy  must  be  considered.  So 
far,  operative  procedures  have  been  attended  with 
a  high  mortality,  but  the  use  of  the  Lorenz  bed  or 
Minerva  plaster  has  given  favorable  results. 

B.  R.  Parker. 
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Bratrud  A.  F.:  The  Diagnosis  and  Treatment 
of  Peripheral  Nerve  Injuries.  Minnesota  Med., 
1920,  ill,  57. 

Trophic  changes  are  relatively  insignificant  when 
the  limb  has  had  active  exercise,  massage,  and  baths 
or  electrical  treatment  to  keep  up  the  lymphatic  and 
blood  circulation. 

When  the  musculospiral  nerve  has  been  injured 
there  is  inability  to  extend  the  forearm,  the  wrist, 
the  proximal  phalanges  of  the  fingers,  and  usually 
the  thumb.  Occasionally,  however,  extension  of  the 
thumb  is  produced  by  the  abductor  pollicis  through 
its  median  nerve  supply  which  in  some  cases  sends 
a  slip  to  the  dorsal  expansion  of  the  distal  phalanx. 
The  powerful  supinator  longus  does  not  contract  on 
flexion  of  the  elbow. 

In  cases  of  paralysis  of  the  median  nerve  the  only 
important  motion  lost  is  flexion  of  the  distal 
phalanges  of  the  index  finger  and  thumb.  In  some 
cases  there  is  a  median  griffe  consisting  of  moderate 
flexion  of  the  distal  phalanges  of  the  thumb  and  the 
index  and  middle  fingers.  This  is  the  result  of  con- 
traction and  adhesion  of  the  flexor  tendons  and 
sheaths. 

In  ulnar  lesions  the  motor  loss  is  essentially  a  loss 
of  action  in  the  little  and  ring  fingers  and  the  in- 
trinsic muscles  of  the  hand.  It  is  therefore  impossi- 
ble to  abduct  the  fingers  and  extend  the  distal 
phalanges,  adduct  the  fingers,  or  flex  the  proximal 
phalanx  of  the  metacarpals.     At  times,  however, 


the  compensation  of  other  muscles  is  such  that  there 
is  only  a  loss  of  abduction  of  the  little  finger. 

Paralysis  of  the  abductor  pollicis  is  demonstrated 
by  illiciting  the  prehension  sign.  Lesions  of  the  fifth 
and  sixth  cervical  roots  cause  involvement  of  the 
deltoid  biceps,  brachialis  anticus,  and  supinator 
longus.  If  the  lesion  is  sufficiently  high  up.  i.  e.,  in 
the  roots,  the  winged  scapula  deformity  will  result. 
Involvement  of  the  eighth  cervical  and  first  dorsal 
causes  involvement  of  the  intrinsic  muscles  of  the 
hand.  From  the  eighth  cervical  a  median  griffe  may 
result,  and  from  the  first  dorsal,  an  ulnar  griffe. 

In  the  U.  S.  Army  General  Hospital  No.  26  treat- 
ment is  not  attempted  until  three  months  after 
complete  healing  of  the  wounds.  The  technique 
used  is  as  follows:  (i)  forty-eight  hour  preparation 
of  patient;  (2)  local  and  gas-oxygen  anaesthesia; 
(3)  excision  of  scar;  (4)  neurolysis  or  resection  of 
neuroma;  (5)  end-to-end  suture  with  fine  silk,  care 
being  taken  to  prevent  eversion  of  the  sutured  ends; 
(6)  fat-fascia  graft  applied  around  nerve  or  nerve 
transplanted  to  muscle  bed  for  protection;  (7) 
autogenous  or  homogeneous  grafts  used  to  fill  gaps 
so  large  that  apposition  of  ends  by  transplantation 
of  nerve  or  position  of  limb  is  impossible;  (8) 
pedicled  flap  from  chest  used  to  replace  extensive 
loss  of  tissue;  (9)  Carrel-Dakin  treatment  if  infec- 
tion is  suspected;  (10)  loose  suture  of  wounds;  and 
(11)  tendon  transplantation  if  necessary. 

R.  B.  Bettmax. 
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Piatt,  H.:  The  Results  of  Bridging  Gaps  in  In- 
jured Nerve  Trunlcs  by  Autogenous  Fascial 
Tubulization   and   Autogenous  Nerve  Grafts. 

Brit.  J.  Surg.,  1920,  vii,  384. 

Lewis  and  Kirk  have  shown  experimentally  the 
regeneration  of  severed  nerves  in  dogs  by  the  use 
of  fascial  tubulization.  Such  methods,  however, 
have  not  given  uniformly  good  results  when  used 
on  human  beings.  The  series  observed  by  the 
author  includes  430  cases  of  nerve  operations  done 
from  March  i,  1915,  to  October  31,  1919.  In  46 
instances  end-to-end  suture  was  deemed  impos- 
sible. 

Single  nerve  segments  of  smaller  caliber  than  those 
of  the  recipient  were  used  in  every  case.  In  15 
cases  the  grafts  were  sutured  to  the  cross-sections  of 
the  proximal  and  distal  nerve  ends  and  surrounded 
by  an  autogenous  fascial  sheath  which  was  then 
distended  with  sterile  olive  oil  or  vaseline.  In  10 
cases  of  peripheral  nerve  injury  no  nerve  graft  was 


used,  the  ends  of  the  nerves  being  connected  instead 
by  strands  of  fipe  catgut  and  surrounded  by  a  fas- 
cial tube.  In  I  case  an  autogenous  vein  graft  was 
employed.  The  length  of  the  gaps  varied  from  2^ 
to  6  in.  All  patients  received  thorough  after-treat- 
ment and  were  examined  repeatedly. 

Return  of  function  must  necessarily  be  slow,  and 
its  retardation  should  not  be  taken  as  evidence  of  fail- 
ure. Retesting  by  electrical  stimulation  in  the  cases 
of  4  patients  resulted  in  negative  findings.  The 
histologic  study  of  the  tissue  is  still  incomplete.  No 
proof  of  regeneration  has  as  yet  been  found. 

In  2  cases  a  change  in  the  nerve  syndrome  fol- 
lowed operation.  In  i,  the  motion  was  proved  to 
be  due  to  trick  movements  and  as  the  field  of  the 
second  operation  was  not  re-explored  the  results  can- 
not be  explained. 

The  author  concludes  that  early  re-exploration  of 
all  graft  and  fascial-bridge  operations  is  advisable. 

J.  I.  Mitchell. 
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CLINICAL  ENTITITES— GENERAL  PHYSIO- 
LOGICAL CONDITIONS 

Stowell,  F.  E. :    The  Treatment  of  Chronic  Ulcers. 

Boston  M.b"  S.J. ,  1920,  clxxxii,  176. 

Varicose  ulcers,  indolent  non-healing  ulcers  of 
long  standing,  bed  sores,  and  tubercular  ulcers  are 
similar  in  their  essential  pathology.  Varying  in 
size,  they  present  a  base  covered  with  exudate  and 
elevated  edges  covered  with  dead  epithelium.  In 
the  surrounding  area  there  is  venous  stasis  with 
pigmentation. 

In  the  treatment  of  these  ulcers  it  is  necessary  to 
replace  the  venous  blood  with  fresh  arterial  blood 
and  to  keep  the  ulcer  base  clean. 

In  cases  of  typical  leg  ulcer  the  author  places 
the  patient  with  the  leg  elevated  in  a  chair  on  the 
insulated  platform  of  the  static  machine.  The 
bared  foot  and  leg  are  washed  with  soap,  rinsed  with 
clear  water  or  bichloride  1:2,000,  and  dried.  The 
ulcer  is  cleaned  with  alcohol  and  gently  curetted 
free  from  slough.  Alcohol  and  a  50  per  cent  tincture 
of  iodine  are  then  applied. 

The  negative  pole  of  the  static  machine  is  at- 
tached to  the  patient  and  the  positive  pole  grounded. 
The  ulcer  and  surrounding  area  are  then  treated 
with  the  static  breeze  and  sparks. 

This  treatment  relieves  pain  speedily,  removes 
stasis,  and  stimulates  healing.  It  is  followed  by  the 
application  of  a  dry  or  boric  ointment  dressing.  The 
author  emphasizes  the  importance  of  applying  the 
bandage  carefully,  tightly,  and  with  even  pressure 
from  foot  to  knee.  The  patient  is  allowed  to  be  on 
his  feet  between  the  treatments  which  are  given 
three  times  a  week  until  the  ulcer  is  entirely  healed. 
A  tight  elastic  stocking  must  then  be  worn  perma- 
nently. 


Osteomyelitis  or  tuberculous  fistulae  respond  to 
this  treatment  favorably.  In  tuberculous  ulcers,  the 
static  breeze  is  preferable  to  the  sparks. 

Dichloramine-T  may  be  substituted  for  the  boric 
ointment. 

Herpes  zoster  treated  by  the  application  of  the 
static  wave  current  to  the  spine  at  the  point  of 
origin  of  the  afifected  nerve  and  of  the  sparks  to  the 
inflamed  area  is  promptly  relieved. 

V.  E.  DUDMAN. 

Solorzano,  A.  F.:  The  Application  of  the  Abder- 
halden  Reaction  to  the  Urine  as  a  Means  of 
Diagnosing  Cancer  (Aplicaci6n  de  la  reacci6n  de 
Abderhalden  a  la  orina  como  un  medio  para  el  diag- 
n6stico  del  cdncer).     Observador  med.,  1919,  i,  100. 

As  the  kidney  is  the  great  filter  of  the  body, 
Solorzano  concluded  that  it  is  only  logical  to  assume 
that  the  elements  of  cancer  would  be  present  in  the 
urine  and  might  be  recognizable  by  means  of  some 
chemical  reaction.  To  prove  the  soundness  of  his 
theory  he  applied  the  Abderhalden  reaction  to  the 
urine. 

As  a  dialyzer  he  used  a  wide-mouthed  flask  into 
which  was  inserted  a  glass  tube  open  at  both  ends. 
Cotton  was  wound  around  the  center  of  the  tube  so 
that  it  acted  as  a  tight  cork  but  still  permitted  the 
tube  to  be  raised  and  lowered  at  will.  The  mem- 
brane was  first  washed  with  boiling  water,  dried, 
and  then  shaken  for  from  thirty  to  forty  minutes  in 
a  flask  with  equal  parts  of  alcohol  and  ether.  After 
drying  it  was  submerged  in  chloroform  for  five  min- 
utes. The  chloroform  was  drained  off  and  the  mem- 
brane tied  over  the  lower  end  of  the  tube  with  a 
boiled  thread. 

Twenty-five  cubic  centimeters  of  sterile  2  per 
cent  solution  of  sodium  fluoride  were  then  intro- 
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duced  into  the  flask  and  the  flask  corked  with  the 
prepared  tube  and  set  in  a  water  bath  for  thirty 
minutes  in  accordance  with  Gerard's  technique  for 
sterilizing.  On  its  removal  from  the  bath  the  tube 
was  lowered  so  that  the  membrane  came  into  contact 
with  the  fluoride  solution.  Then  5  ccm.  of  urine  were 
introduced  rapidly  into  the  tube  above  the  membrane 
with  an  aseptic  pipette  and  the  dialyzer  allowed 
to  stand  for  forty-eight  hours  at  a  temperature  be- 
tween 20  and  24  degrees  C.  At  the  end  of  this  time 
dialysis  had  taken  place.  The  tube  was  withdrawn 
from  the  flask,  10  ccm.  of  10  per  cent  caustic  soda 
solution  were  poured  into  the  flask,  and  the  flask  was 
stoppered  with  sterile  cotton  and  vigorously  shaken. 
Then,  by  means  of  a  fine  pipette  passed  through  the 
cotton  stopper,  3  or  4  drops  of  a  5  per  cent  solution 
of  copper  sulphate  were  carefully  dropped  upon  the 
surface  of  the  liquid. 

If  the  drops  of  copper  sulphate  solution  fell  to  the 
bottom  in  ring  form  without  losing  their  blue  color, 
the  reaction  was  considered  negative.  If  they  first 
spread  out  upon  the  surface  and  later  the  whole  body 
of  fluid  showed  a  pink  or  violet-blue  color,  it  was 
believed  to  be  positive 

As  albumin,  peptone,  blood,  bile  pigments,  and 
other  coloring  matter  in  the  urine  give  rise  to  error, 
the  urine  must  be  examined  for  these  substances 
before  it  is  tested  and  if  any  of  these  substances  are 
present,  they  must  be  removed.  Albumin  may  be 
removed  in  the  usual  manner.  To  remove  peptone 
a  quantity  of  the  urine  should  be  treated  with  half 
its  volume  of  a  very  concentrated  solution  of  tannic 
acid  and  sulphate  of  ammonia.  The  resulting  solu- 
tion should  be  shaken,  allowed  to  stand  in  a  cool 
place  for  twelve  hours,  and  then  filtered,  the  filtrate 
being  used  for  the  dialysis.  The  same  method  may 
be  applied  to  urine  containing  blood  or  bile.  If 
the  urine  is  still  colored  after  filtering  it  should 
be  refiltered  through  charcoal.  The  urine  to  be 
used  for  dialysis  should  be  as  fresh  as  possible  and 
kept  under  aseptic  conditions. 

Solorzano  tested  11  specimens  of  urine  of  persons 
who  had  or  were  believed  to  have  cancer.  Of  these, 
the  tests  were  positive  in  7  and  negative  in  4. 

M.  M.  Matthies. 

Mann,  F.  C:   Experimental  Surgical  Shock.    Am. 

J.  Surg.,  1920,  xxxiv,  Anaes.  Supp.,  11. 

The  writer  reviews  the  results  of  the  investiga- 
tions of  experimental  surgical  shock  with  special 
reference  to  its  relation  to  anaesthesia.  Emphasis  is 
placed  upon  the  fact  that  undoubtedly  the  condition 
termed  "shock"  by  the  surgeon  is  due  to  a  large 
number  of  causes,  and  that  experimentally  it  is  very 
difficult  to  reproduce  the  environment  and  all  the 
phenomena  of  such  shock.  The  author  discusses 
also  the  kinds  of  shock  in  which  the  anaesthetist  is 
interested,  the  methods  of  producing  experimental 
shock,  and  the  probable  factors  involved. 

All  cases  of  shock  may  be  divided  into  two  general 
classes:  (i)  those  cases  in  which  the  condition 
develops  immediately  after  the  action  of  the  exciting 


agent,  and  (2)  those  in  which  it  does  not  develop 
until  after  an  interval  of  time  has  elapsed.  In  the 
first  group  the  nervous  system  is  probably  the  main 
factor  in  the  cause,  and  inhibition  seems  to  be  of 
more  importance  than  excitation.  In  the  second 
group  the  end-result  and  probably  the  cause  of  the 
symptoms  is  a  loss  of  circulating  fluid.  In  all  prob- 
ability many  factors  are  capable  of  producing  this 
loss  of  fluid.  With  regard  to  treatment,  it  is  noted 
that  the  transfusion  of  blood  appears  to  give  better 
results  than  any  other  method. 

Turck,  F.  B. :  Traumatic  Shock  and  Its  Treatment. 

Am.  J.  Surg.,  1920,  xxxiv,  Anaes.  Supp.,  6. 

In  the  author's  opinion  traumatic  shock  is  caused 
by  the  toxins  liberated  from  the  wound  itself.  This 
theory  he  claims  has  been  proved  by  extensive  ex- 
perimental and  clinical  studies.  His  investigations 
explain  why  debridement,  which  removes  the  de- 
vitalized tissue  from  the  wound,  prevents  the  poison 
of  the  dead  tissues  from  spreading  cell  destruction 
to  the  normal  tissues.  Primary  suture  restores  the 
circulation  of  the  injured  part  and  puts  a  stop  to 
further  cell  necrosis. 

Although  Turck  considers  surgery  far  superior 
to  the  use  of  antiseptics  in  the  treatment  of  trau- 
matic shock,  he  does  not  advocate  the  employment 
of  surgery  in  all  cases.  In  fact  most  of  the  cases  of 
traumatic  shock  which  he  had  occasion  to  treat  were 
cured  without  recourse  to  surgery.  His  treatment 
is  both  physical  and  biological  rather  than  surgical. 

The  traumatic  shock  syndrome  follows  whenever 
destruction  of  tissue  takes  place.  In  the  laboratory 
shock  may  be  produced  by  simple  ligation  cutting 
off  the  blood  supply  of  a  part.  The  interruption  of 
the  circulation  prevents  the  nourishment  of  the 
tissues  below  the  ligature.  Cell  necrosis  promptly 
follows.  The  changes  taking  place  in  the  cell  and 
tissue  under  these  conditions  have  been  well  de- 
scribed by  Virchow. 

The  following  is  a  typical  experiment  which  shows 
the  relation  between  cellular  disintegration  products 
and  traumatic  shock: 

A  ligature  (Esmarch)  was  placed  around  the 
thigh  of  a  dog  and  a  small  portion  of  tissue  imme- 
diately cut  off  from  a  point  below  the  ligature.  This 
tissue  was  at  once  frozen,  cut,  and  stained.  On 
examination,  the  cytoplasm  and  nuclei  were  found 
to  be  normal.  A  small  portion  of  this  fresh  tissue 
was  then  rubbed  up  with  salt  solution  and  injected 
subcutaneously  into  the  animal.  No  injurious  effects 
were  observed.  The  injured  limb  was  then  allowed 
to  remain  quiescent  for  three  hours  with  a  view  to 
bringing  about  cell  necrosis  with  alterations  in  the 
tissue  albumins.  Again  a  frozen  section  was  obtained 
from  a  point  below  the  ligature.  On  examination  of 
the  cytoplasm  and  nuclei  it  was  evident  that  necrotic 
changes  had  taken  place.  The  stain  was  indistinct 
and  vacuoles  were  present.  An  emulsion  in  saline 
was  then  prepared  from  this  disintegrated  tissue 
and  a  small  quantity  of  this  emulsion  injected  sub- 
cutaneously into  another  dog.     The  syndrome  of 


GENERAL  SURGERY  —  MISCELLANEOUS 


4S7 


shock  followed  with  a  fall  in  the  blood  pressure,  a 
fall  in  the  temperature,  and  death. 

At  autopsy,  which  was  performed  immediately, 
the  most  marked  feature  observed  in  this  animal 
was  splanchnic  stasis.  Section  of  the  liver,  lung,  and 
upper  alimentary  tract  showed  that  the  blood  had 
stopped  in  the  pulmonary  zone  of  the  lung,  the  portal 
zone  of  the  liver,  and  the  submucosa  of  the  upper 
alimentary  tract.  In  other  words,  there  was  com- 
plete blood  stasis  in  the  splanchnic  area  which  is  the 
true  primary  pathogenesis  of  shock  as  described  by 
the  author  in  1807. 

In  another  animal  the  leg  was  gently  massaged 
after  the  removal  of  the  ligature  so  that  the  dis- 
integrated or  modified  albumins  of  the  necrosed 
tissue  of  the  leg  might  be  carried  into  the  general 
circulation.  This  was  followed  at  once  by  a  drop  in 
the  temperature  and  blood  pressure,  shallow  res- 
piration, and  death  within  a  short  time. 

THE   RELATION   OF  TISSUE   DISINTEGRATION    TO 
TRAUMATIC   SHOCK 

Animal  Character  of  site  of  injury       v  °^  S  •"  "Zl  :S-°  't:!^'^ 

Cat         Mangled  upper  part  of 

thigh 2  2^  5 

Cat         Crushed  lower  part  of 

thigh 2  2>^  6 

Cat         Subcutaneous    clamp 

thigh i}4  3  8     . . 

Dog        Both   thighs;     constric- 
tion over  iliac  vessels.  2  2^  7 

Cat         Crushed  thigh i  2  ..6 

Dog        Mangled  upper  thigh. .  .   2  3  . .       7 

Dog        Crushing  thigh  clamps  .1  2  9     •  • 

Rabbit  Mangled  thigh 2  2>^  6     . . 

Rabbit  Extensive  wound,  upper 

and  lower  thigh i^  2  7     •  • 

Rabbit   Mangled  thigh 2  2}4  24     . . 

Cat         Crushed  thigh i}4  2  36     ■  • 

Cat         Mangled  thigh 2  2^^  .  .        5 

Rabbit  Mangled  thigh 2  3  24     . . 

Rabbit  Crushed  thigh i  2  ..       4 

It  is  evident  that  in  the  treatment  of  traumatic 
shock  the  aim  must  be  to  remove  the  blood  stasis 
of  the  splanchnic  area  and  neutralize  the  toxins. 

The  toxins  resulting  from  cell  necrosis  may  be 
neutralized  by  the  employment  of  a  specific  immune 
horse  serum.  This  serum  is  produced  by  immunizing 
horses  with  properly  prepared  human  autolyzed 
tissue  protein.  If  autolyzed  human  tissue  is  injected 
into  horses  from  time  to  time  for  a  period  of  about 
six  months,  the  animals  develop  in  their  blood  specif- 
ic antibodies  against  human  products  of  tissue  autol- 
ysis. Such  immune  serum  subcutaneously  injected 
into  patients  suffering  from  traumatic  shock  has 
given  remarkably  favorable  results. 


The  underlying  difTiculty  in  cell  necrosis  is  the 
fact  that  iso-autolyzed  tissue  resulting  from  the 
necrosed  cells  enters  the  circulation  and  causes 
poisoning.  The  use  of  a  serum  containing  anti- 
bodies against  human  autolyzed  tissue,  therefore, 
is  the  only  logical  treatment  against  the  poisonous 
autolyzed  tissue  due  to  cell  necrosis. 

The  article  is  summarized  as  follows: 

Traumatic  shock  is  the  result  of  two  underlying 
factors:  (i)  marked  stasis  in  the  splanchnic  area, 
and  (2)  toxa;mia  resulting  from  the  autolization 
products  of  cell  necrosis. 

The  treatment  is  directed  primarily  to  overcom- 
ing the  splanchnic  stasis  by  means  of  heat  in  accord- 
ance with  a  well-established  principle  of  colloidal  re- 
actions, and  to  overcoming  the  poisoning  due  to  the 
products  of  cell  necrosis  by  means  of  an  immune 
serum  containing  antibodies  against  human  auto- 
lyzed tissue. 

Perez,  A.M.:    Septic  Gaseous  Embolism  (Embolia 

septica  gaseosa).      Rev.  de  med.  y  drug,  prdcl.,  1920, 
cxxvi,  5. 

A  case  of  thrombosis  of  the  femoral  artery  was 
treated  with  heat  to  dilate  the  vessels,  with  oxygen 
baths,  and  with  iodides  given  internally.  A  few 
days  after  this  treatment  was  begun  dry  gangrene 
was  noted  on  the  external  side  of  the  foot.  The 
entire  extremity  was  then  treated  with  an  oxygen 
bath  and  the  gangrenous  area  cauterized  by  means 
of  the  thermocautery.  The  circulation  seemed  im- 
proved and  the  cauterized  gangrenous  portion 
sloughed  away,  leaving  the  base  of  the  fifth  meta- 
tarsal bone,  the  cuboid,  and  the  insertion  of  the 
peroneus  brevis  muscle  exposed.  The  pain  ceased, 
and  granulation  had  begun  when  alarming  symp- 
toms^chills  and  fever,  chest  distress,  cephalalgia 
bordering  on  delirium,  and  a  temperature  of  41 
degrees  C. — developed.  These  symptoms  lasted  for 
thirty  hours  although  a  complete  physical  examina- 
tion made  during  that  time  was  entirely  negative. 
At  the  end  of  this  period  they  disappeared  quite 
rapidly  and  the  patient's  progress  was  good  for 
several  days.  The  syndrome  then  reappeared  with 
greater  intensity  and  continued  longer  than  in  the 
first  attack.  The  patient  again  recovered  but  a 
third  attack  soon  followed  and  was  so  severe  that 
no  hope  of  recovery  was  entertained. 

In  consultation  it  was  decided  that  septic  gaseous 
embolism  furnished  the  only  possible  explanation 
of  the  condition.  It  was  concluded  that  the  stag- 
nated venous  blood  had  decomposed  with  the  pro- 
duction of  numerous  gaseous  bubbles  and  that  the 
symptoms  observed  were  due  to  the  entrance  of 
showers  of  these  bubbles  into  the  general  circulation. 
As  it  seemed  probable  that  another  attack  would 
prove  fatal,  amputation  was  advised.  This  was 
refused  but  there  was  no  further  trouble.  The 
ulcerated  surface  granidated  nicely  and  the  patient 
regained  the  use  of  the  extremity  to  such  an  extent 
that  he  was  able  to  walk  fairly  well  with  the  aid  of 
a   cane.  W.  R.  Meeker. 
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Blanc  y  Fortecin:  SuriUcal  Complications  of 
the  Influenza  in  Children  (Com|>lica(°iones  quir- 
urgicas  de  la  gripe  en  los  niftos).  Med.  Ibera,  1919, 
iii,  20I. 

The  recent  epidemic  of  influenza  has  left  many 
complications  the  therapy  of  which  is  surgical. 
The  authors  have  had  occasion  to  observe  cases  of 
peritonitis,  pleuropneumonia,  perinephritic  abscess, 
and  osteomyelitis. 

In  one  case  of  pneumococcus  peritonitis  resem- 
bling acute  appendicitis  a  laparotomy  was  performed. 
Of  the  pleuropulmonary  complications  empyema 
was  most  common.  In  these  cases  aspiration  was 
done  until  the  fluid  became  thick  and  purulent, 
when  a  thoracotomy  with  rib  resection  was  per- 
formed and  followed  by  irrigation  with  hypochlorite 
solution.  If  fever  returned  after  the  operative 
wound  was  closed,  the  opening  was  dilated  and  irri- 
gation was  re-established.  When  the  bacterial  con- 
tent, as  determined  by  successive  microscopic  ex- 
aminations of  the  exudate,  was  decreased  sufficient- 
ly iodine  was  used  and  later  the  remaining  tract  was 
closed  with  bismuth  paste. 

Perinephritic  abscess,  osteomyelitis,  suppurative 
mastoiditis,  and  arthritis,  which  were  less  frequent, 
were  treated  by  the  usual  methods.  In  rebellious 
cases  of  arthritis  vaccine  therapy  was  employed. 

W.  R.  Meeker. 

Rowan,  C.  J.:  The  Surgical  Complications  in  1,030 
Cases  of  Influenza.  /.  Iowa  State  M.  Soc,  1920, 
X,  44. 

In  1,030  cases  of  influenza  among  the  students  of 
the  University  of  Iowa  in  October,  191 8,  the  con- 
sequent surgical  complications  were  not  numerous 
or  severe. 

Empyema  was  the  most  important  complication 
and  was  present  only  in  cases  in  which  pneumonia 
developed.  Otitis  media  complicated  the  empyema 
in  3  cases  and  scarlet  fever  in  i.  Two  patients  died 
from  empyema. 

Appendicitis  was  rare  but  was  simulated  by 
gastro-intestinal  influenza.  Leucocytosis  indicated 
the  presence  of  appendicitis  in  2  cases,  and  in  these 
appendectomy  was  done.  In  one,  the  appendix  was 
acutely  inflamed  and  showed  beginning  gangrene. 
In  the  other  the  condition  was  apparently  not 
acute  and  the  leucocytosis  was  probably  due  to 
sigmoiditis. 

Acute  otitis  media  was  present  in  37  cases  and  in 
5  of  these  mastoiditis  developed.  There  were  14 
cases  of  acute  involvement  of  the  paranasal  sinuses 
and  1 2  cases  of  acute  laryngitis.  All  of  these  patients 
showed  a  leucocytosis  except  one  and  this  one  died 
of  pneumonia.  The  marked  tendency  to  cellulitis 
in  cases  of  infection  of  the  anterior  ethmoids  was 
noteworthy,  there  being  3  such  cases  among  those  of 
paranasal  infection. 

The  influenza  bacillus  was  not  found  in  any  of  the 
cases.  The  few  complications  of  influenza  were 
probably  due  to  a  secondary  infection  which  was 
indicated  by  the  development  of  the  leucocytosis 


with  the  onset  of  the  symptoms.  The  bacteria  most 
concerned  in  the  complications  were  pneumococd 
and  streptococci.  Makcus  Hobart, 

Faure,  J.  L.:  Influenza  and  Surgery.  Med.  Press, 
1920, cxix,  92. 

In  modern  surgery  the  attention  is  focused  almost 
entirely  upon  the  aseptic  technique  of  the  surgeon 
and  his  assistants  and  the  aseptic  condition  of 
utensils  and  materials.  The  air  as  a  source  of  in- 
fection should  also  be  considered.  This  view  was 
confirmed  by  the  author's  experience  in  the  recent 
influenza  epidemic. 

During  the  time  of  the  epidemic  in  Paris  in  Janu- 
ary, February,  and  March,  1919,  Faure's  operations 
were  attended  by  many  complications.  Several 
cases  of  embolism  and  phlebitis  developed  after 
surgical  treatment  of  such  conditions  as  appendi- 
citis and  cancer  of  the  breast.  The  date  of  these 
complications  was  coincident  with  the  apogee  of 
the  epidemic,  and  they  subsided  with  the  decline 
of  the  epidemic.  In  obstetrical  cases,  also,  the 
mortality  was  increased  in  normal  labors  during  the 
epidemic. 

Embolic  complications  were  the  most  frequent 
and  it  seemed  probable  that  the  infection  in  its 
multiple  and  varied  forms  induced  changes  in  the 
blood  which  set  up  coagulation. 

During  the  second  influenza  epidemic,  which 
reached  its  climax  between  February  16  and  23, 
the  author  had  3  deaths  from  septicaemia,  4  cases 
of  embolism  with  2  deaths,  and  i  case  of  broncho- 
pneumonia. With  the  decline  of  the  epidemic,  his 
operative  complications  diminished  and  at  the  end 
of  March,  conditions  had  returned  to  normal. 

Marcus  Hobart. 

SERA,  VACCINES,  AND  FERMENTS 

Zagari,  E.:  The  Physiological,  Therapeutic,  and 
Especially  the  Dynamic  Action  of  Isotonic 
Glucose  Solutions  Given  by  Hypodermoclysis 

(Sull'azione  fisiologica  terapeutica  e  sopratutto  di- 
namogena  delle  ipodermoclisi  glucosate  isotoniche). 
Riforma  med.,  1919,  xxxv,  972. 

On  the  basis  of  experimental  investigations  the 
author  enumerates  the  effects  of  isotonic  glucose 
solutions  given  by  hypodermoclysis  as  follows : 

1.  A  local  reaction  manifested  by  a  more  or  less 
diffuse  and  painful  erythema  about  the  site  of  the 
injection  which  disappears  after  two  or  three  days. 

2.  A  general  reaction  manifested  by  an  increase 
in  the  temperature  which  continues  for  several  days. 
This  is  usually  observed  the  day  after  the  first  hypo- 
dermoclysis but  is  not  repeated  following  consec- 
utive injections  given  at  intervals  of  two  or  three 
days. 

3.  An  increase  in  the  work  of  the  voluntary  mus- 
cles demonstrated  by  the  ergograph  after  each  injec- 
tion. This  becomes  more  manifest  after  a  series  of 
injections  and  continues  for  about  ten  days  after  the 
treatment  is  suspended. 
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4.  A  decrease  in  the  excitability,  especially  the 
reflex  excitability,  of  the  muscles. 

5.  An  increase  in  the  muscular  tone  as  measured 
by  the  myotonometer. 

6.  A  very  slight  increase  in  the  muscular  force. 

7.  A  very  slight  action  on  the  cardiovascular 
pressure. 

8.  A  notable  diuretic  effect.  This  is  usually  ob- 
served the  day  after  the  injection  and  becomes  more 
marked  as  the  number  of  injections  is  increased. 
It  continues  for  several  days  after  the  treatment  is 
stopped. 

In  spite  of  the  local  and  general  reactions  men- 
tioned, isotonic  glucose  solutions  are  usually  well 
tolerated  and  because  of  their  dynamic  and  diuretic 
effect  are  preferable  to  physiological  salt  solution 
even  when  sodium  chloride  is  not  contra-indicated. 

W.  A.  Brennan. 

Warwick,  M.,  and  Nixon,  G.  E.:  A  Study  of  tlie 
Colloidal  Gold  Reaction  and  Its  Glinical  Inter- 
pretation.   Arch.  Int.  Med.,  1920,  xxv,  119. 

The  authors  summarize  the  results  of  their 
investigations  of  the  colloidal  gold  reaction  as 
follows : 

1.  The  colloidal  gold  test  is  the  most  delicate  of 
the  routine  spinal-fluid  reactions. 

2.  With  careful  technique  and  proper  attention 
to  neutrality  every  laboratory  worker  should  obtain 
successful  colloidal  gold  solutions. 

3.  The  colloidal  gold  reaction  does  not  replace 
any  other  test  but  is  of  independent  value, 

4.  It  is  of  special  importance  in  the  early  diagno- 
sis of  neuro-syphUis,  the  various  curves,  though  not 
specific,  being  of  great  diagnostic  value  in  conjunc- 
tion with  other  clinical  and  laboratory  findings. 

5.  A  colloidal  gold  curve  may  be  obtained  with 
or  without  other  positive  findings  after  provocative 
treatment. 

6.  The  colloidal  gold  curve  does  not  parallel 
clinical  signs  nor  give  definite  evidence  of  improve- 
ment under  treatment. 

7.  Patients  with  no  involvement  of  the  central 
nervous  system  or  who  are  non-syphUitic  have  no 
colloidal  gold  curve. 

8.  In  clear-cut  clinical  cases  of  tabes  dorsalis  all 
the  spinal-fluid  reactions  may  be  negative  both 
before  and  after  treatment. 

Q.  A  curve  in  Zone  3  with  a  negative  cell  count 
and  negative  or  faintly  positive  globulin  is  strongly 
suggestive  of  the  presence  of  a  brain  or  cord  tumor 
or  myehtis. 

10.  Curves  in  Zones  i  and  2  may  be  found  in 
non-syphilitic  conditions  such  as  multiple  sclerosis 
and  brain  abscess. 

11.  A  cell  count  above  5  is  pathologic,  but  the 
cell  count  is  of  no  value  in  indicating  the  duration 
or  severity  of  the  process  or  improvement. 

12.  The  colloidal  gold  reaction  should  be  included 
in  every  spinal-fluid  and  neurological  examination 
as  well  as  in  the  examination  of  all  cases  of  general 
syphilis.  G.  E.  Beilby. 


BLOOD 

Henry,  C.  K.  P.:    Blood  Transfusion.    Canadian  M. 

Ass.  J.,  1920,  X,  166. 

• 

The  indications  for  blood  transfusion  as  given  by 
the  author  are:  (r)  a  deficiency  in  the  quantity  of 
blood  as  in  posthaemorrhagic  ana;mia  and  secondary 
anemias  due  to  chronic  sepsis;  (2)  a  deficiency  in 
the  quality  of  the  blood  as  in  pernicious  anaemia 
and  ha;molytic  jaundice;  and  (3)  a  deficiency  in  the 
clotting  power  of  the  blood  due  to  a  deficiency  of 
thromboplastic  substances  such  as  is  found  in 
haemophilia. 

In  the  author's  opinion  transfusion  is  most  suc- 
cessful in  post-traumatic  anaemia  and  is  of  no  benefit 
in  shock  without  anaemia. 

Infusions  of  gum  arable  and  saline  solution  are 
not  beneficial  as  these  substances  are  rapidly  lost 
from  the  blood  channels,  they  fail  to  increase  the 
oxygen-carrying  capacity  of  the  blood,  and  they 
do  not  increase  the  haemostatic  or  haematopoietic 
functions  of  the  blood. 

Among  the  conditions  for  which  transfusion  is 
indicated  are  traumatism,  gastric  and  duodenal 
ulcer,  postpartum  haemorrhage,  ruptured  ectopic 
pregnancy,  typhoid  haemorrhage,  bleeding  haemor- 
rhoids, dangerous  postoperative  procedures,  post- 
operative haemorrhage,  jaundice,  chronic  sepsis, 
and  poisonings  due  to  benzol,  illuminating  gas,  etc. 
It  is  of  no  value  in  acute  sepsis  or  septicaemia. 

Tests  of  agglutination  and  haemolysis  are  always 
necessary.  Simple  methods  have  been  devised  for 
these  tests.  As  occasionally  the  reaction  of  a  given 
donor  to  a  given  recipient  changes,  it  is  advisable 
to  make  the  tests  before  each  transfusion.  Citrated 
blood  may  be  stored  and  kept  for  use  up  to  four 
weeks  after  its  withdrawal. 

The  citrate  method  of  transfusion  is  the  simplest 
and  most  adaptable.  In  the  author's  opinion 
Pemberton's  method  and  apparatus  give  the  most 
satisfactory  results.  The  Kaliski  needle,  Gauge  11, 
can  be  introduced  directly  into  the  vein  unless  the 
patient  is  exsanguinated,  in  which  case  dissection  of 
a  vein  is  sometimes  necessary.  The  citrate  solution 
must  always  be  freshly  prepared  and  sterilized 
before  the  blood  is  drawn.  An  8-inch  rubber  tube 
is  attached  to  the  needle  and  by  this  the  blood  is 
conducted  to  the  beaker  and  kept  away  from  the 
air.  This  tube  may  be  filled  with  citrate  solution  to 
prevent  clotting. 

The  mixed  blood  and  citrate  is  run  into  the 
recipient's  vein  by  means  of  a  salvarsan  set.  The 
mixture  may  be  kept  for  future  use  in  an  Erlenmeyer 
flask  fitted  with  a  two- tube  cork.  Air  pumped  into 
the  flask  through  one  tube  increases  the  pressure  so 
that  the  blood  mixture  is  forced  through  the  other 
tube  into  the  recipient's  vein. 

The  results  obtained  by  transfusion  are  summar- 
ized as  follows: 

I.  Following  transfusion  in  cases  of  haemorrhage 
due  to  war  wounds  the  patients  recovered  from 
shock,    underwent    major    operations,    and    were 
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evacuated  to  the  base  hospital  in  good  condition.  In 
addition  to  the  transfusion,  the  treatment  included 
heat,  rest,  quiet,  morphia  and  fluids  by  mouth  and 
•rectum. 

2.  Patients  with  anaimia  due  to  disease  were 
greatly  benefited. 

3.  In  pernicious  anaemia  transfusion  was  followed 
by  great  improvement  in  the  general  well-being  and 
in  the  blood  count  but  the  fatal  outcome  was  at  best 
only  postponed. 

4.  In  cases  of  chronic  sepsis  the  range  of  tem- 
perature was  lowered  and  the  body  metabolism 
decreased. 

The  reactions  following  transfusion  are  often 
disagreeable  and  annoying  but  harmless  and 
temporary.  They  occur  in  from  20  to  40  per  cent  of 
transfusions  even  when  the  recipient  and  donor 
belong  to  the  same  blood  group.  They  are  marked 
by  a  rise  of  temperature  of  2JE4  degrees,  chills,  and 
vomiting. 

Frequently  repeated  transfusions  may  result  in 
haemolysis  from  the  formation  of  iso-haemolysins. 
These  reactions  are  not  due  to  the  citrate  or  the 
method  but  occur  less  often  as  the  technique  is 
perfected.  They  are  due  to  the  cellular  elements 
of  the  blood. 

Agglutination  causes  a  rapidly  increasing  reaction 
in  the  first  few  minutes  of  the  transfusion,  usually 
as  soon  as  50  or  75  ccm.  of  blood  have  been  injected. 
Hypodermic  injections  of  adrenalin  and  atropine 
are  of  value  in  checking  these  effects.  Haemolysis 
reactions  rarely  begin  until  fifteen  minutes  after 
the  completion  of  the  transfusion,  usually  later. 

In  haemorrhage  of  the  new-born  10  ccm.  of  whole 
blood  injected  subcutaneously  will  usually  be 
sufficient  to  stop  the  bleeding. 

The  donor  may  be  any  healthy  person  with  a 
negative  Wassermann  test  who  belongs  to  the  same 
blood  group  as  the  recipient.  Only  one  of  the 
author's  donors  suffered  even  temporarily  as  a  result 
of  the  transfusion.  This  man  was  affected  with 
lassitude  for  several  weeks  after  donating  850  ccm. 
of  blood.  One  patient  died  from  arrest  of  kidney 
function  with  anuria  and  toxaemia  due  to  haemolysis. 

Marcus  Hobart. 

BLOOD  AND  LYMPH  VESSELS 

Goyanes,  J. :  The  Present  Status  of  Surgery  of  the 
Arteries  (Estado  actual  de  la  cirugia  de  las  arterias). 
Prog,  de  la  din.,  Madrid,  1919,  vii,  235. 

In  a  complete  review  of  the  history  and  present 
status  of  arterial  surgery  the  author  urges  a  more 
thorough  study  of  experimental  surgery  of  the 
arteries.  He  divides  the  operation  of  lateral  suture 
into  four  stages:  (i)  the  preparation  of  the  damaged 
vessel,  (2)  the  securing  of  haemostasis,  (3)  the  sutur- 
ing, and  (4)  the  removal  of  haemostatic  ligatures  and 
the  checking  of  the  haemorrhage  along  the  line  of 
suture.  When  it  is  possible  to  use  an  Esmarch 
bandage  this  is  preferred.  Haemorrhage  along  the 
lice  of  suture  is  usually  controlled  by  compression. 


a  second  line  of  reinforcing  sutures  rarely  being 
necessary. 

In  circular  suture  the  author  recommends  a  tech- 
nique by  which  endothelial  coaptation  is  obtained  by 
the  sutures  alone  without  the  aid  of  instruments  to 
release  tension  as  recommended  by  Carrel.  Of  the 
methods  of  obtaining  circular  union  by  means  of 
foreign  substances  he  prefers  the  method  of  Payr. 

In  the  treatment  of  aneurism  the  ideal  procedure 
is  one  which  re-establishes  the  vascular  canal  with- 
out too  much  dependence  on  collateral  circulation. 
Extirpation  of  the  sac  with  lateral  suture  of  the  ex- 
cised margins,  circular  suture  after  extirpation  of 
the  sac,  and  transplantation  of  a  segment  of  vein 
after  excision  in  the  case  of  a  popliteal  aneurism 
have  been  practiced  successfully.  The  operation 
of  San  Martin,  designated  by  the  Germans  as  the 
Wieting  operation,  was  used  with  good  results  in  a 
case  of  arteriosclerotic  gangrene.  Arteriotomy  with 
extraction  of  thrombi  followed  by  closure  has  often 
been  successful.  W.  R.  Meeker. 

Hill,  L. :  Blood  Vessels  and  Pressure.  Lancet,  cxcviii, 
359- 

In  regard  to  the  principles  of  the  cerebral  circula- 
tion it  is  pointed  out  that  the  pressure  of  the  brain 
against  the  skull  wall,  the  pressure  of  the  cerebro- 
spinal fluid,  and  the  venous  pressure  in  the  torcular 
herophili  are  always  in  equilibrium.  These  pressures 
signify  that  the  arterial  pressure  remaining  after 
the  resistance  is  overcome,  that  is,  the  capillary- 
venous  pressure,  expands  the  brain. 

The  author  shows  that  gravity  exerts  an  effect 
on  the  circulation.  In  man  the  difference  between 
the  pressure  in  the  arm  and  leg  is  equal  to  the  height 
of  a  column  of  blood  between  them.  In  a  convales- 
cent patient  arising  from  bed  for  the  first  time  the 
soft  flabby  muscles  and  relaxed  abdominal  wall 
may  not  adequately  support  the  blood  against  the 
force  of  gravity  and  as  a  result  the  blood  sinks  down 
and  a  feeling  of  faintness  or  actual  fainting  ensues. 

If  the  wall  of  an  artery  is  contracted  and  more 
or  less  rigid  it  conducts  the  crest  of  the  pulse  wave 
much  better  than  if  it  is  soft  and  slack.  In  the 
latter  case  the  crest  of  the  pulse  wave  is  spent  in 
distending  the  walls  of  the  artery.  The  author  is 
of  the  opinion  that  in  renal  disease  it  is  the  cells 
strangled  by  inflammatory  processes  which  call  for 
the  hammer-like  stroke;  hence  the  high  systolic 
blood  pressure.  The  danger  of  cerebral  haemorrhage 
arises  not  from  the  high  blood  pressure  but  from  the 
vascular  degeneration  set  up  by  abnormal  metabolic 
conditions. 

When  the  arterial  pressure  is  raised  by  the  con- 
striction of  the  arteries,  the  rise  is  due  wholly  to  the 
increased  resistance  therein  rather  than  to  a  reduc- 
tion in  the  total  capacity  of  the  vascular  system. 
The  author  lays  great  stress  on  the  importance  of 
the  tissues  surrounding  the  vascular  system  in  the 
maintenance  of  efficient  circulation.  The  respira- 
tory movements,  the  intestinal  contractions,  and 
the  movements  of  the  skeletal  muscles  are  aU  de- 
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signed  to  squeeze  the  blood  from  the  capillaries  and 
keep  the  pressure  within  them  very  low.  It  is  the 
swelling  or  shrinking  of  the  cells  of  the  tissues,  par- 
ticularly of  muscle,  that  controls  the  width  of  the 
capillaries. 

The  cells  of  the  body  are  inclosed  in  membranes 
which  permit  inhibition  of  fluid  but  check  swelling, 
thus  enabling  the  cells  to  do  their  work  and  at  the 
same  time  receive  a  normal  blood  supply.  (Edema 
is  not  due  to  filtration,  but  to  an  obstruction  of  the 
flow  of  blood  which  leads  to  a  want  of  oxygen,  meta- 
bolic changes  in  the  cells,  and  increased  inhibition. 
Shock  also  is  considered  due  to  metabolic  products 
which  open  up  all  the  capillaries  and  increase  the 
inhibition  of  all  the  cells  of  the  body  at  the  same 
time.  G.  S.  Foulds. 

GENERAL  BACTERIAL  INFECTIONS 

Fry,  H.  J.  B.:  The  Use  of  Immunized  Blood 
Donors  in  the  Treatment  of  Pyogenic  Infec- 
tions by  Whole  Blood  Transfusion.  Brit.  M. 
J.,  1920,  i,  290. 

The  author  reports  the  effects  of  transfusions  of 
from  450  to  900  ccm.  of  blood  from  immunized 
donors  upon  9  patients  who  were  suffering  from 
chronic  wound  infections.  In  some  of  these  cases 
the  infection  was  associated  with  septicaemia.  All 
of  the  patients  were  in  an  extremely  bad  condition 
and  7  were  moribund. 

The  donors  were  immunized  with  a  mixed  vaccine 
prepared  from  i  strain  of  staphylococcus  aureus  and 
10  strains  of  streptococcus  isolated  from  the  knee 
joints  of  patients  with  septicaemia,  haematuria,  etc. 
The  organisms  were  grown  in  broth  containing 
human  serum  and  the  cultures  sterilized  by  cold  in 
the  ice  chest.  From  3  to  9  injections  of  vaccine  were 
given  each  donor. 

Vaccine  was  administered  to  patients  who  ap- 
peared benefited  by  a  transfusion.  From  i  to  4 
transfusions  were  given.  When  necessary,  bleeding 
was  done  as  a  preliminary  measure.  Four  of  the  g 
patients  recovered. 

The  fact  that  2  of  these  patients  were  practically 
moribund  when  treatment  was  instituted  and  2 
recovered  promptly  from  wounds  which  had  previ- 
ously resisted  treatment  leads  the  author  to  the 
conclusion  that  further  trial  of  this  method  is  advis- 
able. He  suggests  its  use  in  the  treatment  of 
malignant  endocarditis,  acute  and  chronic  suppura- 
tive bone  and  joint  infections,  and  puerperal 
septicaemia.  Winifred  Ashby. 

SURGICAL  DIAGNOSIS,  PATHOLOGY,  AND 
THERAPEUTICS 

Hull,  A.  J.:    The  Paraffin  Treatment  of  Burns. 

J.  Roy.  Army  Med.  Corps,  1920,  xxxiv,  151. 

The  burn  is  first  washed  with  normal  saline  (or  a 
1:1,000  solution  of  flavine  or  proflavine)  and  then 
dried  with  gauze  or  an  electric  dryer.  A  layer  of 
paraffin  is  then  applied  at  a  temperature  between  55 


and  60  degrees  C.  Over  the  paraffin  is  spread  a  thin 
layer  of  wool,  and  over  the  wool  a  second  layer  of 
paraffin.  Then  another  layer  of  wool  and  a  band- 
age are  applied.  This  dressing  is  changed  every 
twenty-four  hours.  It  is  important  to  apply  the 
paraffin  in  sufficiently  thick  layers  and  at  the  correct 
temperature. 

By  the  method  described  the  epithelium  is  con- 
served from  damage  and  the  tissues  are  held  at  rest. 
It  was  found  that  paraffin  to  which  antiseptics  were 
added  gave  better  results  than  paraffin  not  con- 
taining antiseptics.  Experiments  to  improve  the 
base  demonstrated  that  No.  7  paraffin  is  the  best. 
The  first  antiseptic  combined  with  the  paraffin  was 
eucalyptus  oil  used  with  beta-naphthol.  Later 
flavine  was  employed  and  gave  very  satisfactory 
results.  Paraffin  preparations  of  brilliant  green  and 
chloramine-T  were  not  satisfactory  from  a  phar- 
maceutical standpoint. 

In  other  experiments  it  was  found  that  excellent 
results  were  obtained  when  the  antiseptic  was 
painted  on  the  wound  before  the  application  of  the 
paraffin.  Accordingly,  with  the  exception  of  flavine 
paraffin  and  scarlet-red,  the  special  paraffin  prepara- 
tions have  been  discarded. 

In  studies  of  the  effects  of  the  various  antiseptics  it 
was  found  that  eusol  accelerated  the  cleaning  of  the 
burn  but  was  too  irritating  in  its  action.  Brilliant 
green  cleaned  the  wound  well  but  if  used  beyond  a 
certain  stage  caused  the  formation  of  light-colored 
and  unhealthy  granulations.  Flavine  cleaned  the 
surface  well  and  produced  a  healthy  type  of  granula- 
tion. Scarlet-red  should  be  used  only  when  the 
burn  is  clean  and  requires  stimulation.  The 
aqueous  solution  should  be  painted  over  the  wound 
before  the  appUcation  of  the  paraffin.  Both  a  i  per 
cent  and  a  10  per  cent  solution  have  been  tried  but 
in  most  cases  the  former  was  sufficient.  The  treat- 
ment giving  the  best  results  and  obviating  pain, 
sepsis,  and  other  complications  is  preliminary  paint- 
ing of  the  wound  with  a  1:1,000  aqueous  solution  of 
flavine  followed  by  the  application  of  No.  7  paraffin. 
In  burns  of  long  duration  a  i  per  cent  solution  of 
scarlet-red  should  be  substituted  for  the  flavine. 

I.  W.  Bach. 

EXPERIMENTAL  SURGERY  AND  SURGICAL 
ANATOMY 

Albee,  F.  H.,  and  Morrison,  H.  F.:  Studies  in  Bone 
Growth ;  An  Experimental  Attempt  to  Produce 
Pseudarthrosis.    Am.  J.  M.  Sc,  1920,  clix,  40. 

These  experiments,  which  supplement  earlier 
investigations,  were  made  by  the  authors  in  the 
laboratory  of  the  U.  S.  Army  General  Hospital  at 
Colonia,  N.  J.  From  the  earlier  experiments  it  was 
learned  that  bone  cubes  cut  from  the  vertebrae  of 
animals  were  much  less  active  osteogenetically  when 
placed  in  a  muscle  belly  than  cubes  of  the  same  size 
taken  from  the  shaft  of  a  long  bone  of  a  dog.  It  was 
found  also  that  the  periosteal  transplants  which  were 
obtained  by  scraping  the  out^r  surface  of  the  bone 
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with  a  sharp  instrument  showed  greater  osteogenetic 
powers  than  transplants  of  periosteum  separated  in 
the  line  of  cleavage  by  blunt  dissection.  In  fact, 
the  latter  grew  only  in  those  places  where  portions 
of  the  cambium  layer  happened  to  come  away  with 
the  so-called  "limiting  membrane."  The  inadvis- 
abiiity  of  using  heterogeneous  bone  transplants  was 
also  demonstrated. 

The  research  work  on  animals  here  reported  in- 
cluded: (i)  an  experimental  stucly  of  pseudar- 
throsis  with  reference  to  the  influence  of  the 
roentgen  ray  upon  callus  formation,  and  (2)  an 
attempt  to  discover  some  artificial  stimulus  to 
osteogenesis. 

In  considering  the  etiology  of  pseudarthrosis  or 
malunion  the  question  arises  as  to  whether  or  not 
modern  methods  of  living  have  increased  the  con- 
dition. 

In  the  opinion  of  one  Canadian  surgeon  the 
change  of  diet  in  Canada  necessitated  by  the  recent 
war  seems  to  have  resulted  in  a  greater  number  of 
cases.  Syphilis  as  a  cause  of  the  disease  the  authors 
believe  has  been  greatly  overrated.  Causal  factors 
of  importance  are:  (i)  the  method  of  splinting  (in- 
cluding the  type  of  splint,  its  adjustment,  the  time 
it  is  first  applied,  and  the  length  of  time  it  is  worn) 
and  the  character  of  the  massage  alid  traction;  (2) 
the  diet;  (3)  the  location  of  the  nutrient  artery 
with  respect  to  the  fracture;  (4)  the  presence  of 
systemic  disease  such  as  lues  or  atrophic  condi- 
tions; (5)  the  internal  application  of  the  metal 
splint  (in  the  authors'  opinion  this  is  the  most 
frequent  cause  of  pseudarthrosis);  and  (6)  the 
roentgen  ray. 

Adult  rabbits  were  used  in  these  experiments. 
Under  aseptic  conditions  yi  in.  of  bone  was  removed 
from  each  animal.  The  results  ape  summarized 
as  follows:  ,. 

1.  In  none  of  the  experiments  on  rabbits  was 
pseudarthrosis  produced  by  repeated  massive  doses 
of  the  roentgen  ray,  removal  of  bone,  or  various 
degrees  of  splinting.  Even  though  as  much  as  one- 
quarter  of  the  entire  length  of  the  bone  was  re- 
moved, the  bones  united  rapidly. 

2.  Frequent  massive  exposures  to  the  roentgen 
ray  of  fractures  with  or  without  loss  of  bone  in  no 
wise  inhibited  callus  formation.  Apparently  the 
ray  does  not  exert  any  appreciable  influence  upon 
bone  growth  in  rabbits. 

3.  In  cases  of  fracture  with  loss  of  bone  in  which 
all  bone  fragments  were  removed  from  the  hiatus  in 
the  shaft  of  the  radius  the  average  time  for  union 
was  forty-two  days. 

4.  Cases  of  fracture  in  which  fragments  were 
allowed  to  remain  in  the  hiatus  showed  a  much 
more  rapid  and  complete  union  than  those  in  which 
the  fragments  were  removed.  In  a  case  in  which 
one  fragment  of  bone  bridged  the  gap  complete 
restoration  of  continuity  occurred  in  thirty-one 
days.  This  suggests  the  value  of  the  osteoperiosteal 
or  sliver  graft  to  furnish  additional  foci  for  bone 
growth.  -  Marcus  Hobart. 


Keith,  A.,  and  Hall,  M.  E.:  Specimens  of  Long 
Bones  ShowiniJ  the  Processes  of  Infection  and 
Repair.    Brit.  J.  Surg.,  1920,  vii,  302. 

The  authors  have  made  a  detailed  study  of  a  large 
number  of  specimens  contained  in  the  British  War 
Office  Collection.  The  effects  of  gunshot  fracture  of 
the  long  bones  are  well  illustrated.  The  cuts  are 
clear  and  well  described  and  show  in  a  striking  man- 
ner the  related  processes  of  infection  and  repair. 

In  civil  practice  fractures  of  the  long  bones,  ex- 
plosive effects,  and  comminution  are  rare.  When 
present,  the  fragments  are  not  scattered  and  gener- 
ally retain  their  circulatory  connections. 

Gunshot  wounds,  however,  produce  marked  com- 
minution of  the  bone  with  extensive  tearing  and 
laceration  of  the  surrounding  tissues.  The  bone 
fragments  are  generally  widely  scattered  and  be- 
cause of  the  loss  of  their  blood  supply  become  foreign 
bodies.  Coaptation  is  often  prevented  and  the 
fragments  are  a  marked  hindrance  to  callus  union. 

Several  specimens  in  which  the  healing  process 
extended  over  a  few  weeks  showed  that  the  bone 
margin  was  dead  for  a  distance  of  several  millimeters 
bordering  the  fracture  line.  Before  union  can  take 
place  such  areas  of  dead  bone  must  be  removed. 
Occasionally  fragments  were  seen  entirely  surround- 
ed by  such  a  rim  of  dead  bone.  The  authors  hold 
that  this  destruction  of  the  fracture  margin  is  due 
probably  to  the  shock  produced  by  the  missile  which 
at  the  same  time  destroys  the  blood  supply  to  the 
affected  areas.  The  stripping  off  of  the  periosteum 
is  probably  of  minor  importance.  When  esquil- 
lectomy  is  done  the  ends  of  the  main  fragments  must 
also  be  removed;  otherwise  they  tend  to  form  se- 
questra and  later  make  a  second  operation  necessary. 
The  portions  of  bone  which  die  at  the  time  of  injury 
remain  smooth  and  unaffected,  but  those  that  sur- 
vive show  the  results  of  the  action  of  infective 
agencies.  Infection  is  not  always  detrimental;  in 
some  specimens  there  was  evidence  that  a  certain 
amount  of  infection  stimulates  new  bone  formation. 
In  many  specimens  exuberant  callus  buds  could  be 
seen  between  points  of  infective  erosion.  The  new 
bone  thrown  across  the  fracture  line  had  been  exten- 
sive and  effective. 

The  authors  suggest  that  early  operation  is 
indicated  and  that  the  increased  circulation  and 
tissue  proliferation  found  at  the  sites  of  infection 
can  be  used  as  an  aid  to  reparative  interference. 
Callus  produced  in  the  presence  of  infection  was  loose- 
ly constructed  and  in  a  number  of  specimens  defi- 
nitely lacey  in  appearance. 

The  authors  distinguish  three  distinct  types  of 
sequestra,  all  of  which  prevent  union  and  should  be 
removed  shortly  after  injury:  (i)  loose  dead  frag- 
ments of  bone  separated  at  the  time  of  injury;  (2) 
loose  fragments  of  bone  which  apparently  survived 
the  injury,  but  later  become  necrotic  and  extensively 
eroded  on  account  of  severe  sepsis;  (3)  areas  of  dead 
bone  along  the  fracture  lines  which  can  be  separated 
from  the  surviving  portion  only  by  operative  proce- 
dures or  the  slow  process  of  linear  liquefaction. 
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Attention  is  directed  to  the  tendency  of  fine 
fissure  fractures  to  extend  along  the  shaft  of  the  bpne. 
These  small  linear  fractures  are  potential  channels 
of  infection  and  several  specimens  in  the  War  Oflice 
collection  show  infection  of  a  joint  following  injury 
at  some  distance  from  the  articulation. 

A.  J.  ScHOLL,  Jr. 

ROENTGENOLOGY  AND  RADIUM  THERAPY 

Nakahara,  W.,  and  Murphy,  J.  B.:  Studies  on  X- 
Ray  Effects.  V.  The  Effect  of  Small  Doses  of 
X-Ilays  of  Low  Penetration  on  the  Lymphoid 
Tissue  of  Mice.    /.  Exper.  M.,  1920,  xxxi,  13. 

The.  destructive  effect  of  the  X-ray  on  lymphoid 
tissue  was  noted  early  in  the  study  of  the  biological 
effects  of  this  agent.  Its  stimulating  action  on  the 
circulating  lymphocytes  was  first  observed  in  the 
laboratory  of  the  Rockefeller  Institute  and  was 
applied  experimentally  in  the  study  of  the  sponta- 
neous tumors  of  mice.  The  earlier  work  was  carried 
out  with  the  old  type  of  gas  tube  with  which  it  was 
diflScult  to  regulate  the  amount  and  character  of  the 
rays  used,  and  therefore  no  attempt  was  made  to 
standardize  the  dosage.  This  difficulty  was  largely 
overcome  by  the  use  of  the  Coolidge  tube.  The  stim- 
ulating dose  for  rabbits  was  reported  by  Thomas, 
Taylor,  and  Witherbee  'The  work  of  Russ, 
Chambers,  Scott,  and  Mottram  confirmed  the 
authors'  earlier  observations  on  the  stimulating 
action  of  the  rays  on  mice. 

In  the  experiments  with  rabbits  a  histologic  study 
paralleling  the  blood  counts  confirmed  the  general 
nature  of  the  stimulation  by  showing  a  marked 
increase  in  the  number  of  mitotic  figures  in  the  ger- 
minal centers  of  the  lymphoid  organs.  As  in  the 
authors'  experiments  mice  were  used  most  exten- 
sively, it  was  believed  important  to  duplicate  the 
histologic  study  of  the  lymphoid  organs  of  these 
animals  after  stimulating  doses  of  X-rays.  With 
this  end  in  view  a  series  of  five  experiments  was 
carried  out. 

The  uniformity  of  the  changes  both  in  extent  and 
period  of  occurrence  in  three  of  the  experiments  could 
not  be  considered  a  mere  coincidence.  It  was  con- 
cluded, therefore,  that  the  small  dose  of  X-rays 
employed  was  capable  of  stimulating  the  lymphoid 
tissue  of  mice  to  proliferation. 

In  this  connection,  the  apparent  relation  between 
the  extent  of  cellular  destruction  and  the  degree  of 
cellular  stimulation  was  of  interest.  It  seemed  from 
these  observations  that  after  too  much  or  too  little 
destruction,  slight  proliferation  occurred. 

From  their  present  knowledge  of  the  subject  the 
authors  believe  that  the  quantitative  increase  of  the 
lymphoid  elements  in  the  body  is  due  mainly  to  the 
hyperactivity  of  the  lymphoblastic  tissue  of  the 
lymphoid  organs  which  results  in  hypertrophy  of 
lymphoid  organs,  especially  of  the  malpighian  bod- 
ies, and  lymphocytosis  in  the  blood.  As  regards  the 
number  of  these  cells  thrown  into  the  circulation,  it 
is  theoretically  conceivable  that  individual  animals 


may  react  differently  to  equal  stimulation  of  the 
lymphoid  organs.  Cases  have  been  observed  in 
which  the  blood  lymphocytosis  was  due  apparently 
to  the  mere  emptying  of  the  lymphoid  organs  with- 
out any  corresponding  actual  increase  of  the 
lymphoid  cells  and  the  histologic  studies  here 
reported  have  given  more  nearly  uniform  evidence 
of  stimulation  than  the  blood  counts. 

The  authors 'conclude  that  stimulation  of  lym- 
phoid tissue  in'  mice  is  effected  by  X-rays  admin- 
istered under  the  following  conditions:  spark-gap, 
y&  in.;  milliamperage,  25;  distance,  8  in.;  time  of 
exposure,  ten  minutes.  Within  four  days  an  abnor- 
mally large  number  of  mitotic  figures  appeared  in  the 
lymphoid  tissue  of  the  spleen  and  in  the  lymph 
glands,  indicating  an  acceleration  of  the  prolifera- 
tive activity  of  the  tissue.  G.  E.  Beh-by. 

De  Niord,  D.  R,,  Schreiner,  B.  F,,  and  De  Niord,  H. 
H.:  The  Effect  of  the  Roentgen  Ray  on  the 
Metabolism  of  Cancer  Patients.  Arch.  Int. 
Med.,  1920,  XXV,  32. 

This  study  was  undertaken  to  ascertain  whether 
the  loss  of  weight  in  cancer  patients  is  due  to  defi- 
cient food  intake,  the  absorption  of  toxins  from 
secondary  infection  of  the  tumor,  or  some  specific 
action  of  the  cancer  cells  which  prevents  the  storage 
and  utilization  of  foodstuffs. 

The  marked  improvement  of  many  patients 
following  radium  and  roentgen-ray  treatment 
raised  the  following  questions:  Does  the  roentgen 
ray  produce  any  discernible  change  in  the  blood 
chemistry?  How  long  must  such  a  change  continue 
to  effect  general  improvement  in  the  metabolism? 
Is  the  effect  of  the  roentgen  ray  general  or  only 
local? 

To  answer  these  questions  41  patients  who  were 
being  treated  with  the  roentgen  rays  were  examined 
relative  to  their  blood  chemistry.  The  findings  were 
recorded  immediately  before  roentgen-ray  exposure 
and  one-half  hour  and  approximately  twenty-four 
hours  afterward.  Urea,  creatinin,  uric  acid,  chlorides, 
cholesterol,  fatty  acids,  total  fats,  sugar,  diastatic 
activity,  and  the  plasma  and  corpuscle  percentages 
were  estimated. 

The  patients  studied  were  not  taken  at  random; 
in  order  to  exclude  cases  of  retention  only  those  were 
selected  who  were  practically  free  from  renal  disease. 
Several  control  studies  were  made  on  normal  per- 
sons subjected  to  the  same  roentgen-ray  exposure. 
From  another  control  group  of  cancer  patients  60 
ccm.  of  blood  were  taken  at  the  same  intervals  as 
the  roentgen-ray  exposures  were  made.  Beside  the 
chemical  data,  the  article  contains  also  short  his- 
tories of  the  cases  treated. 

The  following  conclusions  were  drawn: 

1.  The  urea,  urea  nitrogen,  and  creatinin  show 
nothing  characteristic  in  cases  of  cancer. 

2.  The  moderate  uric  acidaemia  which  is  present 
for  a  short  time  after  exposure  to  the  roentgen  rays 
is  the  result  of  nuclear  degeneration  but  is  not  espec- 
ially characteristic  of  malignancy. 
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3.  The  sodium  chloride  content  of  the  blood  of 
cancer  patients  is  not  altered  by  the  presence  of  the 
tumor  or  by  exposure  to  the  roentgen  rays. 

4.  The  cholesterol,  fatty  acids,  and  total  fats 
are  generally  increased  in  cases  of  malignancy. 
Cholesterol  is  increased  in  the  blood,  but  this  in- 
crease is  not  in  proportion  to  the  duration  of  ex- 
posure to  the  roentgen  ray  nor  does  it  vary  with 
the  type  of  tumor.  The  increase  of  cholesterol  in 
the  blood  is  due  probably  to  cellular  autolysis  and 
liberation  of  cholesterol  induced  by  the  action  of 
the  roentgen  rays.  Fatty  acids  and  total  fats  are 
consistently  high  in  the  blood  of  cancer  patients 
and  are  reduced  by  the  roentgen  rays. 

5.  There  is  nothing  in  the  behavior  of  the  blood 
sugar  or  diastatic  activity  that  is  diagnostic  of 
cancer.  It  was  noted,  however,  that  the  roentgen 
rays  activated  the  diastase  for  a  short  time  to  an 
activity  greater  than  normal. 

6.  The  plasma  and  corpuscle  percentages  were 
unaltered  by  the  rays  and  proved  of  no  diagnostic 
value  in  cases  of  cancer.  Adolph  Haktung. 

MILITARY  SURGERY 

Jones,  R. :    Joint,  Nerve,  and  Other  Injuries  in 
War  Surgery.    Surg.,Gynec.  ^Obst.,  1920,  xxx,  i. 

Malunion  and  non-union  of  fractures,  especially 
in  the  femur;  stiff,  ankylosed,  and  flail  joints;  the 
after-effects  of  injuries  to  peripheral  nerves;  and 
deformities  due  to  the  contraction  of  scars  were 
frequently  observed  by  the  author  on  his  tours  of 
inspection  of  British  war  hospitals.  As  a  rule  the 
patients  had  been  in  several  hospitals  and  were  un- 
willing to  undergo  further  manipulation  or  operative 
treatment.  By  persuasion,  explanation,  and  efforts 
to  improve  their  mental  outlook,  however,  their 
attitude  was  soon  changed  and  they  agreed  to  take 
any  treatment  prescribed. 

From  visits  to  the  large  camps  it  became  evident 
that  it  would  be  necessary  to  establish  hospitals 
providing  accommodation  for  the  type  of  case 
which  required  a  sufficiently  protracted  stay  to  pre- 
vent deformity  and  restore  function.  At  first  250 
beds  were  reserved  for  such  cases  in  Liverpool. 
Later  this  number  was  increased  to  1,500  and  fresh 
centers  were  started  also  in  Great  Britain  and  Ire- 
land until  ultimately  there  were  more  than  25,000 
beds. 

For  musculospiral  paralysis  the  author  recom- 
mends the  same  operation  he  advised  in  pre-war  days 
but  advocates  the  more  frequent  use  of  the  pronator 
radii  teres.  The  flexor  carpi  radialis  and  ulnaris 
may  be  transplanted  into  the  paralyzed  extensors  of 
the  thumb  and  fingers  and  the  pronator  radii  teres 
may  be  fixed  to  the  radial  extensors.  In  transplant- 
ing tendons  it  is  important  to  obtain  the  proper 
tension.  For  this  purpose  the  hand  and  fingers 
should  be  kept  well  dorsiflexed  when  the  attach- 
ments are  being  made.  If  the  operation  is  a  suc- 
cess the  fingers  and  thumb  can  be  extended  fully 
with  ease. 


Paralysis  of  the  anterior  crural  was  very  rare, 
probably  because  the  femoral  vessels  were  usually 
destroyed  by  the  missile.  There  is  here  a  choice 
of  hamstrings  to  attach  to  the  patella.  The  author 
has  seen  a  transplantation  of  this  kind  done  only 
once  and  in  this  case  the  operation  was  very  success- 
ful. 

Twenty  years  ago  Tilanus  of  Holland  recom- 
mended the  operation  of  tenodesis  for  flail  feet  in 
poliomyelitis.  Later  Gallic  and  others  worked  along 
similar  lines.  The  tibialis  and  peroneal  tendons 
are  passed  through  a  tunnel  bored  through  the  tibia, 
and  act  as  suspensory  ligaments.  In  the  author's 
experience  this  type  of  operation  has  been  very 
successful.  , 

In  191 7  Jones  described  gunshot  injuries  of  the 
femur  as  the  "tragedy  of  the  war"  because  they  so 
often  resulted  in  shortening  and  frequently  were 
fatal.  These  results  he  attributed  to  lack  of  team- 
work in  the  treatment,  of  standardization  of  prin- 
ciples and  splints,  and  of  continuity  of  treatment 
from  the  front  line  hospitals  to  the  base  hospitals. 
In  1Q16  the  mortality  from  such  fractures  amounted 
to  80  per  cent.  In  1Q18  it  had  been  reduced  to  less 
than  20  per  cent.  A  factor  in  this  decrease  and  in 
the  reduction  in  the  number  of  cases  of  malunion 
and  non-union  of  such  fractures  was  the  Thomas 
splint. 

The  standardization  of  the  Thomas  splint,  the 
education  of  surgeons  in  its  use,  and  its  application 
on  the  field  of  battle  secured  immobilization,  simpli- 
fied transportation,  minimized  shock,  and  prevented 
further  injury  by  the  bone  fragments.  Eventually 
the  improvement  in  these  cases  led  to  the  establish- 
ment of  special  hospitals  for  cases  of  fracture  of  the 
femur.  In  300  cases  of  compound  fracture  in  one  of 
these  hospitals  the  average  shortening  was  J^  in. 

There  can  be  no  doubt  that  the  use  of  caliper 
ice-tong  splints  in  the  hands  of  experienced  surgeons 
has  been  of  very  great  service  but  the  author  believes 
the  guard  should  always  be  affixed  to  prevent  pene- 
tration into  the  medulla.  It  should  be  borne  in 
mind,  moreover,  that  with  the  use  of  the  Thomas 
splint  fractures  of  the  femur  can  be  effectively  treated 
with  ordinary  extensions.  In  gy  cases  treated  at 
the  Liverpool  Special  Military  Surgical  Center  the 
average  shortening  was  %  in. 

Extension  calipers  with  the  knee  joint  free  should 
never  be  used  for  transport  purposes.  The  author 
decries  the  use  of  plates,  screws,  and  other  internal 
splinting  when  good  results  may  be  obtained  by  so 
much  simpler  means.  The  use  of  the  Thomas  splint 
extending  into  the  heel  of  the  boot  is  advised  es- 
pecially when  there  is  danger  of  angulation  several 
months  after  apparent  union. 

The  most  common  cause  of  non-union  was  loss 
of  substance.  Esquillectomy,  though  at  times 
unavoidable,  accounted  for  many  of  these  gaps 
which  did  not  fill  in.  At  the  time  of  injury  it  is 
quite  impossible  to  say  that  a  loose  piece  of  bone  has 
no  blood  supply.  In  the  later  stages  of  treatment 
apparently  loose  pieces  lying  in  suppurative  areas 
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were  found  to  have  osteogenetic  power.  This  fact 
has  led  the  author  to  advise  the  maintenance  of  the 
length  of  the  limb  rather  than  the  approximation  of 
the  bone  ends.  Ununited  fractures  of  the  femur 
with  loss  of  bone  should  be  kept  in  caliper  splints, 
and  rubber  tubes  should  be  inserted  above  and 
below  the  fracture.  Such  treatment  will  increase 
local  congestion  and  osteogenesis. 

In  many  cases  of  non-union  of  fractures  of  the 
humerus  the  cause  was  too-prolonged  and  too-power- 
ful extension  and  sometimes  the  injudicious  use  of 
the  Thomas  splint.  The  Thomas  arm  splint  is 
essentially  a  transport  splint  and  its  prolonged  use 
may  result,  not  only  in  non-union,  but  also  in  anky- 
losis of  the  elbow,  wrist,  and  fingers.  Compound 
fractures  of  the  humerus  should  be  treated  with  the 
arm  in  abduction.  Shortening  of  the  arm  is  of 
minor  importance  and  the  use  of  bone  grafts  for  gap 
filling  is  seldom  successful.  The  best  results  in  bone 
grafting  are  obtained  in  the  radius,  the  ulna,  and  the 
tibia.  The  author  describes  the  Hey-Groves  opera- 
tion which  he  believes  is  the  best  for  cases  of  non- 
union in  association  with  a  gap. 

In  cases  of  malunion  operation  should  not  be 
performed  in  the  presence  of  a  sinus  or  until  some 
months  after  it  has  closed.  Jones  does  not  operate 
unless  the  alignment  is  poor  and  the  shortening 
exceeds  i]4,  in.  When,  with  good  alignment,  there 
is  marked  rotation,  he  does  an  osteotomy  some 
distance  from  the  fracture. 

In  the  joints  the  restoration  of  fimction  by  manip- 
ulation should  be  done  with  great  care.  If  pain 
occurring  after  manipulation  is  of  short  duration, 
the  movements  may  be  continued,  but  if  it  persists 
for  lengthy  periods,  rest  is  indicated.  If  the  in- 
creased range  of  movement  is  maintained  after 
manipulation  further  movements  may  be  prescribed 
safely.  If  in  spite  of  movements  and  the  absence  of 
great  pain  the  range  continually  diminishes,  rest  is 
indicated.  The  duration  of  the  pain  when  the  tissues 
are  relaxed  rather  than  its  intensity  should  be  our 
clinical  guide. 

Flail  joints  frequently  resulted  from  excision  per- 
formed at  casualty  clearing  stations  or  base  hos- 
pitals. The  so-called  "limited  resection"  has  given 
•the  best  functional  results.  In  order  to  preserve 
function  the  extent  of  the  incision  should  be  as 
strictly  limited  as  is  compatible  with  safety,  the 
extension  applied  should  be  very  moderate  and  of 
short  duration,  and  in  the  after-treatment  anky- 
losis should  be  sought  rather  than  mobility. 

The  treatment  of  flail  joints  may  consist  of:  (i) 
the  removal  of  necrotic  bone  and  scar  tissue;  (2) 
correct  posture;  (3)  operative  attempts  to  obtain 
improved  pseudarthrosis;  (4)  the  production  of 
ankylosis;  and  (5)  retention  in  mechanical  apparatus. 
In  regard  to  the  surgical  repair  of  injuries  to  the 
nerves  the  author  advises  against  delaying  operation 
too  long  after  the  injury  as  chronic  myositis  may 
develop  and  seriously  impair  the  power  of  the  muscle 
to  react  on  the  recovery  of  the  nerve.  If  a  nerve 
does  not  recover  within  a  few  months  it  should  be 


explored  and  if  found  caught  in  scar  tissue  it  should 
be  freed  and  placed  between  flaps  of  muscle.  Jones 
is  of  the  opinion  that  a  covering  is  not  necessary 
about  the  anastomosis  and  that  the  insertion  of 
nerve  grafts  or  of  foreign  material  between  the  anas- 
tomosed ends  is  of  very  little  value.  End-to-end 
anastomosis  is  strongly  advocated  even  though  a 
two-stage  operation  is  necessary.  At  the  first 
operation  the  neuromata  are  sutured  together  after 
the  extremity  has  been  flexed  or  the  nerve  trans- 
ferred in  order  to  secure  proper  approximation.  The 
nerve  is  gently  stretched  for  several  weeks  until  the 
extremity  is  completely  extended.  The  second 
operation  is  then  done.  The  neuromata  are  resected 
and  the  ends  anastomosed  with  silk  in  immediate 
apposition.  If  it  is  impossible  to  effect  an  end-to-end 
anastomosis,  transplantation  is  suggested  as  a  sub- 
stitute. H.  W.  Meyerding  and  A.  W.  Adson. 

LEGAL  MEDICINE 

Employer  Not  Liable  for  Negligence  of  Physician 
in  Treating  Employees.  Smith  vs.  Buckeye 
CoUonOilCo.  {Ark.)  212  S.  W.  R.,  p.  88. 

In  the  case  of  Smith  vs.  Buckeye  Cotton  Oil  Com- 
pany the  question  before  the  court  was  whether  or 
not  an  employer  is  liable  for  the  negligence  of  a 
physician  provided  for  an  injured  employee. 

The  facts  of  the  case  were  as  follows: 

While  employed  by  the  Buckeye  Cotton  Oil 
Company  Smith  operated  an  engine  and  while  so 
doing  his  fingers  were  caught  and  crushed  in  the 
machinery.  He  was  then  directed  to  go  to  the  phy- 
sician employed  by  the  company  to  treat  its  injured 
employees.  The  physician  treated  his  injuries  so 
carelessly  that  amputation  of  the  fingers  became 
necessary.  Smith  sued  the  company  on  the  ground 
that  it  was  liable  for  negligence  of  its  physician 
as  it  directed  Smith  to  consult  him.  The  lower 
court  held,  however,  that  the  company  was  not 
liable  and  entered  judgment  for  the  company.  From 
this  judgment  Smith  appealed. 

In  reviewing  the  case  the  upper  court  held  that 
when  an  employer  owes  his  employee  the  duty  of 
furnishing  medical  attention  or  undertakes  to  dis- 
charge that  duty  he  does. not  become  liable  for  the 
physician's  negligence  or  lack  of  skill.  He  is  liable 
only  when  he  fails  to  exercise  ordinary  care  in 
selecting  a  physician  of  requisite  skill  and  learning. 
The  judgment  of  the  lower  court  was  affirmed. 

J.  A.  Castagnino. 

Evidence  and  Timeliness  in  Action  of  Malpractice. 

Perkins  vs.  Trueblood.    {Calif.)  181  Pac.  R.,  p.  642. 

In  this  case  was  considered  the  question  as  to  the 
evidence  necessary  for  a  judgment  of  malpractice 
and  the  time  limit  in  which  an  action  for  malpractice 
may  be  brought. 

The  facts  were  as  follows:  Perkins  broke  his  leg 
in  March,  191 2,  and  employed  Trueblood,  a  phy- 
sician, to  set  the*  fracture.  As  the  fracture  did  not 
heal  satisfactorily,  the  physician  again  set  the  leg  in 
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April.  Perkins  charged  that  the  second  operation 
was  done  negligently  and  the  lower  court  found  in 
his  favor. 

The  physician  appealed  on  the  ground  that  no 
evidence  was  introduced  to  show  lack  of  skill  or 
negligence  and  also  on  the  ground  that  the  action 
was  barred  by  the  statute  of  limitations.  As  to  the 
latter  plea,  the  upper  court  held  that  a  malpractice 
case  instituted  within  one  year  of  the  alleged 
negligent  treatment  but  over  a  year  after  the  phy- 
sician's  treatment  had  been  begun  is  not  barred  by 
the  statute  prescribing  a  one  year  limitation  in  such 
cases. 

The  court  rested  Perkins'  cause  of  action  on 
the  negligent  resetting  of  the  leg,  and  although  evi- 
dence of  former  treatment  was  admissible  and 
necessary  to  determine  whether  the  methods  of  the 
physician  in  resetting  the  leg  were  such  as  an  or- 
dinarily skillful  surgeon  would  have  given  the 
leg,  the  necessity  of  the  introduction  of  such  evidence 
of  former  treatment  did  not  bar  the  action. 

With  regard  to  the  first  ground  of  appeal,  the  upper 
court  held  that  there  was  not  sufficient  evidence  of 
negligence  in  resetting  the  leg.  The  evidence  pre- 
sented failed  to  show  any  lack  of  care  or  skill  on  the 
part  of  the  defendant  and  on  this  ground  the  judg- 
ment was  reversed.  J.  A.  Castagnino. 

Recovery  Allowed  for  Professional  Service.     Brooks 
vs.  Aldrich  et  al.  {R.I.)  107  All.  R.,  p.  100. 

The  plaintiff,  Dr.  Brooks,  sued  the  executor  of 
the  estate  of  a  deceased  patient  for  personal  services 
rendered  the  deceased  from  Sept.  i,  1909,  to  April 
20,  191 5,  and  for  expenses  incurred  in  going  to 
Europe  to  visit  him.  A  judgment  was  entered  in 
the  lower  court  in  favor  of  the  physician  for  $4,000. 
This  judgment  was  appealed  by  the  executor  on  the 
ground  that  the  lower  court  erred  in  allowing  the 
physician  to  qualify  himself  as  an  expert  witness 
and  to  testify  in  his  own  behalf  as  to  the  nature  of 
the  services  rendered  the  deceased  and  the  reason- 
ableness of  the  charges  made  by  him  for  such  serv- 
ices. 

The  upper  court  held  that  a  physician  can 
qualify  as  an  expert  witness  in  a  case  in  which  he  is 
a  plaintiff  and  affirmed  the  judgment  of  the  lower 
court.  J.  A.  Castagnino. 


Defendant's  Ri^ht  to  Examination  of  Plaintiff's 
Injuries     Discretionary     with     Trial     Court. 

Tilus  vs.  Cily  oj  Montesano  (Wash.,)  181  Pac.  R., 
P-43- 

The  question  before  the  court  was  whether  or  not 
the  statute  providing  that  the  court  may  order  a 
physical  examination  of  the  plaintiff  in  a  personal 
injury  action  was  discretionary  or  mandatory  with 
the  court. 

The  facts  of  the  case  were  as  follows: 

The  plaintiff  was  injured  by  a  fall  upon  a  defec- 
tive sidewalk  and  filed  a  claim  for  damages  with  the 
City  of  Montesano  which  claim  was  ignored  by  the 
city.  Plaintiff  thea  sued  the  city  for  damages  and  the 
city  made  a  motion  asking  that  the  plaintiff  file  a 
more  specific  declaration  setting  forth  the  nature  of 
the  injuries  sustained  and  stating  whether  or  not  the 
said  injuries  were  permanent.  The  city  asked  also 
that  the  court  order  the  plaintiff  to  submit  to  a 
physical  examination  in  order  to  determine  the 
extent  of  her  injuries  and  to  qualify  a  physician  to 
testify  as  to  those  injuries. 

To  support  its  demand  for  an  examination  the 
city  quoted  the  section  of  the  statute  which  provides 
that  on  or  before  the  trial  of  any  action  brought  to 
recover  damages  for  injury  to  the  person,  the  court 
may,  on  application  of  the  parties  therein,  order  and 
decree  an  examination  of  the  person  injured  as  to 
the  injury  complained  of,  by  a  competent  physician 
in  order  to  qualify  the  person  or  persons  making  the 
examination  to  testify  as  to  the  extent,  nature,  and 
probable  duration  of  the  injury  of  which  complaint 
is  made. 

The  lower  court  denied  the  motion  of  the  city  for 
an  examination  and  a  judgment  was  entered  against 
the  city  for  $975.00.  This  was  appealed  by  the  city 
on  the  ground  that  the  lower  court  erred  in  refusing 
to  enter  an  order  directing  the  plaintiff  to  submit 
to  an  examination. 

The  upper  court  in  construing  the  statute  held 
that  the  power  vested  in  the  court  was  discretionary 
and  not  mandatory.  The  court  further  held  that 
there  was  nothing  in  the  evidence  of  the  case  to  show 
that  the  court  ought  to  enter  an  order  for  examina- 
tion and  the  court  did  not  err  in  denying  the  motion 
for  an  examination.  The  judgment  of  the  lower  court 
was  affirmed.  J.  A.  Castagnino 
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Molinari,  J.  F.:  Bazterrica's  Procedure  for  Total 
and  Subtotal  Abdominal  Hysterectomy  (Pro- 
cedimiento  Bazterrica  para  la  histerectomia  abdomi- 
nal total  o  subtotal).  Rev.  argent,  de  obsl.  y  ginec, 
1919,  iii,  349. 

To  insure  good  haemostasis  in  utero-adnexal  ex- 
tirpation it  is  necessary  to  ligate  three  very  impor- 
tant vascular  pedicles  on  each  side.  In  a  hysterec- 
tomy, therefore,  these  three  pedicles  should  be  well 
exposed  in  order  that  they  may  be  ligated  easily 
and  securely.  The  author  describes  Bazterrica 's 
operation  which  is  almost  bloodless  because  of  the 
ease  with  which  the  vessels  can  be  tied  off. 

The  Bazterrica  operation  has  been  used  success- 
fully by  both  Bazterrica  and  Molinari  since  1891 
on  the  different  varieties  of  fibromata.  By  this 
procedure  the  opening  into  the  uterine  cavity  is 
made  last  and  the  cavity  is  therefore  in  contact  with 
the  perineum  and  the  operator's  hands  for  the 
least  possible  length  of  time. 

Molinari  gives  preference  to  conservative  surgery, 
whenever  possible  enucleating  the  tumors.  When 
enucleation  is  impossible  and  one  or  both  ovaries  are 
normal,  he  modifies  the  operation  so  that  the  first 
ligature  lies  between  the  uterus  and  the  ovary.  The 
ovary  with  its  normal  connections  is  left  undis- 
turbed and  later  is  included  between  the  folds  of  the 
broad  ligament  or  fixed  to  the  stump. 

Six  excellent  colored  plates  showing  the  different 
steps  of  the  operation  described  illustrate  the 
article.  M.  M.  Matthies. 

Botin,  F. :   Roentgenotherapy  for  Uterine  Myoma- 

ta   (Radioterapia  en  los  miomas  uterinos).      Rev. 
espan.  de  drug.,  1919,  1,  531. 

Botin  draws  the  following  general  conclusions 
concerning  the  treatment  of  myomatous  tumors  of 
the  uterus: 

1.  The  types  of  fibromyomata  of  the  uterus  for 
which  X-ray  treatment  is  indicated  are:  (i)  the 
solitary,  (2)  the  interstitial,  (3)  the  subserous 
implanted  by  a  broad  base,  (4)  those  of  rapid 
development,  (5)  those  of  soft  consistency,  (6)  those 
which  occur  in  women  near  the  menopause,  and  (7) 
those  of  small  size. 

2.  The  treatment  of  genital  tumors  by  the  X-ray 
is  safe  even  when  the  patient  is  less  than  35  years  of 
age. 

3.  X-ray  treatment  may  be  given  to  patients  who 
are  anaemic  from  haemorrhage  provided  it  is  not 
given  as  a  preliminary  to  operation. 

4.  The  following  types  of  tumors  demand  opera- 
tion: (i)  multiple  subserous  fibromata,  (2)  pedun- 
culated fibromata,   (3)   submucous  fibromata,   (4) 


tumors  which,  by  compression,  cause  serious 
complications,  (5)  tumors  which  produce  incarcera- 
tion of  the  bladder  and  repeated  retention  of  urine, 

(6)  tumors  which   extend   beyond   the   umbilicus, 

(7)  tumors  which  have  undergone  torsion  of  the 
pedicle,  and  (8)  degenerated  myomata. 

Several  illustrative  case  histories  are  given. 

M.  M.  Matthies. 

Vital  Aza:  Considerations  Regarding  the  Operative 
Treatment  of  the  Prolapsed  Uterus  (Alguncs 
consideraciones  sobre  el  tratamiento  operatorio  del 
prolapse  uterino).     Med.  Ibera,  1920,  iii,  i. 

In  the  treatment  of  uterine  prolapse  in  virgins 
and  nulliparae  the  author  prefers  the  hysteropexy  of 
Bumm.  As  in  the  cases  of  women  between  20  and 
35,  the  active  sexual  period,  no  operative  procedure 
should  be  used  which  might  lead  to  sterilization, 
the  Schauta-Wertheim  operation,  ventrofixation, 
and  the  operation  of  Landau  are  contra-indicated. 
In  operations  for  prolapse  in  patients  of  this  age 
the  steps  to  be  followed  are  as  follows:  (i)  extirpa- 
tion of  the  hypertrophied  parts  of  the  genitals 
usually  by  anterior  colporrhaphy  and  often  trachel- 
orrhaphy; (2)  reconstruction  of  the  perineal  floor 
by  colpoperineorrhaphy;  and  (3)  fixation  of  the 
uterus  in  the  normal  anteposition  by  the  most  suit- 
able method,  usually  the  Alexander-Adams  opera- 
tion. The  integrity  of  the  perineal  floor  for  future 
childbirth  is  preserved  by  a  deep  episiotomy  and 
suture. 

In  cases  of  prolapse  in  women  past  the  active 
sexual  period  the  Wertheim  modification  of  the 
Schauta  operation,  called  also  the  vesicovaginal 
interposition  operation,  is  the  operation  of  choice. 
By  this  procedure  the  uterus  is  converted  into  a 
natural  pessary  and  at  the  same  time  it  serves  to 
close  the  vaginal  cavity.  A  rare  difficulty  encoun- 
tered is  haemorrhage  from  the  uterine  wall  at  the 
points  of  suture  which  sometimes  results  in  the 
formation  of  a  haematoma  behind  the  vaginal  walls. 
In  one  case  the  haemorrhage  was  so  rebellious  that 
vaginal  hysterectomy  was  necessary 

W.  R.  Meeker. 

Culbertson,  C. :  Ligament  Shortening  in  the  Treat- 
ment of  Retroflexion  of  the  Uterus.  Surg.  Clin. 
Chicago,  1920,  iv,  179. 

Culbertson  gives  the  history  of  a  woman,  the 
mother  of  4  children,  who  at  the  age  of  34  came 
to  the  hospital  complaining  of  menorrhagia, 
metrorrhagia,  backache,  etc.  Examination  showed 
that  she  had  a  retroflexed  boggy  uterus,  prolapsed 
appendages,  and  some  thickening  of  both  broad 
ligaments  which,  because  of  symptoms  and  associ- 
ated conditions,  was  thought  to  be  due  to  varicose 
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veins.  The  general  physical  examination  was  nega- 
tive. The  leucocyte  count  was  5, 700  and  the  ha;mo- 
globin  85  per  cent.    The  urine  was  negative. 

The  treatment  given  consisted  of  dilatation  and 
curettage,  low  amputation  of  an  eroded  cervix,  a 
Webster  round-ligament  operation,  lateral  shorten- 
ing of  the  uterosacral  ligaments,  and  appendectomy. 
The  technique  of  the  Webster  round-ligament  opera- 
tion is  given  in  detail  with  four  drawings  illustrating 
the  important  points. 

This  operation  has  been  employed  successfully 
for  approximately  eighteen  years  at  the  Presbyterian 
Hospital.  Its  use  should  be  limited  to  a  uterus  that  is 
relatively  normal  in  size  and  free  from  pathology, 
and  to  the  years  of  child-bearing  activity.  It  is  not 
to  be  recommended  when  the  outer  portions  of  the 
round  ligaments  are  noticeably  thin,  when  the  uterus 
is  unusually  heavy  as  in  marked  subinvolution, 
extreme  fibrosis,  or  chronic  endometritis,  or  when 
there  are  uterine  fibroids  or  other  neoplastic  growths. 

The  patient  is  advised  that  pregnancy  should  not 
take  place  for  ten  or  twelve  months  after  the 
operation  and  in  some  instances,  especially  when 
the  perineum  is  relaxed,  the  use  of  a  pessary  for  two 
or  three  months  is  beneficial.  Pregnancy  following 
the  operation  at  any  time  after  one  year  progresses 
quite  normally  and  labor  is  in  no  way  affected.  There 
may  be  an  occasional  relapse  after  pregnancy,  but 
this  may  occur  even  in  the  absence  of  pregnancy. 

The  author  reports  also  a  case  in  which  he  per- 
formed the  operation  described  on  a  woman  38  years 
of  age.  This  patient  had  been  married  sixteen  years 
and  her  only  pregnancy,  which  occurred  the  first 
year  after  marriage,  had  terminated  in  a  spon- 
taneous abortion.  Five  months  after  the  operation 
she  had  another  abortion.  By  the  time  she  was  45 
years  of  age,  however,  she  had  had  three  full- term 
labors,  all  of  which  were  spontaneous.  She  is  now 
passing  through  the  menopause  and  the  uterus  is  in 
very  good  position.  C.  H.  Davis. 

Recasens:  The  Technique  of  Applying  Radium 
in  the  Various  Types  of  Cancer  of  the  Cervix 
of  the  Uterus  (Variations  dans  la  technique  des 
applications  du  radium  dans  les  differentes  formes  du 
cancer  cervical  de  I'uterus).  Arch.  mens,  d'obst.  et  de 
gynec,  1919,  viii,  676. 

Recasens  reports  nearly  400  cases  of  cancer  of  the 
uterine  cervix  treated  with  radium  which  he  has  ob- 
served since  19 13.  From  these  cases,  which  he  has 
followed  for  six  years,  he  draws  the  following  con- 
clusions: 

1.  In  cancer  of  the  uterine  cervix  the  treatment 
of  choice  is  non-surgical.  Radium  therapy  gives 
results  superior  to  those  obtained  by  any  other 
means. 

2.  Cervical  cancers  in  which  the  activity  of  the 
epithelial  cells  is  strongest  are  those  which  yield 
to  radium  treatment  best. 

3.  Dosage  and  filtration  are  of  the  utmost  im- 
portance in  the  treatment  of  cancers  of  the  uterine 
cervix  with  radium. 


4.  For  cancers  of  the  excrescent  or  papillary 
form  active  radiation  is  best.  In  such  cases  filtra- 
tion may  be  reduced  to  i  mm.  and  even  less  if  the 
tube  is  placed  in  such  a  position  that  it  is  completely 
surrounded  by  the  cancer. 

5.  Ulcerous  forms  require  stronger  filtration  and 
larger  dosage. 

6.  In  superficial  uterine  cancers  which  extend 
to  the  vagina,  and  in  all  laminated  forms  of  can- 
cer, plates  similar  to  those  used  for  skin  cancers 
should  be  used  rather  than  tubes. 

7 .  Infiltrating  and  nodular  types  of  cancer  require 
very  strong  filtration  and  very  large  doses  of  radium. 

8.  Very  marked  hypoleukaemia  is  a  contra-indi- 
cation  to  radium  treatment.  Even  when  the  condi- 
tion is  slight,  the  dosage  must  be  reduced. 

9.  Advanced  cachexia  is  an  absolute  contra- 
indication to  radium  therapy. 

10.  Medium  doses  of  radium  repeated  every  eight 
or  ten  days  are  tolerated  better  than  stronger  doses 
at  greater  intervals. 

11.  Radium  therapy  should  always  be  associated 
with  roentgen  therapy  in  the  treatment  of  cancer  of 
the  uterine  cervix. 

A  large  number  of  inoperable  cases  treated  by 
Recasens  may  be  considered  cured  since  they  have 
not  shown  any  signs  of  recurrence  in  from  three  to 
five  years.  About  30  or  40  per  cent  of  the  patients 
treated  are  not  benefited.  W.  A.  Brexnan. 

EXTERNAL  GENITALIA 

Goodman,  H. :  Ulcerating  Granuloma  of  the 
Pudenda:  a  Review  of  the  Literature  with  a 
Bibliography  and  Some  Observations  of  the 
Disease  as  Seen  in  Porto  Rico.     Arch.  Dermal. 

drSyph.,  1920,  n.  s.  i,  151. 

The  author  describes  ulcerating  granuloma  of  the 
pudenda  as  an  infectious,  chronic,  indurated  cica- 
trizing growth  on  or  near  the  genitals  of  either  male 
or  female,  with  no  tendency  to  glandular  involve- 
ment or  serious  impairment  of  the  general  health. 
He  reports  four  cases  diagnosed  clinically  in  Porto 
Rico.  In  three  of  these  calimato  bacterium  granulo- 
matis  was  demonstrated,  and  in  the  fourth  the 
spirochaetal  organism  described  by  Wise  (spiro- 
chaeta  aboriginalis) .  The  question  is  raised  as  to 
whether  there  might  not  be  two  diseases  bearing 
the  same  name  which  are  so  similar  as  to  defy 
clinical  differentiation. 

The  condition  is  not  syphilis  although  it  may  be 
associated  with  luetic  lesions  or  observed  in  a 
Wassermann-positive  syphilitic  who  is  free  from 
manifestions  of  syphilis.  Salvarsan  and  mercury  are 
ineffectual  in  its  treatment  and  the  only  drugs 
which  appear  to  be  of  value  are  antimony  and 
potassium  tartrate.  Local  applications  and  irriga- 
tions of  a  1:1,000  solution  of  potassium  permanga- 
nate have  resulted  in  temporary  benefit.  By  the 
Brazilians  a  1:100  solution  of  tartar  emetic  injected 
intravenously  or  given  by  mouth  has  been  accorded 
first  place  in  the  treatment  of  the  disease. 
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Clinically  the  lesion  appears  as  a  light  red,  shiny 
mass  of  granulation  tissue  which  bleeds  easily. 
The  masses  are  of  various  sizes,  exude  a  thin  light 
sanguinous  fluid,  and  have  a  fcctid  odor.  The  granu- 
lations are  largest  at  the  margins,  the  centers 
appearing  sunken.  In  some  cases  the  secretion  is 
so  profuse  that  it  forms  drops,  while  in  others  it  is 
so  scanty  that  the  granulation  masses  are  covered 
with  drying  scabs.  Occasionally  healing  occurs  in 
spots,  leaving  firm,  raised,  hairless  cicatricial  tissue 
with  a  thin  epidermal  integument.  These  cica- 
trices lie  like  islands  in  the  mass  of  granulations. 
As  a  result  of  cicatricial  contraction,  the  contiguous 
skin  may  be  drawn  away. 

The  draining  lymph  nodes  show  no  enlargement, 
but  the  lymph  channels  may  become  occluded  and 
as  a  result  a  pseudo-elephantiasis  may  develop. 
There  are  no  metastases.  The  growth  may  invade 
the  urethra,  the  rectum,  or  the  vagina  and  produce 
impassable  strictures  or  rectovaginal  fistulae. 

Two  of  the  author 's  cases  were  studied  histologic- 
ally and  in  each  the  findings  agreed  with  Galloway's 
description  of  the  disease.  The  main  mass  of  the 
exudation  lies  in  the  upper  layer  of  the  cutis  and  in 
the  papillae  and  as  it  increases  the  papillae  enlarge 
and  the  interpapillary  processes  of  the  epidermis 
become  elongated.  The  connective  tissue  of  the 
corium  disappears  and  its  place  is  taken  by  the  new 
infiltration  of  round  cells  so  that  the  dense  masses 
of  the  new  growth  underlie  the  elongated  inter- 
papillary processes  of  epithelium.  The  elastic 
fibers  in  the  corium  become  broken  up  and  distorted 
and  finally  disappear  in  the  areas  of  actual  infiltra- 
tion. At  no  point  in  the  process  of  granulation  is 
there  a  tendency  to  caseation  or  suppuration.  In 
the  older  areas  bands  of  connective  tissue  begin  to 
take  the  place  of  granulation  cells.  These  bands 
increase  in  extent  until,  with  shrinkage  of  the  tumor, 
a  firm  scar  tissue  is  formed.         Carey  Culbertson. 

Driscoll,  T.  L.:    Erosive  Vulvitis.     Arch.  Dermal.  6* 
Syph.,  1920,  n.s.  i,  170. 

The  author  calls  attention  to  the  fact  that  while 
erosive  and  gangrenous  balanitis  has  been  recog- 
nized for  several  years,  the  same  disease  occurring 
in  women — 'erosive  and  gangrenous  vulvitis — ^has  not 
been  noted.  He  reports  three  cases  of  this  disease, 
from  each  of  which  he  isolated  the  typical  spiro- 
chaete  and  vibrio  growing  in  symbiosis  as  described 
by  Tunnicliffe.  The  spirochaete  varies  from  5  to  30 
microns  in  length,  has  very  rapid  motion,  is  gram- 
negative,  and  takes  the  ordinary  dyes  well.  The 
vibrio  or  fusiform  bacillus  is  2  microns  in  length, 
0.8  micron  in  width,  and  pointed  at  each  end.  It 
grows  singly  or  in  chains,  is  gram-positive  when 
carefully  decolorized,  and  takes  the  ordinary  aniline 
dyes. 

The  factors  predisposing  to  the  condition  seem  to 
be  filth  and  prostitution.  In  all  three  cases  reported 
there  was  a  large  amount  of  discharge  from  the  in- 
fected areas  as  well  as  from  the  vagina.  In  each 
instance  there  was  extensive  ulceration  of  the  parts 


with  some  local  a-dema.  In  two  cases  there  was  in- 
flammatory involvement  of  Bartholin's  gland,  and  in 
the  third,  a  history  of  such  involvement  previously. 
In  all,  extensive  ulcerations  extended  from  the 
clitoris  to  the  anus  and  buttocks  and  there  was  more 
or  less  sloughing  of  the  labia  minora  and  majora. 
In  the  third  case  the  vulva  and  both  Bartholin 
glands  had  been  almost  entirely  destroyed. 

The  lesion  is  erosive.  The  edges  are  turned  out- 
ward and  rise  above  the  ulcer  itself.  A  grayish- 
yellow  pus  with  the  same  foul  odor  as  that  of  erosive 
and  gangrenous  balanitis  bathes  the  ulceration. 
The  lesion  is  dark  red  and  quite  similar  to  the 
ordinary  varicose  ulcer  of  the  leg.  In  the  cases 
reported  the  inguinal  lymph  glands  were  hard, 
nodular,  and  moderately  enlarged,  but  without  sup- 
puration. No  systemic  changes  of  pathologic  signif- 
icance were  noted.  The  Wassermann  reaction  was 
negative.  Carey  Culbertson. 

MISCELLANEOUS 

Wilson,  T.  G. :  Remarks  on  the  Results  and  Treat- 
ment of  Yielding  of  the  Suspensory  Apparatus 
of  the  Female  Pelvic  Organs.  Med.  J.  Australia, 
1920,  i,  2. 

Wilson  gives  a  very  thorough  classification  of  the 
various  forms  or  types  of  prolapsus  uteri.  He  first 
divides  the  genital  canal  into  three  portions,  viz., 
(i)  the  upper  portion,  the  uterine  body;  (2)  the 
middle  portion,  the  cervix  and  upper  part  of  the 
vagina;  (3)  the  lower  portion,  the  lower  two- thirds 
of  the  vagina.  Each  of  these  portions  has  its  own 
supporting  elements  and  each  is  more  or  less  depend- 
ent on  the  other  two  portions  for  the  maintenance  of 
its  normal  position.  Therefore,  if  there  is  yielding 
of  one  group  of  supports  more  strain  is  thrown  on 
the  other  two  groups.  If  this  strain  continues  there 
is  yielding  in  all  three  groups  and  complete  prolapse 
of  the  uterus  results.  The  proper  recognition  of  the 
group  of  supports  at  fault  determines  the  proper 
procedure  for  its  restoration  and  unless  the  type  of 
uterine  prolapse  is  differentiated  it  cannot  be  treated 
successfully. 

In  uterine  prolapse  due  to  yielding  of  the  upper 
group  of  supports  which  causes  displacements  and 
may  or  may  not  give  rise  to  symptoms,  palliative 
measures,  especially  the  use  of  the  pessary,  are 
sufficient  in  most  cases. 

When  there  is  yielding  of  the  middle  supporting 
group,  which  allows  the  cervix  and  upper  part  of  the 
vagina  to  sag  and  leads  to  inversion  of  the  vagina 
from  above  downward,  operation  is  necessary. 
In  this  connection  the  author  discusses  the  numer- 
ous operations  devised  for  the  cure  of  prolapse.  He 
has  not  invented  a  new  one,  but  makes  certain  recom- 
mendations which  he  believes  are  worth  while 

In  cases  of  prolapse  due  to  yielding  of  the  lower 
supporting  group  following  actual  laceration  or 
overstretching  and  leading  to  eversion  of  the  vagina, 
cystocele,  and  rectocele,  the  usual  operations  are 
recommended.  H.  B.  Matthews. 
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Goldberg,  S.:  The  Futility  of  Intraligamentary 
Shortening  of  the  Round  Ligaments  When 
Operating  for  Other   Intrapelvic  Conditions. 

N.  York  M.  J .,  1920,  cxi,  197. 

The  author  denies  that  the  round  ligaments  are 
"guy-ropes"  and  that  the  mere  abnormal  position  of 
the  uterus  is  the  cause  of  symptoms.  The  symptoms 
are  due  to  the  complications. 

In  retroposition  of  the  uterus  the  round  ligaments 
are  never  overstretched  and  therefore  do  not  require 
shortening.  When  the  uterus  is  released  from  its 
retro-incarceration,  it  will  maintain  its  normal  posi- 
tion by  virtue  of  the  normal  resiliency  of  the  non- 
striated  muscle  of  the  round  ligaments.  All  opera- 
tions which  fasten  the  uterus  after  it  is  released  only 
put  it  into  another  abnormal  position. 

M.  J.  Gelpi. 

Mahle,  A.  E.,  and  MacCarty,  W.  C:  Ectopic 
Adenomyoma  of  Uterine  Type;  A  Report  of 
Ten  Cases.    /.  Lab.  &•  Clin.  Med.,  1920,  v,  218. 

The  authors  report  10  ectopic  adenomyomata 
located  as  follows:  i  in  the  umbilicus,  2  in  the 
abdominal  wall,  i  in  the  sigmoid,  2  in  the  groin,  and 
4  in  the  rectovaginal  septum.  These  tumors  were 
extra-uterine,  extratubal,  and  diagnosed  at  the  time 
of  operation  as  adenomyomata.  They  contained 
glandular  portions  resembling  typical  uterine 
mucosa,  surrounded  by  a  fibrous  connective  tissue 
and  smooth  muscle  stroma  in  varying  amounts. 

In  the  case  of  adenomyoma  of  the  umbilicus  the 
tumor  was  of  four  years'  duration  and  had  no  con- 
nection with  the  peritoneum  or  any  abdominal 
tissues.  Both  of  the  patients  with  adenomyoma  of 
the  abdominal  wall  had  had  an  operation  performed 
previously.  One  of  these  previous  operations  was  a 
shortening  of  the  round  ligaments  and  the  other  a 
ventral  suspension.  In  neither  case  was  it  possible 
to  trace  any  connection  between  the  adenomyoma 
and  the  endometrium.  In  one  case  the  tumor  was 
adherent  to  the  tube  and  in  the  authors'  opinion  it 
arose  from  a  similar  tumor  in  the  tube.  In  the  other 
case  the  tumor  was  attached  to  the  uterus,  but  its 


pathologic  relationship  could  not  be  microscopically 
demonstrated  and  it  could  not  be  determined 
definitely  that  it  arose  from  the  endometrium. 

In  the  case  of  adenomyoma  of  the  sigmoid,  the 
tumor  was  not  removed  and  only  the  anatomical 
relationship  between  the  adenomyoma  and  the 
uterus  was  established.  From  this  and  a  similar 
case  reported  in  the  literature  it  would  appear  that 
the  adenomatous  tissue  invaded  the  sigmoid  from 
the  uterus  and  that  the  growths  infiltrated  from  the 
outer  bowel  wall.  In  the  cases  in  which  the  tumors 
were  situated  in  the  groin,  the  tumors  were  not  related 
to  the  round  ligament  but  were  lateral  to  it.  At 
operation  no  relationship  could  be  established  either 
to  the  round  ligament  or  to  any  other  structure 
closely  related  to  the  uterus. 

Of  the  patients  with  adenomyomata  of  the 
rectovaginal  septum,  only  one  had  symptoms 
traceable  to  the  tumor,  pain  in  the  rectum  at  the 
time  of  menstruation  and  difficulty  in  defecation. 
In  the  other  cases  the  growths  were  found  in  the 
course  of  routine  examination.  The  tumors  varied 
from  0.5  to  3  cm.  in  diameter. 

Pathologically,  extra-uterine  adenomyomata  are 
identical  in  appearance  wherever  they  are  found. 
They  differ  grossly  from  adenomyomata  of  the 
uterus  in  that  the  cystic  areas  are  larger  and  their 
contents  darker.  Clinically  they  give  no  consistent 
group  of  symptoms  on  which  an  accurate  diagnosis 
may  be  based.  Their  slow  growth  and  their  loca- 
tion suggest  that  they  are  benign  tumors.  Sur- 
gically, despite  their  remarkable  infiltrative  power, 
adenomyomata  should  be  distinguished  from  malig- 
nant growths.  They  may  be  recognized  grossly  in 
most  cases  by  the  fibrous  stroma  which  contains 
cystic  areas  filled  with  bloody,  dark  brown,  or  serous 
fluid.  Microscopically  a  regularity  of  gland  struc- 
ture is  found  with  normally  difi^erentiated  epithelial 
cells  without  mitosis.  The  tumors  do  not  form  metas- 
tases, and  pregnancy  does  not  appear  to  influence 
their  occurrence.  At  present  all  that  is  known  of 
the  origin  of  ectopic  adenomyomata  of  uterine  type  is 
theoretical.  G.  S.  Foulds. 


OBSTETRICS 


PREGNANCY  AND  ITS  COMPLICATIONS 

Jackson,  C.  £.  S.:  Acute  Intestinal  Obstruction 
Due  to  Pregnancy  in  a  Bicornate  Uterus.  Brit. 
M.  J.,  1920,  i,  185. 

Jackson's  patient  was  between  two  and  three 
months  pregnant  when  she  was  seized  with  sudden, 
severe  pain  in  the  abdomen  and  vomiting  associated 
with  distention.  Treatment  by  turpentine  enemas 
was  in  vain  and  after  forty-eight  hours  of  suffering 
she  was  brought  to  the  hospital.  There  was  no 
faecal  vomiting,  but  otherwise  the  symptoms  sug- 
gested intestinal  obstruction.  Physical  examination 
showed  the  uterine  fundus  above  the  umbilicus. 
On  rectal  palpation  a  mass  was  discovered  which 
filled  the  whole  pelvis  and  pressed  against  the  rec- 
tum. A  diagnosis  of  pregnancy  complicated  by 
impaction  of  an  ovarian  cyst  was  made. 

At  operation  the  mass  was  discovered  to  be  one 
horn  of  a  bicornate  uterus  attached  to  the  left  side 
of  the  cervix  which  lay  behind  the  broad  ligament 
and  had  no  connection  with  the  left  fallopian  tube. 
This  horn  was  opened  and  a  two  or  three  months 
foetus  was  removed.    Convalescence  was  uneventful. 

Jackson  raises  the  question  as  to  whether  or  not 
the  abnormal  horn  should  be  removed.  In  his 
opinion  it  should  be.  He  believes  that  such  a 
procedure  would  be  safe  and  simple  and  would  pre- 
vent a  possible  recurrence  of  the  trouble  at  a  future 
pregnancy.  O.  C.  Melson. 

Mathieu,  P.:  Intestinal  Occlusion  in  a  Woman 
Eight  Months  Pregnant;  Caesarean  Section 
and  the  Formation  of  a  Secondary  Csecal 
Fistula;  Recovery  (Occlusion  intestinale  chez  une 
femme  enceinte  de  8  mois  et  fistulisation  secondaire 
du  caecum.  Guerison).  Bidl.  et  mem.  Soc.  de  chir. 
de  Par.,  1919,  xlv,  1545. 

A  woman  35  years  of  age,  who  had  been  pregnant 
for  eight  months,  was  caught  between  a  street  car 
and  a  wagon  and  received  an  injury  of  the  abdomen. 
She  did  not  lose  consciousness.  The  following  day 
an  internal  haemorrhage  occurred  and  the  abdomen 
became  enlarged.  A  diagnosis  of  foetal  death, 
placenta  praevia,  and  intestinal  occlusion  was  made 
and  the  patient  sent  to  the  hospital.  On  her  ad- 
mission her  general  condition  was  good  but  there 
were  symptoms  of  a  forty-eight  hour  occlusion  and 
on  careful  examination  and  palpation  placenta 
praevia  was  evident.  No  foetal  movements  or  heart 
sounds  could  be  distinguished.   Labor  had  not  begun. 

Mathieu  concluded  that  the  occlusion  was  due  to  a 
paralytic  ileus  of  obscure  nervous  origin  and  that  emp- 
tying of  the  uterus  would  overcome  it.  He  therefore 
performed  a  caesarean  section.  The  foetal  sac  was  in- 
tact.   Exploration  disclosed  distention  of  the  entire 


large  intestine  without  mechanical  obstruction.  The 
following  day  a  caecal  fistula  was  made  to  allow  the 
escape  of  flatus  as  the  meteorism  persisted.  This 
resulted  in  rapid  disappearance  of  the  meteorism 
and  within  a  few  days  faeces  were  passed  normally. 
The  fistula  closed  spontaneously  and  the  patient 
made  an  excellent  recovery. 

As  a  rule  the  prognosis  of  intestinal  occlusion  in 
the  course  of  pregnancy  is  very  unfavorable. 
Thirty  of  47  cases  collected  from  the  literature  by 
Gauchery  in  1903  had  a  fatal  termination. 

W.  A.  Brennan. 

Spencer,  H.  R.:  The  Lettsomian  Lectures  on 
Tumors  Complicating  Pregnancy,  Labor,  and 
the  Puerperium.    Brit.  M.  J.,  1920,  i,  179. 

Fifty-five  ovariotomies  performed  for  ovarian 
tumors  are  reviewed,  consideration  being  given  to 
the  types  of  the  tumors,  the  abortions  resulting 
from  operation,  the  complications,  and  the  end- 
results  of  treatment.  Nine  of  the  patients  were 
nulliparae  at  the  time  the  tumor  was  present.  The 
average  number  of  children  born  before  operation 
per  patient  was  3.  In  48  cases  there  were  S3  abor- 
tions in  125  pregnancies.  In  5  cases  the  abortion 
occurred  before  operation.  In  the  1 5  cases  in  which 
operation  was  performed  during  the  pregnancy  there 
were  4  abortions.  Two  of  these  patients  had  bilateral 
tumors;  i,  haemorrhage  with  mole;  and  i,  torsion 
of  the  pedicle  of  the  tumor. 

The  tumor  was  a  cystadenoma  in  ^s  cases  (60 
per  cent) ;  a  dermoid  in  15  (27.2  per  cent);  an  ovarian 
fibroid  in  3  (5.4  per  cent),  and  a  parovarian  tumor 
in  6  (10.9  per  cent).  Torsion  occurred  in  12  of  the 
first  type,  in  5  of  the  second,  and  in  i  of  the  third. 
It  therefore  was  found  in  a  total  of  17  tumors 
(32.7  per  cent). 

The  cystadenomatous  tumors  were  large. 
Twenty- two  were  multilocular  and  11  unilocular. 
All  of  the  dermoids  were  small  except  3.  Twenty 
per  cent  were  bilateral.  The  ovarian  fibroids  were 
large  and  in  i  case  bilateral.  The  parovarian  tumors 
were  all  small  except  i  which  contained  10  pt.  of 
fluid. 

Rupture  of  the  cyst  occurred  in  3  cases  (in  i, 
during  labor).  Suppuration  of  the  cyst  was  found 
in  8  cases  and  in  all  of  these  following  deUvery.  The 
cystadenomata  showed  suppuration  in  6  of  the  8 
cases.  Of  the  dermoids,  suppuration  occurred  in  i 
after  tapping. 

The  right  ovary  was  involved  in  23  cases,  the 
left  in  18,  and  both  in  8.  Four  parovarian  tumors 
were  on  the  right  side  and  i  on  the  left.  Pelvic 
incarceration  occurred  in  5  cases.  In  i  case  the 
tumor  was  taken  for  a  uterine  fibroid  and  a  caesarean 
section  was  performed.    The  other  4  were  delivered 
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by  reposition  or  abdominal  operation  for  ovarian 
tumor.  In  the  author's  opinion  reposition  should 
be  attempted  with  the  patient  in  the  Trendelen- 
burg position  and  under  anaesthesia  before  resort  is 
had  to  abdominal  section.  If  it  is  impossible  to 
push  the  tumor  up,  the  uterus  should  be  withdrawn 
from  the  abdomen.  The  procedure  indicated  is  to 
remove  the  tumor  and,  if  the  child's  condition  is 
good,  effect  delivery  with  the  forceps.  If  the  child 
is  not  in  good  condition,  it  should  be  delivered  by 
forceps  as  soon  as  the  tumor  is  pulled  out  of  the 
uterus.  The  use  of  the  forceps  to  deliver  the  child 
(by  a  second  operator  if  possible)  after  pre-operative 
dilatation  of  the  cervix  is  the  method  of  choice 
even  when  the  uterus  is  outside  of  the  abdomen. 

With  the  exception  of  2  cases,  the  tumors  did  not 
grow  rapidly  during  pregnancy.  In  the  puerperium, 
however,  the  growth  seemed  to  become  more  rapid. 

In  the  55  ovariotomies  there  was  i  death.  In 
the  15  cases  in  which  the  operation  was  performed 
during  pregnancy,  1 2  of  the  patients  were  operated 
upon  during  the  first  half  of  the  gestation;  2,  during 
labor;  and  i  after  section  at  term.  In  2  cases  labor 
was  induced  on  account  of  a  contracted  pelvis.  All 
of  the  mothers  recovered.  Eleven  children  were 
born  alive  and  there  were  4  abortions.  One  child 
died  soon  after  birth.  Therefore  in  the  1 5  cases  the 
child  was  lost  in  5. 

The  operation  was  done  through  a  midline  in- 
cision except  in  2  cases  in  which  the  Pfannenstiel 
was  employed.  The  importance  of  carefully  ligating 
the  ovarian  artery  with  an  isolated  ligature  is 
emphasized.  Of  the  40  patients  not  operated  upon 
during  pregnancy  all  recovered.  The  foetal  mor- 
tality was  21.6  per  cent. 

Pregnancy  did  not  appear  to  favor  malignancy 
as  none  of  the  55  cases  was  malignant.  Of  the 
ovarian  tumors  not  associated  with  pregnancy  20 
per  cent  are  malignant.  In  women  over  70  malig- 
nant ovarian  tumors  are  rare. 

A  brief  review  of  the  symptoms  leads  the  author 
to  the  conclusion  that  because  of  the  lack  of  sub- 
jective symptoms  in  cases  of  uncomplicated  tumors 
a  routine  examination  should  be  made  during 
pregnancy. 

The  diagnosis  of  pregnancy  complicated  with 
ovarian  tumor  is  usually  not  difficult.  In  examining 
the  uterus  for  Hegar's  sign  the  danger  of  separating 
the  ovum  by  too  much  manipulation  must  be  borne 
in  mind.  Care  should  be  taken  in  differentiating  a 
soft  cervix  with  easy  separation  of  the  body  of  the 
uterus  from  an  ovarian  tumor.  The  possibility  that 
the  uterus  is  a  lop-sided  pregnant  uterus  must 
be  considered  when  a  tubal  pregnancy  is  suspected. 
In  doubtful  cases  rectal  examinations  and  examina- 
tions under  ether  are  of  aid. 

The  treatment  is  taken  up  in  some  detail.  During 
the  first  half  of  pregnancy  ovarian  tumors  should 
usually  be  removed  whatever  their  situation  or  size. 
Four  exceptions  are  lutein  cysts  complicating 
hydatiform  moles,  bilateral  symptomless  tumors, 
primary  malignancy,   and  secondary  malignancy. 


During  the  second  half  of  pregnancy  all  large, 
ruptured,  inflamed,  and  strangulated  tumors  should 
be  removed.  Small  tumors  should  be  watched  and 
when  replacement  from  the  pelvis  is  not  possible 
should  be  removed  during  labor  or  at  the  end  of 
pregnancy.  If  adherent  or  solid,  section  is  indi- 
cated. All  vessels  of  the  pedicle  should  be  ligated 
separately  and  as  far  as  possible  from  the  uterus. 
During  labor  the  best  treatment  is  the  immediate 
removal  of  the  ovarian  tumor,  at  the  end  of  the 
first  stage  if  it  is  large,  and  after  the  delivery  if  it 
is  small.  The  abdominal  route  is  the  best  for  the 
removal  of  such  tumors.  Premature  induction  of 
labor,  version,  the  use  of  forceps,  and  tapping  of 
the  cyst  are  contra-indicated  as  a  means  to  over- 
come dystocia  from  obstruction.  During  the  puer- 
perium ovarian  tumors  should  be  removed  when 
possible  within  twenty-four  hours  of  delivery.  If 
sepsis  is  suspected,  however,  delay  is  advisable 
unless  strangulation  or  tumor  infection  arises. 

In  general  the  treatment  must  be  modified  in 
pregnancy  in  order  to  maintain  fertility.  Attention 
is  drawn  to  the  fact  that  in  the  cases  treated  by 
operation  the  foetal  mortality  was  3.3  per  cent,  while 
in  those  not  treated  by  operation  it  was  only  21.6 
per  cent  although  some  of  the  latter  were  handled 
unskillfully.  Abortion  figures  also  were  corre- 
spondingly higher  in  the  cases  in  which  operation 
was  performed. 

Bilateral  tumors  should  be  treated  conservatively, 
especially  when  the  patient  has  not  borne  children. 

W.  X.  Rowley. 

Davis,  C.  H.:   Tuberculosis  with  Pregnancy.    Wis- 
consin M.  J.,  1920,  xviii,  355. 

On  the  basis  of  the  mortality  report  of  the  United 
States  it  is  estimated  that  in  1915,  43,666  women 
between  the  ages  of  1 5  and  45  died  from  tuberculosis 
and  15,103  from  childbirth.  It  may  be  assumed  that 
a  small  percentage  of  those  who  died  from  child- 
birth had  tuberculosis  and  that  pregnancy  or  child- 
birth was  a  contributory  cause  of  many  deaths 
recorded  as  due  to  tuberculosis. 

Tuberculous  pregnant  women  are  found  in  every 
community.  Most  of  them  are  cared  for  by  physi- 
cians in  general  practice  rather  than  in  institutions 
w^here  they  would  be  kept  under  careful  observation 
and  the  end-results  reported  for  the  information  and 
guidance  of  the  medical  profession.  Bacon  has 
estimated  that  between  24,000  and  36,000  tubercu- 
lous women  are  confined  in  the  United  States  each 
year  and  from  the  meager  statistics  available  he  con- 
cludes that  about  2)d>  per  cent  of  the  tuberculous 
women  who  become  pregnant  will  die  within  a  year 
after  delivery. 

In  any  attempt  to  attack  the  problem  of  tuber- 
culosis and  pregnancy  the  women  must  be  divided 
into  two  classes:  (i)  women  w^ho  are  known  to  be 
tuberculous  before  they  become  pregnant,  and  (2) 
women  who  are  found  to  be  tuberculous  during  a 
pregnancy.  Obviously  most  may  be  accomplished 
by  educating  the  first  group. 
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Tuberculosis  is  a  contra-indication  to  marriage 
only  secondary  in  importance  to  gonorrha-a  and 
syphilis.  Women  with  a  history  of  tuberculosis 
should  not  marry  until  some  years  after  all  active 
signs  of  the  disease  have  subsided.  Before  marriage 
such  women  should  be  instructed  regarding  the 
danger  of  a  recurrence  during  pregnancy.  They 
should  be  made  to  appreciate  also  the  importance 
of  receiving  the  maximum  of  rest,  fresh  air,  good 
food,  and  expert  medical  supervision  during  the 
entire  period  of  pregnancy  and  for  several  months 
thereafter. 

The  woman  who  develops  tuberculosis  after  mar- 
riage should  be  instructed  regarding  the  ordinary 
mechanical  means  of  avoiding  conception.  It  is  use- 
less to  advocate  long-continued  abstinence.  If  she 
becomes  pregnant  in  spite  of  advice,  she  should  have 
sanatorium  care  as  few  women  will  secure  the 
needed  rest,  fresh  air,  and  proper  diet  at  home. 
Usually  a  healthy  child  may  be  expected  but  it 
should  be  removed  from  the  mother  at  birth.  Nurs- 
ing is  rarely,  if  ever,  advisable  in  these  cases  as  it 
greatly  lessens  the  prognosis  for  the  mother  and 
exposes  the  child  to  practically  certain  contact  in- 
fection. 

Cornell,    E.   L.:     The  Kroenig  Caesarean  Section. 

Surg.  Clin.  Chicago,  1920,  iv,  195. 

The  attitude  of  the  profession  toward  caesarean 
section  has  changed  in  the  last  twenty  years  and 
the  operation  is  now  being  done  more  frequently. 
When  it  is  performed  by  specialists  the  results  are 
very  good,  but  whether  those  obtained  by  the 
general  profession  are  as  good  is  open  to  question. 
The  maternal  deaths  are  usually  due  to  gross  neglect 
of  indications,  sepsis,  ignorance,  or  failure  to  make 
examinations  previous  to  labor.  Several  cases  are 
reported. 

The  classical  caesarean  section  is  contra-indicated 
in  women  who  have  had  repeated  vaginal  examina- 
tions under  septic  conditions  or  intra-uterine 
manipulations. 

The  Kroenig  caesarean  section  is  useful  in  neglected 
cases  and  in  selected  cases  which  have  not  been 
mismanaged.  In  general,  it  is  employed  on  patients 
who  have  been  in  labor  for  a  few  hours  as  the  lower 
uterine  segment  is  then  formed.  If  possible,  the 
patient  is  prepared  for  operation  some  days  in 
advance  and  no  drastic  catharsis  is  given.  The 
vulva  and  abdomen  are  shaved  and  a  soap-suds 
enema  is  given.  Just  previous  to  the  operation  the 
abdomen  is  prepared  by  a  nurse  who  washes  it  first 
with  cotton  pledgets  soaked  in  green  soap  and  water, 
and  then  with  a  i  :iooo  bichloride  solution  and  ^2  per 
cent  lysol.  The  patient  is  catheterized  just  before 
operation  and  the  catheter  is  left  in  situ. 

After  anaesthesia  has  been  obtained  the  patient  is 
placed  in  the  Trendelenburg  position.  The  incision 
is  made  from  the  umbilicus  to  the  symphysis  pubis 
in  the  median  line.  The  fascia  is  split  about  %  in. 
to  the  left  of  the  linea  alba  and  the  rectus  muscle 
is  retracted  to  the  left.    The  incision  is  then  carried 


through  the  peritoneum.  Care  must  be  taken  to 
avoid  injuring  the  peritoneum  lying  over  the  uterus. 
The  abdominal  walls  are  retracted  and  the  perito- 
neum over  the  lower  uterine  segment  is  grasped  with 
tissue  forceps  about  ^  in.  above  the  juncture  of  the 
bladder  with  the  uterus.  Here  a  transverse  incision 
about  10  cm.  long  is  made  and  the  loose  peritoneum 
is  dissected  upward  with  the  finger.  This  dissec- 
tion is  carried  out  in  a  semicircular  fashion  and  is 
followed  by  dissection  of  the  peritoneum  below, 
including  the  bladder  which  is  separated  low  down 
toward  the  vagina. 

The  bladder  is  retracted  against  the  pubis.  Care 
is  taken  by  the  assistant  to  avoid  too  much  traction 
as  the  bladder  may  be  injured  by  pressure  between 
the  retractor  and  the  symphysis  pubis.  A  somewhat 
elliptical  opening  through  the  peritoneum  now  re- 
mains and  the  lower  uterine  segment  is  exposed. 

The  next  incision  is  made  parallel  to  the  longi- 
tudinal axis  and  in  the  center  of  the  uterus.  The 
incision  through  the  lower  uterine  segment  is  begun 
from  below  to  avoid  covering  the  line  of  incision 
with  blood.  Care  is  used  in  incising  the  uterus  in 
order  to  avoid  cutting  the  baby's  head  which  lies 
close  beneath  the  cervix.  If  the  line  of  incision  is 
covered  with  blood  and  the  view  is  obstructed,  the 
incision  is  carried  through  the  segment  to  its  up- 
per portion  and  the  opening  is  enlarged  downward 
with  bliint  scissors,  the  way  being  felt  with  the  fin- 
gers. This  prevents  any  injury  to  the  foetal  head, 
the  bladder,  or  the  urethra.  The  incision  in  the 
uterus  is  made  from  10  to  12  cm.  in  length. 

After  the  membranes  are  ruptured  the  finger  is 
placed  in  the  baby's  mouth  and  the  face  is  rotated 
anteriorly.  Forceps  are  applied  quickly  and  the 
head  is  delivered  by  flexion,  the  rest  of  the  child  fol- 
lowing without  any  particular  mechanism.  In 
delivering  the  head,  the  principles  of  normal  delivery 
are  followed,  the  upper  end  of  the  uterine  incision 
being  used  as  is  the  symphysis  pubis  in  a  normal 
cephalic  case.  The  child  is  now  grasped  by  the  feet, 
the  mucus  cleaned  from  the  nose  and  throat,  and 
the  cord  cut  between  two  clamps.  If  possible  the 
tracheal  catheter  is  used  by  an  assistant  as  this 
relieves  the  operator  and  does  not  distract  his  atten- 
tion from  the  mother. 

After  delivery,  the  upper  and  lower  ends  of  the 
uterine  incision  are  grasped  with  volsellum  or  Allis 
forceps  and  the  uterus  is  pulled  gently  up  on  a  line 
with  the  abdominal  wound.  This  keeps  the  blood 
from  entering  the  abdominal  cavity  and  also  pre- 
vents contamination  when  the  placenta  and  mem- 
branes are  delivered.  The  assistant  then  injects 
pituitrin  directly  into  the  uterine  muscle  in  two 
different  places.  Usually  a  good  uterine  contrac- 
tion results  in  a  very  few  minutes.  There  is  no  hurry 
in  removing  the  placenta.  It  is  easily  separated 
when  it  is  not  near  the  incision  and  is  frequently 
expeUed  spontaneously  through  the  uterine  incision. 
If  this  does  not  occur,  it  is  gently  shelled  out  of  the 
uterus.  Great  care  is  used  in  dealing  with  the  mem- 
branes.   All  of  them  are  removed  in  order  to  avoid 
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saprophytic  infection.  Often  it  is  possible  to  expel 
the  placenta  by  means  of  pressure  on  the  fundus 
through  the  abdominal  wall. 

After  the  placenta  is  expelled  the  uterine  cavity 
is  examined  and  all  clots  are  removed.  The  cervix 
is  examined  and  if  it  is  not  dilated,  dilatation  is 
attempted  from  above  until  it  admits  two  fingers. 
In  removing  the  hand,  care  is  taken  that  the  fingers 
are  not  wiped  over  the  cervical  or  abdominal  wound. 

The  gloved  hands  are  now  washed  in  pure  lysol 
or,  in  cases  of  suspected  vaginal  discharge,  another 
sterile  pair  of  gloves  is  put  on.  The  uterine  wound 
is  then  sewed  with  two  layers  of  No.  2  twenty-day 
chromic  catgut.  Great  care  is  taken  to  sew  the 
extreme  ends  of  the  incision.  The  time  spent  on 
this  work  is  not  wasted  as  seepage  between  the 
uterus  and  peritoneum  can  be  prevented  and  the 
risk  of  infection  is  decreased.  After  the  uterus  is 
sewed  the  upper  peritoneum  is  replaced  and  stitched. 
The  bladder  is  brought  up  and  fastened  over  the 
upper  edge  of  the  loosened  peritoneum  so  that  no 
portion  of  the  uterine  wound  is  exposed. 

The  abdominal  toilet  is  now  completed  unless  it 
is  essential  to  sterilize  the  patient.  In  a  clean  case 
this  is  permissible. 

As  the  operation  is  done  to  prevent  infection 
it  is  unwise  to  make  any  other  abdominal  examina- 
tion, and  especially  to  massage  the  uterus  within 
the  abdomen. 

The  mortality  so  far  as  the  mothers  are  con- 
cerned has  been  nil.  The  morbidity  is  not  as  high 
as  in  cases  treated  by  high  forceps,  craniotomy,  etc. 
The  number  of  babies  lost  is  not  any  larger  than 
when  other  methods  are  used.  The  uterus  does  not 
become  adherent  to  the  abdominal  wall.  The  scar 
is  so  placed  that  rupture  is  less  apt  to  occur  in  sub- 
sequent pregnancies.  Edward  L.  Cornell. 

Gonzales,  T.  J.:  Vaginal  Csesarean  Section  in  the 
Treatment  of  Placenta  Praevia  with  Severe 
Haemorrhage  (La  cesarea  vaginal  en  el  tratamiento 
de  la  placenta  previa  con  hemorragias  graves) .  Se- 
mana  med.,  1920,  xxvi,  167. 

About  two  years  ago  the  author  reported  a  series 
of  cases  in  which  rapid  emptying  of  the  uterus  was 
indicated  and  caesarean  section  was  done.  At  that 
time  he  regarded  the  operation  of  Durham  as  pref- 
erable to  abdominal  caesarean  section.  His  experi- 
ence during  the  past  two  years  has  strengthened 
this  opinion,  especially  as  regards  cases  in  which  the 
emptying  of  the  uterus  is  indicated  absolutely  as  in 
placenta  praevia  with  severe  haemorrhage.  In  this 
paper  he  gives  the  results  of  a  recent  series  of  eight 
cases  which  bear  out  this  contention.  There  was  no 
maternal  mortality.  The  single  death  among  the 
babies  was  due  only  partly  to  the  procedure  and 
partly  to  the  large  size  of  the  child  which  weighed 
3.8  kilos.  The  fact  that  vaginal  caesarean  section  is 
not  practiced  as  often  as  its  safety  and  simplicity 
warrant  is  doubtless  due  to  the  fear  of  aggravating 
haemorrhage  by  placing  an  incision  close  to  the 
placental  implantation.  W.  R.  Meeker. 


LABOR  AND  ITS  COMPLICATIONS 

Cuzzi,  G.:  Painless  Childbirth  (11  parto  acnza 
dblore).  Policlin.,  Roma,  1919,  xxvi,  sez.  chir., 
38s. 

In  40  obstetrical  cases  the  author  used  a  solution 
containing  4  cgm.  of  morphine  hydrochlorate  and 
10  cgm.  of  pituitary  extract.  This  preparation  was 
injected  hypodermically.  As  a  rule  headache  and 
nausea  developed  about  twenty  minutes  after  the 
injection,  but  vomiting  was  rare. 

Of  the  40  cases  there  was  complete  analgesia  in 
35.  In  the  remaining  5  the  labor  pains  were  dimin- 
ished and  well  borne.  The  duration  of  the  analgesia 
varied  from  six  to  eight  hours.  The  secundines 
were  expelled  normally. 

In  the  majority  of  cases  the  vigorous  condition  of 
the  child  was  demonstrated  by  crying  and  move- 
ments of  the  limbs.  In  a  few  instances,  however, 
the  child  was  cyanotic  and  its  musculature  was 
flaccid,  but  artificial  respiration  was  necessary  only 
twice  and  the  manifest  effect  of  the  preparation 
was  only  temporary  and  not  harmful. 

The  injection  does  not  affect  the  duration  or 
intensity  of  the  uterine  contractions,  the  duration 
of  labor,  or  the  course  of  the  puerperium,  and  may 
be  repeated  after  a  suitable  interval  without  danger. 

W.  A.  Brznnan. 

Sklavounos,  G. :  Rapid  Expulsion  of  the  Placenta. 

Surg.,  Gynec.  6*  Obst.,  1920,  xxx,  168. 

The  author  describes  and  recommends  a  modifi- 
cation of  a  very  old  method  of  mechanical  detach- 
ment of  the  placenta,  viz.,  the  so-called  Mojon 
method.  Mojon  first  described  the  detachment  of 
the  placenta  by  the  "injection  of  the  umbilical 
cord"  in  1826. 

The  author  injects  hot  normal  saline  through  the 
omphalic  vein  in  sufficient  amount  to  fill  the  veins 
and  arteries,  the  quantity  required  averaging  250 
gm.  The  technique  of  this  procedure  is  very  accur- 
ately described  in  the  text.  The  increase  in  weight 
of  the  placenta  and  the  subsequent  overswelling  of 
the  villi  tend  to  bring  about  the  detachment  more 
quickly  than  normal  conditions. 

The  author  strongly  advocates  the  quick  detach- 
ment of  the  placenta.  It  has  many  obvious  advan- 
tages over  the  Crede  method.  It  is  less  painful  and 
less  apt  to  cause  postpartum  haemorrhage. 

Although  using  the  same  route  for  his  injection  as 
Mojon,  the  author  claims  superiority  for  his  method 
for  the  following  reasons: 

1.  It  conforms  to  the  new  methods  of  aseptic 
obstetrics. 

2.  It  produces  a  complete  filling  of  the  vascular 
system  of  the  placenta  and  therefore  a  swelling  of 
the  villi. 

3.  The  injected  hot  water  increases  the  natural 
haematoma  behind  the  placenta. 

4.  The  injection  is  made  with  hot  hypertonic 
salt  solution  to  which  is  added  2  per  cent  citrate  to 
dissolve  the  clot  completely. 
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Up  to  the  present  time  60  cases  have  been  success- 
fully treated  by  this  method  in  the  University 
Lying-in  Hospital  of  Athens,  Greece. 

In  conclusion  the  author  claims  "that  this  method 
is  especially  suited  to  the  man  who  practices  under 
great  difficulties  in  the  little  town  and  village  and 
who  would  hesitate  to  introduce  his  hand  into  the 
vagina  when  he  is  able  to  obtain  the  same  result 
with  a  simple  and  safe  method. " 

H,  B,  Matthews. 

PUERPERIUM    AND  ITS  COMPLICATIONS 

Losee,   J.   R.:     Blood  Transfusion  in  Obstetrics. 

Med.  Rec,  1920,  xcvii,  265. 

Since  the  introduction  of  the  indirect  method  o^ 
transfusion  Losee  has  performed  the  operation  78 
times  on  70  patients  suffering  from  the  complications 
of  labor.  Sixty-one  of  these  transfusions  were  done 
by  the  syringe- cannula  method,  and  17  by  the 
citrate  method.  There  were  14  deaths  in  the  series 
and  all  but  one  of  them  were  due  undoubtedly  to  the 
condition  from  which  the  patient  was  suffering. 
The  one  exception,  which  may  or  may  not  have  been 
due  to  the  transfusion,  occurred  before  preliminary 
tests  were  made. 

In  30  cases  the  transfusion  was  performed  for 
haemorrhage  or  haemorrhage  and  shock;  in  29,  for 
anaemia  secondary  to  postpartum  haemorrhage  and 
localized  pelvic  sepsis;  in  7,  for  bacteraemia,  septic 
thrombophlebitis  of  the  pelvic  veins,  or  general 
peritonitis;  and  in  4,  for  toxaemia  of  pregnancy 
causing  pernicious  vomiting. 

In  the  30  cases  of  acute  haemorrhage  (due  to 
placenta  praevia,  premature  separation  of  the 
placenta,  ruptured  ectopic  pregnancy,  or  rupture 
of  the  uterus)  32  transfusions  were  done  and  6  of  the 
patients  died.  Many  of  the  others  were  in  exceeding- 
ly poor  condition  and  probably  would  have  died 
also  in  a  few  minutes  if  they  had  not  received  a 
large  transfusion  of  blood. 

In  the  29  cases  of  anaemia  secondary  to  postpartum 
haemorrhage  and  localized  pelvic  sepsis  30  trans- 
fusions were  done.  All  of  these  patients  recovered 
completely  although  on  admission  to  the  hospital 
some  of  them  seemed  critically  ill.  In  a  few  instances 
the  number  of  red  blood  cells  was  as  low  as  1,200,000 
and  the  haemoglobin  was  only  20  per  cent.  In  one 
case  the  erythrocytes  numbered  500,000,  the 
haemoglobin  was  only  10  per  cent,  and  the  leucocytes 
numbered  31,000  with  89  per  cent  polymophonu- 
clears. 

The  treatment  of  general  sepsis  (bacteraemia  and 
septic  thrombophlebitis  of  the  pelvic  veins)  by  blood 
transfusion  has  been  tried  on  many  occasions,  but 
even  when  the  donor  has  been  immunized  with 
autogenous  vaccines  it  has  given  very  poor  results. 
Aside  from  the  fact  that  it  acts  as  a  supportive 
measure,  there  is  no  scientific  basis  for  it  as  human 
plasma  is  very  slightly,  if  at  all,  bactericidal. 
Patients  with  postpartum  bacteraemia  due  to  the 
haemolytic  streptococcus  or  staphylococcus  aureus 


are  suffering  from  a  fulminating  infection  and  in  the 
majority  of  instances  succumb  to  the  disease  in  from 
seven  to  ten  days. 

In  the  4  cases  of  toxaemia  of  pregnancy  with 
pernicious  vomiting  there  were  2  deaths.  In  this 
condition  also  transfusion  is  only  a  supportive 
measure. 

The   author   summarizes   his   paper   as   follows: 

1.  Serious  ha-morrhage  complicating  pregnancy 
and  labor  has  been  successfully  treated  by  indirect 
blood  transfusion. 

2.  In  anajmia  secondary  to  postpartum  haemor- 
rhage and  pelvic  sepsis  transfusion  is  definitely 
indicated  and  gives  satisfactory  results,  but  in  cases 
of  bacteraemia  and  septic  thrombophlebitis  it  has 
little  or  no  effect. 

3.  As  indirect  blood  transfusion  is  often  a  life- 
saving  procedure  in  obstetrics,  obstetrical  institu- 
tions should  be  prepared  to  perform  the  operation  in- 
stantly at  any  time.  C.  H.  Davis. 

NEW-BORN 

Thomas,  T.T.:    Brachial  Birth  Palsy:    A  Pseudo- 
paralysis of  Shoulder- Joint  Origin.     Am.  J. 

M.  Sc,  1920,  clix,  207. 

Obstetrical  or  brachial  birth  palsy  represents  only 
one  phase  of  a  much  larger  shoulder-joint  problem. 
Almost  all,  if  not  all,  shoulder-joint  injuries  are 
associated  with  a  brachial  paralysis,  palsy,  or  weak- 
ness of  varying  degree  and  duration.  Very  rarely 
is  an  actual  nerve  rupture  associated  with  the 
paralysis. 

The  best  evidence  of  the  absence  of  rupture  of  a 
nerve  is  the  almost  uniform  and  general  disappear- 
ance of  the  paralysis. 

In  obstetrical  paralysis  there  is  soon  after  birth  a 
profound  and  almost,  if  not  entirely,  complete 
paralysis  of  the  whole  limb  rather  than  a  paralysis 
limited  to  the  small  Duchenne-Erb  groups  of 
muscles. 

The  extravasation  into  the  axilla  of  blood  and 
synovial  fluid  causes  immediate  inflammation  and 
later  the  formation  of  cicatricial  tissue.  This  is 
probably  absorbed  in  time  and  its  absorption  would 
account  for  the  disappearance  of  the  paralysis. 

The  Duchenne-Erb  localization  of  the  paralysis 
by  electrical  reactions  to  the  deltoid,  biceps, 
brachialis  anticus,  infraspinatus,  and  supinators  of 
the  forearm  has  been  widely  accepted,  but  not 
corroborated. 

Following  the  investigations  of  Duchenne  and 
Erb,  the  paralysis  was  generally  believed  to  be  due 
entirely  to  injury  of  the  brachial  plexus,  but  since 
191 1,  when  the  author  suggested  that  the  shoulder- 
joint  injury  was  the  primary  cause  of  the  palsy,  the 
former  theory  has  not  been  accepted  by  aU  in- 
vestigators. 

It  is  very  probable  that  in  successfid  deliveries 
the  traction  on  the  head  at  birth  has  never  been 
sufficient  to  rupture  the  brachial  plexus. 

H.  B.  Matthews. 
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MISCELLANEOUS 

Davis,   C.   H.:    Maternal   Mortality.    /.   Am.   M. 

Ass.,  1920,  Ixxiv  523. 

The  author  examined  10,000  family  records  of 
the  Northwestern  Mutual  Life  Insurance  Company. 
The  first  series  of  5,000  showed  that  i  applicant  for 
life  insurance  in  every  17  reported  that  the  mother 
or  sister  or  both  had  died  from  the  immediate 
effects  of  childbirth;  i  in  27,  that  tuberculosis  was 
the  cause  of  the  death;  and  i  in  47,  that  cancer  or 
other  malignant  tumor  was  responsible.  The 
corresponding  ratios  in  the  second  series  of  5,000 
applicants  were:  childbirth  1:17.7;  tuberculosis  i: 
29.7,  and  malignancy  i :  42.7.  In  view  of  the  similar- 
ity of  the  ratios  in  the  two  series,  it  was  not  con- 
sidered worth  while  to  give  more  time  to  this  line 
of  investigation. 

Mortality  statistics  show  that  for  women  of 
childbearing  age  (15  to  45),  childbirth  is  the  second 
greatest  cause  of  death.  The  records  of  life  in- 
surance companies  show  that  among  women  who 
are  insured  under  45  years  of  age,  the  diseases  of 
pregnancy  and  the  puerperal  state  are  the  second 
greatest  cause  of  death.  Childbirth  ties  with 
nephritis  and  Bright's  disease  for  fourth  place  as  a 
cause  of  death  among  insured  women. 

A  study  of  10,000  family  histories  demonstrated 
that  the  death  of  a  mother  or  sister  or  both  had 
been  due  to  childbirth  in  i  of  every  17.3;  to  tuber- 
culosis in  I  of  28.3;  and  to  malignancy  in  i  of  45. 
It  is  believed  that  a  considerable  percentage  of  these 
deaths  from  childbirth  were  recorded  on  the  death 
certificates  as  being  due  to  tuberculosis,  heart  dis- 


ease, etc.,  but  that  the  applicant  for  insurance 
remembered  the  associated  childbirth  and  not  the 
cause  of  death  given  on  the  death  certificate.  The 
present  mortality  records  do  not  show  the  frequency 
of  childbirth  as  a  contributing  cause  of  death. 

Maternal  mortality  may  be  greatly  reduced  by 
the  application  of  present-day  obstetrical  knowledge. 
Systematic  education  similar  to  that  used  in  combat- 
ing tuberculosis  is  needed. 

Increased  hospital  facilities  and  nursing  service 
must  be  provided.  The  state  should  furnish  assist- 
ance in  giving  poor  women  the  proper  care  during 
pregnancy,  labor,  and  the  puerperium.  For  the 
present,  more  hospital  beds  may  be  made  available 
by  sending  women  to  their  homes  by  ambulance 
early  in  the  puerperium  and  caring  for  them  through 
an  out-patient  nursing  service. 

The  clinical  teaching  of  obstetrics  must  be  im- 
proved. Out-patient  services  are  still  necessary, 
but  as  soon  as  beds  are  available  the  women  should 
be  brought  to  the  hospital  for  delivery.  From  the 
so-called  simplified  technique  used  in  many  out- 
patient services,  students  get  a  midwife's  idea  of 
obstetrics  and  these  methods  are  reflected  in  the 
continued  high  maternal  mortality.  Few  internes 
have  an  obstetrical  training  comparable  with  that 
received  in  medicine  and  surgery. 

Churches  could  aid  greatly  in  making  motherhood 
safer  if  on  Mother's  day  special  collections  were 
taken  for  the  obstetrical  services  of  the  various 
hospitals.  In  addition  to  the  money  raised,  such  a 
collection  would  have  an  educational  value  in  that 
it  would  call  attention  to  the  great  needs  of 
obstetrics.  Edwakd  L.  Cornell. 


GENITO-URINARY  SURGERY 


ADRENAL,  KIDNEY,  AND  URETER 

Hyman,  A.:    Fused  Kidney  with  Calculus  in  the 
Pelvis.     Inlernat.  J.  Surg.,  1920,  xxxiii,  48. 

The  author  describes  a  case  of  fused  kidney  in  a 
man  24  years  of  age.  The  patient  complained  for 
two  years  of  pain  on  the  left  side  of  the  abdomen 
radiating  down  toward  the  spine  and  umbilicus. 
The  physical  examination  was  negative.  The  urine 
at  times  was  blood  tinged.  X-ray  examination  re- 
vealed a  concretion  the  size  of  a  cherry  in  the  left 
lumbar  region  close  to  the  iliac  crest  which  resembled 
a  ureteral  calculus.  Cystoscopy  showed  the  bladder 
to  be  normal  and  the  trigone  and  ureteral  orifices 
normally  placed. 

Both  ureters  were  catheterized  without  difficulty. 
The  right  kidney  specimen  was  cloudy  and  con- 
tained pus  and  blood  cells.  There  was  no  indigo- 
carmin  return  in  forty  minutes.  The  capacity  of  the 
pelvis  was  1 2  ccm.  The  specimen  from  the  left  side 
was  clear  and  contained  no  pus  cells.  The  urea  was 
normal  and  the  kidney  function  practically  normal. 
As  a  pyelogram  failed  to  show  the  outline  of  the 
kidney,  a  roentgenogram  was  made  after  X-ray 
catheters  were  introduced.  It  was  then  found  that 
the  right  ureter  crossed  the  spinal  column  and  came 
into  contact  with  the  shadow  of  the  supposed 
calculus. 

A  diagnosis  of  fused  kidney  on  the  left  side  with 
a  double  pelvis  and  a  stone  in  the  lower  pelvis  was 
made.  At  operation  the  diagnosis  was  verified. 
The  stone  was  removed  through  an  anterior  pyelot- 
omy  incision.   Recovery  was  uneventful. 

T.  F.  FiNEGAN. 

Seres,   M.:    Nephrolitliiasis  (Sobre  calculosis  renal). 
Prog,  de  la  din.,  Madrid,  1919,  vii,  264. 

In  cases  of  stone  located  in  the  renal  pelvis  and 
calices,  characteristic  changes  in  the  form,  appear- 
ance, and  color  of  the  ureteral  orifices,  and  in  the 
ejaculation  and  appearance  of  the  urine  have  been 
observed.  These  changes  are  not  as  marked  or  as 
constant  as  those  due  to  ureteral  stone,  but  are  of 
great  diagnostic  value. 

After  an  attack  of  renal  colic  in  which  a  stone  has 
been  passed  cystoscopic  examination  shows  torn 
margins  of  the  orifice  surrounded  by  a  zone  of 
ecchymosis  and  beyond  that  by  an  oedematous  zone. 
When  calculi  are  present  but  have  not  been  passed 
the  ureteral  lips  are  enlarged  and  pouting.  In 
cases  of  secondary  infection  this  picture  is  often 
modified. 

In  calculous  hydronephrosis  and  pyonephrosis  the 
ejaculations  of  urine  from  the  ureters  may  be  reduced 
to  two  or  three  per  minute  and  the  force  is  greatly 
decreased.    In  some  instances  the  ejaculation  may 


be  prolonged,  the  urine  dribbling  from  the  orifices 
almost  continuously. 

In  uncomplicated  cases  the  urine  is  clear  and  min- 
gles at  once  with  the  bladder  contents.  When  in- 
fection is  present  it  appears  turbid  and  at  each 
ejaculation  the  transparency  of  the  bladder  contents 
is  lessened.  W,  R.  Meeker. 

Judd,  E.  S.:  The  Results  of  Operations  for  the 
Removal  of  Stones  from  the  Ureter.  A  nn.  Surg., 
1920,  Ixxi,  128. 

Stones  in  the  ureter  may  pass  into  the  bladder 
spontaneously.  Most  of  these  calculi  originate  in  the 
calices  and  pelvis  of  the  kidney  but  some  of  them 
are  formed  in  the  ureter  in  association  with  ureteral 
stricture.  In  some  cases  stones  lodged  in  the  ureter 
may  produce  no  symptoms  and  no  changes  in  the 
ureter  or  kidney.  In  others,  in  addition  to  symp- 
toms, they  may  cause  marked  dilatation  of  the 
ureter  above  them  and  hydronephrosis.  Even  when 
the  symptoms  are  marked,  however,  the  diagnosis 
should  always  be  checked  up  by  the  X-ray  and 
cystoscope  with  the  use  of  the  ureterograms  ad- 
vocated by  Braasch. 

If  after  the  diagnosis  is  established  the  patient 
has  frequent  and  severe  attacks  of  pain,  it  is  ad- 
visable to  keep  him  under  observation  for  a  time 
before  attempting  treatment  as  the  stone  may  pass 
spontaneously.  However,  the  possibility  that  severe 
pressure  in  the  ureter  and  kidney  may  result  in 
hydronephrosis  must  be  borne  in  mind.  When  the 
stone  is  apparently  causing  no  symptoms,  it  is 
advisable  to  remove  it  unless  there  are  contra- 
indications. 

The  non-operative  treatment  of  cases  of  ureteral 
stone  consists  in  dislodging  the  calculus  by  means  of 
a  ureteral  catheter  or  small  sound.  The  contra- 
indications- to  this  procedure  as  given  by  Braasch 
are:  (i)  a  stone  2  cm.  or  more  in  diameter,  (2)  acute 
ossification  with  continuous  obstruction,  (3)  acute 
renal  infection,  (4)  the  patient's  intolerance  of 
cystoscopic  manipulation,  and  (5)  anatomical  de- 
formity. Braasch  has  removed  ureteral  stones  by 
nOn-operative  methods  in  about  126  cases  and  has 
had  excellent  results,  especially  when  the  stone  was 
lodged  at  the  ureteral  orifice. 

If  pyelonephritis  has  resulted  from  the  presence 
of  the  stone  and  there  is  evidence  of  general  infection, 
it  is  inadvisable  to  remove  the  stone  if  the  opposite 
kidney  is  functioning  well.  If  the  stone  is  situated 
in  the  lower  third  of  the  ureter  and  the  kidney  is 
badly  damaged  it  is  best  to  remove  the  kidney  and 
leave  the  stone  even  though  later  the  removal  of 
the  stone  may  be  necessary  because  of  pain.  When 
the  stone  obstructs  the  ureter  so  that  the  function 
of  the  kidney  on  the  same  side  cannot  be  ascer- 
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tained,  it  is  best  to  remove  the  stone  only.  Conserv- 
ative methods  are  justified  in  any  case  of  chronic 
kidney  infection  while  radical  methods  must  be 
employed  in  acute,  severe  infections.  Of  the  latter 
nephrectomy  is  the  operation  of  choice,  but  the  kidney 
should  not  be  removed  unless  it  is  extensively  in- 
fected as  it  may  recover  its  function.  In  two  cases 
cited  complete  anuria  was  caused  by  a  stone 
in  the  ureter  but  neither  of  the  patients  seemed  to 
be  ill  as  a  result  of  this  anuria  and  both  of  them 
recovered  completely  after  the  removal  of  the 
stone. 

In  cases  of  bilateral  calculi  operation  seems  best, 
one  stone  being  removed  at  a  time.  The  author  oper- 
ates on  the  side  showing  evidence  of  acute  trouble, 
and  if  there  is  no  apparent  difference,  removes  the 
stone  from  the  ureter  on  the  side  with  the  least 
function. 

While  the  operative  removal  of  calculi  from  the 
ureter  must  be  considered  a  major  operation,  it  may 
be  performed  with  practically  no  mortality  and  with 
good  results.  J.  A.  H.  Magoun,  Jr. 

BLADDER,  URETHRA,  AND  PENIS 

Harris,  S.  H. :  The  Resection  of  Impassable  Stric- 
tures of  the  Urethra,  with  a  Report  of  Three 
Gases.     Med.  J .  Australia,  1920,  i,  99. 

Harris  bases  his  treatment  of  impassable  stricture 
on  the  following  principles:  (i)  "that  the  perineal 
portion  of  the  male  urethra  may  be  slit  upon  its 
floor  to  any  desired  extent  and  thus  converted  into 
a  "ribbon;"  (2)  that  any  damaged  portion  may  then 
be  resected  and  the  ends  of  the  "ribbon"  sewn 
together;  and  (3)  that  provided  no  urinary  contami- 
nation of  the  wound  be  permitted,  the  urethra  will 
resume  its  tubular  form  naturally  and  in  due  course." 
Thus  the  necessity  for  the  long-continued  use  of 
sounds  after  the  usual  external  and  internal  urethro- 
tomy is  avoided. 

To  obtain  a  clean  field  for  operation  as  well  as  to 
take  care  of  the  impairment  of  renal  function  so  often 
concomitant  with  impassable  stricture,  a  cystotomy 
is  first  performed  and  drainage  and  irrigation  of  the 
bladder  are  instituted  for  at  least  a  week  before  the 
perineal  work  is  done.  With  the  patient  in  the  exag- 
gerated lithotomy  position,  a  sound  is  then  passed  to 
the  stricture  from  without  or  through  the  cysto- 
tomy wound.  The  incision  is  made  down  to  the 
sound,  and  the  urethra  is  widely  exposed  and  con- 
verted into  a  "ribbon"  with  the  strictured  area 
in  the  center.  The  stricture  is  resected,  the  scar 
tissue  carefully  dissected  out,  and  the  ends  of  the 
urethra  approximated  and  sutured  snugly  together. 
No  further  sutures  are  necessary  as  the  sides  of  the 
incision  fall  together  naturally  when  the  thighs  are 
brought  in  apposition.  Suprapubic  drainage  is 
discarded  in  ten  days  and  in  three  weeks  a  large 
sound  is  passed. 

The  author  reports  three  cases  in  which  this 
operation  was  followed  by  complete  recovery. 

H.  W.  Plaggemeyer. 


Crenshaw,    J.    L.:    The   Treatment   of    Urethral 
Caruncle.     Minnesota  Med.,  1920,  iii,  54. 

The  author  is  of  the  opinion  that  urethral  carun- 
cles are  due  to  chronic  irritation  or  ulceration  of  the 
urethral  mucosa.  As  a  rule  they  occur  on  the 
posterior  and  lateral  walls  of  the  urethra,  only  one 
case  being  found  in  the  literature  in  which  the 
caruncle  developed  on  the  anterior  wall. 

The  treatment  of  urethral  caruncle  has  been 
unsatisfactory  and  the  recurrence  after  their 
removal  has  been  high.  Some  authors  have  re- 
p)orted  the  incidence  of  malignancy  as  high  as  25 
per  cent  in  the  original  caruncle  and  many  malignant 
recurrences.  There  are  two  types  of  recurrences: 
(i)  true  recurrence  following  incomplete  removal  of 
the  base,  and  (2)  recurrence  in  prolapse  of  the  mucous 
membrane  due  to  the  contraction  of  the  scar  tissue 
after  the  removal  of  the  caruncle.  The  second  type 
is  not  a  true  recurrence. 

The  author  has  obtained  good  results  by  the  follow- 
ing procedure: 

The  patient  is  placed  in  the  lithotomy  position 
and  the  labia  are  separated  after  thorough  cleansing 
of  the  parts  and  the  application  of  a  local  anaesthetic. 
The  caruncle  is  found  as  a  single  tag  or  as  posterior 
and  lateral  masses.  Each  tag  is  picked  up  with  small 
Graefe  fixation  forceps  and  clamped  off  in  the 
longitudinal  axis  of  the  urethra  with  a  special  clamp. 
Care  is  taken  to  include  all  of  the  caruncle  and  none 
of  the  submucosal  structure  of  the  urethra.  The 
caruncle  is  cut  off  close  to  the  clamp  and  the  cut 
surface  of  the  base  cauterized  with  acid  nitrate  of 
mercury  solution.  All  the  tags  are  similarly  removed. 
The  parts  removed  are  saved  for  microscopic  ex- 
amination. 

The  following  advantages  are  seen  in  this  treat- 
ment: (i)  bleeding  does  not  obscure  the  field  during 
the  operation  nor  annoy  the  patient  afterward  and 
the  operator  may  be  sure  that  all  the  growth  has 
been  removed;  (2)  there  is  a  minimum  of  scar  tissue 
and  that  which  is  formed  occurs  in  longitudinal  lines 
separated  by  islands  of  healthy  mucosa  so  that 
prolapse  of  the  mucosa  due  to  contraction  of  scar 
tissue  is  prevented;  and  (3)  the  symptoms  are 
relieved  almost  immediately. 

During  the  last  four  years  the  author  has  treated 
118  patients  by  this  method  and  so  far  has  learned 
of  only  four  recurrences.  G.  S.  FotJij)s. 

GENITAL  ORGANS 

Herrick,  F.  C:    Sarcoma  of  the  Prostate.    Ann. 
Surg.y  1920,  Ixxi,  168. 

The  author  gives  a  brief  review  of  the  literature 
of  sarcoma  of  the  prostate  and  describes  a  case 
observed  by  himself.  The  patient  was  a  man  33 
years  of  age  whose  illness  began  with  rapidly  in- 
creasing urinary  obstruction  which  in  two  weeks 
time  produced  acute  retention.  For  seven  months  he 
had  used  a  catheter  and  during  this  time  had  lost 
20  lbs.  in  weight.  There  was  no  pain,  and  blood 
appeared  only  occasionally. 


GENITO-URINARY  SURGERY 


479 


Rectal  examination  revealed  the  presence  of  a 
large,  smooth,  elastic  body.  The  prostate  was 
removed  by  the  suprapubic  route.  In  three  months 
symptoms  of  recurrence  developed  and  radium 
treatment  was  given.  Death  occurred  two  months 
later.  The  autopsy  showed  sarcomatous  metastases 
in  the  liver  and  double  suppurative  pyelonephritis. 

H.  L.  Sanford. 

Parmenter,  F.  J.,  and  Simpson,  B.  T.:  A  Case  of 
Blastomycosis  Involving  the  Prostate  and 
Seminal  Vesicles.   J.  f/ro/.,  1919,  iii,  449. 

Blastomycosis  is  a  relatively  frequent  disease, 
especially  in  Chicago  and  its  immediate  vicinity. 
Buffalo  also  seems  to  have  had  a  comparatively  large 
number  of  cases.  It  is  a  condition,  very  frequently 
fatal,  in  which  the  skin  or  lungs  seem  to  be  involved 
primarily  and  there  is  gradual  extension  to  other 
structures,  such  as  the  muscles,  bones,  liver,  kidneys, 
spleen,  pancreas,  and  brain.  Death  is  due  to 
sepsis. 

In  the  cases  reported  in  the  literature  but  little 
attention  was  directed  to  the  urinary  tract,  and  al- 
though the  autopsy  reports  showed  renal  involve- 
ment in  nearly  all  instances,  the  clinical  records 
indicate  that  the  urine  was  normal  and  no  mention 
is  made  of  any  symptoms  referable  to  the  urinary 
tract.  In  only  one  reported  case  was  it  stated  that 
the  organisms  were  found  in  the  urine  during  life. 

The  case  reported  by  Parmenter  and  Simpson 
presented  extensive  involvement  of  many  differ- 
ent structures  of  the  body,  apparent  recovery  under 
treatment,  and  unusual  involvement  of  the  prostate 
and  seminal  vesicles.  The  patient  was  44  years  old. 
In  September,  1914,  he  was  taken  with  a  persistent 
cough,  his  health  began  to  fail,  and  he  lost  in  weight. 
Later  he  had  a  profuse  mucopurulent  blood-tinged 
sputum  and  a  skin  eruption  with  abscess  formation 
on  the  extremities,  face,  and  neck.  The  abscesses 
were  drained,  iodides  were  given,  and  X-ray  treat- 
ment was  instituted.  By  the  fall  of  191 7  aU 
evidences  of  the  disease  had  disappeared. 

The  urinary  trouble  began  in  October,  191 7,  with 
an  attack  of  frequency,  urgency,  burning,  and 
dysuria  which  lasted  about  twelve  hours.  Following 
this,  the  patient  felt  well.  In  January,  191 8,  there 
was  a  recurrence  of  the  symptoms  lasting  for  a  week. 
A  third  attack  occurred  in  March,  191 8,  and  the 
symptoms  then  noted,  though  now  greatly  amelio- 
rated, still  persist. 

In  a  urological  examination  the  urine  in  Glasses 
I  and  2  was  very  small  in  amount,  cloudy,  and 
blood-tinged.  It  contained  also  many  small  prosta- 
tic shreds.  Rectal  examination  showed  a  dense 
infiltration  of  the  prostate,  seminal  vesicles,  and 
Denonvillier's  fascia  associated  with  considerable 
oedema  and  suggesting  an  inflammatory  rather  than 
a  malignant  process.  Upon  massage  only  blood  was 
obtained.  Cystoscopic  examination  showed  the 
bladder  capacity  diminished  about  one  half.  The 
mucosa  was  normal  except  for  a  bulbous  oedema 
about  the  trigone,  sphincter,  and  ureteral  orifices. 


The  ureters  were  not  catheterized,  but  the  urine 
coming  from  both  was  clear.  The  posterior  urethra 
and  the  vcramontanum  were  acutely  inflamed.  On 
later  examination  the  material  obtained  from  the 
prostate  and  seminal  vesicles  showed  the  typical 
organism  of  blastomycosis. 

Under  X-ray  treatment  through  the  peritoneum 
local  improvement  continued  rapidly,  and  by  July 
24,  1918,  the  prostate  and  seminal  vesicles  felt  per- 
fectly normal  and  all  blastomycetes  had  dis- 
appeared from  the  secretion.  In  December,  1918,  an 
acute  epididymitis  suddenly  developed  on  the  right 
side.  This  subsided  within  two  weeks  but  left  the 
epididymis  swollen  and  hard.  In  view  the  pre-. 
vious  findings  in  the  prostate  and  seminal  vesicles, 
and  the  fact  that  gonorrhaa  was  definitely  ruled 
out,  it  seems  probable  that  the  condition  was 
blastomycosis  of  the  epididymis. 

The  patient  is  one  of  the  few  apparently  to  recover 
from  extensive  systemic  blastomycosis.  Only  in 
the  epididymis  is  there  any  evidence  of  the  disease 
after  four  years  during  which  the  lungs,  skin, 
muscles  of  the  leg,  prostate,  and  seminal  vesicles  have 
been  involved.  In  the  author's  knowledge  this  is  the 
first  instance  in  which  a  clinical  diagnosis  of  blasto- 
mycosis of  the  prostate  was  made  and  confirmed 
during  life.  Because  of  the  frequent  involvement 
of  the  kidney  by  blastomycosis,  as  shown  at  autopsy, 
a  more  thorough  study  of  the  urinary  tract  is  urged. 
This  has  been  neglected  in  the  past,  doubtless  be- 
cause of  the  prominence  of  the  disease  in  other 
organs  in  patients  so  ill  that  urinary  symptoms 
were  overlooked.  C.  R.  0'Cro\vi.ey. 

Cathelin,  F. :  The  Comparative  Value  of  Different 
Prostatectomies  (Valeur  comparee  des  di  verses 
prostatectomies).  Rev.  gen.  de  din.  et  de  therap., 
1919,  xxxiii,  793. 

Each  of  the  standard  methods  of  prostatectomy 
has  its  own  indications  and  each  has  given  excellent 
results.  The  form  of  the  hypertrophy  rather  than 
the  volume  of  the  prostate,  however,  should  govern 
the  choice  of  method.  Only  two  methods  of  explora- 
tion permit  a  proper  estimation  of  the  enlargement 
of  the  different  zones  of  the  prostate,  rectal  palpa- 
tion and  intravesical  measurement  of  the  gland  by 
means  of  an  instrument  devised  by  the  author. 

High  prostatectomy  should  be  reserved  for  volu- 
minous prostates  projecting  chiefly  into  the  bladder 
in  which  the  hypertrophy  involves  principally  the 
lateral  lobes. 

The  low  perineal  prostatectomy  should  be  used  for 
small  sclerous  prostates  which  project  chiefly  into 
the  rectum  and  are  more  or  less  enveloped  with 
adhesions  and  show  no  increase  in  the  size  of  the 
median  lobe. 

In  cases  of  retention  due  principally  to  hypertrophy 
of  the  median  lobe  of  the  prostate  a  less  extensive 
operation  should  be  done.  This  should  consist 
of  thermocautery  destruction  of  the  prostatic  bar 
about  the  neck  of  the  prostate  through  a  supra- 
pubic incision  in  the  bladder. 
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The  statistics  of  several  leading  French  urological 
surgeons  show  that  in  509  cases  of  prostatic  hyper- 
trophy the  median  bar  was  hypertrophied  in  403, 
the  lateral  lobes  alone  were  involved  in  403,  and  the 
anterior  commissure  in  3.  Of  the  403  cases  of  hyper- 
trophy of  the  median  bar  the  hypertrophy  was 
limited  to  the  median  bar  in  117,  while  in  286  cases 
there  was  additional  hypertrophy  of  the  two 
lateral  lobes. 

Deep  transvesical  ignipuncture  recommended  by 

Cathelin    was     therefore    feasible    in    406    cases. 

Removal  of  the  prostatic  bar  by  this  method  is 

attended  with  little  risk  and  the  results  in  cases  of 

.  complete  or  incomplete  retention  are  excellent. 

W.  A.  Brennan. 

Young,  H.  H.,  and  Waters,  C.  A.:  X-Ray  Studies 
of  the  Seminal  Vesicles  and  Vasa  Deferentia 
after  Urethroscopic  Injection  of  the  Ejacula- 
tory  Ducts  with  Thorium.  Bull.  Johns  Hop- 
kins Hasp.,  1920,  xxxi,  12. 

The  vast  canal  system  extending  upward  from 
the  orifices  of  the  ejaculatory  ducts  in  the  veru- 
montanum  appeared  to  the  authors  to  present  a 
wide  field  for  study  hitherto  neglected  both  in 
urology  and  roentgenology.  Only  in  the  past  few 
years,  they  state,  has  proper  attention  been  paid 
to  the  role  of  the  seminal  vesicles  in  the  production 
of  the  numerous  types  of  arthritis,  cardiac  and 
gastro-intestinal  disturbances,  and  neuroses.  Up  to 
the  time  of  their  investigations  the  assistance  to  be 
derived  from  the  X-ray  had  been  practically  dis- 
regarded. 

The  purpose  of  this  paper  is  to  call  attention  to  a 
method  by  which  the  vesicles  can  be  injected  through 
the  catheterized  ejaculatory  ducts  following  endo- 
scopy; to  emphasize  the  fact  that,  so  far  as  the 
authors'  experience  went,  no  harmful  efifect  fol- 
lowed the  use  of  this  procedure;  and,  lastly,  to  show 
that  by  the  injection  of  thorium  it  is  possible  to 
outline  the  vast  canal  system  above  the  orifices  of 
the  ejaculatory  ducts. 

For  the  past  four  years  Young  had  been  en- 
deavoring by  means  of  specially  devised  probes, 
filiforms,  bougies  of  metal  and  whalebone,  and 
Geraghty's  utricle  syringe  to  explore  and  treat  the 
interior  of  the  ejaculatory  ducts,  the  vasa  defer- 
entia, and  the  seminal  vesicles.  In  these  experi- 
ments he  foimd  that  the  ejaculatory  ducts  were  easy 
to  locate  in  most  cases  even  when  they  were  not 
visible.  In  several  cases  of  marked  stricture  of  the 
ejaculatory  ducts,  systematic  dilatations  done  at 
weekly  or  bi-weekly  intervals  brought  about  almost 
immediate  relief  of  chronic  pain  and  discomfort. 

In  the  course  of  this  work  the  authors  were 
struck  with  the  need  for  a  method  by  which  the  con- 
dition of  the  canal  system  above  the  verumontanum 
could  be  graphically  depicted  without  resort  to  open- 
ing the  vas  deferens  in  the  groin.  When  thorium 
was  introduced  in  roentgenography  it  occurred  to 
them  to  use  this  agent  for  the  purpose  of  obtaining 
the  much  desired  pictures. 


By  using  Geraghty's  utricle  syringe  and  Young's 
urological  X-ray  table  it  was  possible  to  demonstrate 
that  catheterization  of  the  ejaculatory  ducts  and 
radiographic  study  of  the  canal  system  above  could 
be  carried  out  with  ease  and  that  it  furnishes  a  ready 
and  satisfactory  method  for  determining  the  con- 
dition of  these  structures.  The  process  was  ap- 
parently safe. 

From  the  standpoint  of  the  X-ray,  the  anatomical 
structures  of  interest  in  the  making  of  vesiculo- 
grams were:  (i)  the  verumontanum  with  the 
external  openings  of  the  ejaculatory  ducts;  (2)  the 
ejaculatory  ducts  themselves;  (3)  the  seminal 
vesicles;  (4)  the  ampullae  of  the  vasa  deferentia;  and 
(5)  the  vasa  deferentia  above  the  ampullae. 

Vesiculograms  were  prepared  from  autopsy 
specimens  in  order  to  study  the  variations  in  the 
anatomical  structures.  The  specimens  were  in- 
jected with  thorium  through  the  openings  of  the 
ejaculatory  ducts.  The  anatomy  was  clearly  shown; 
the  lumina  of  the  ejaculatory  ducts  were  reproduced 
plainly  and  the  convolutions  and  windings  of  the 
seminal  vesicles  and  the  ampullae  of  the  vasa  defer- 
entia were  clear  and  distinct.  Variations  in  the 
vesicles  and  vasa  deferentia  were  observed. 

The  authors  state  that  the  method  described 
would  be  helpful: 

1.  To  determine  the  patency  of  the  ejaculatory 
duct  or  vas  in  cases  of  sterility  when  epididymo- 
vasotomy  is  contemplated. 

2.  To  determine  whether  stricture  of  the  ejacula- 
tory duct,  the  vas,  or  the  outlet  of  the  seminal  vesicle 
is  present. 

3.  To  disclose  the  condition  of  the  ampullae  of 
the  vasa  or  of  the  seminal  vesicles  in  inflammatory 
or  tuberculous  conditions. 

4.  To  show  the  condition  of  the  seminal  tract 
in  cases  of  vague  pain  in  the  region  of  the  prostate, 
vesicles,  or  bladder.  G.  E.  Beilby. 


Jacob,  O.:   The  Surgical  Treatment  of  Varicocele 

(Du  varicocele;    son  traitement  chirurgical) .     Rev. 
de  chir.,  Par.,  1919,  Ivii,  352. 

Anatomical  and  anatomopathologic  study  of  vari- 
cocele shows  that  it  is  necessary  to  create  a  barrier 
to  the  trajectory  of  the  spermatic  veins  in  order  to 
diminish  the  action  upon  them  of  the  exaggerated 
pressure  of  the  blood  column.  A  more  or  less  exten- 
sive resection  of  the  group  of  veins  is  necessary  but 
the  funicular  and  deferential  branches  should  be  left 
intact.  The  trunk  veins  should  be  resected.  Resec- 
tion of  the  veins  is  not  enough,  however,  for  special 
treatment  is  necessary  to  correct  the  excessive  elon- 
gation of  the  cord,  the  exaggerated  descent  of  the 
testicle,  and  the  distention  of  the  scrotum.  These 
corrections  the  author  believes  are  best  realized  by 
fixing  the  testicular  vein  stump  to  the  pillars  of  the 
external  inguinal  ring. 

The  technique  comprises  the  following  steps: 
I.   An  incision  similar  to  that  for  the  treatment 
of  inguinal  hernia  but  not  so  long. 
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2.  Exposure  of  the  external  opening  of  the  inguin- 
al canal  and  exposure  of  the  spermatic  cord. 

3.  Isolation  of  the  varicose  spermatic  veins  in 
the  cord. 

4.  Resection  of  from  6  to  8  cm.  of  the  varicose 
group,  the  deferential  artery  being  spared. 

5.  Fixation  of  the  testicular  venous  stump  to 
the  pillars  of  the  inguinal  ring. 

6.  Suture  without  drainage. 

In  237  cases  operated  upon  by  this  method  since 
1919  the  author  had  no  serious  accident  and  there 
has  been  no  testicular  atrophy.  In  some  instances  a 
sort  of  aseptic  phlebitis  developed  in  the  testicular 
venous  stump  but  all  the  patients  have  been  cured 
and  have  remained  cured.  W.  A.  Brennan. 

Johnson,  J.  E. :    New  Uses  of  the  Scrotum.    South. 
M.J.,  1920,  xiii,  120. 

Two  cases  are  presented  in  which  the  redundant 
skin  of  the  scrotum  was  put  to  novel  uses.  The 
first  was  a  case  of  intractable  pruritis  ani  in  which 
the  skin  around  the  anus  for  about  2}^  in.  was 
thick,  rough,  and  leathery  from  excoriation  with 
the  nails.  It  was  necessary  to  excise  the  entire 
area  and  find  a  new  epithelial  covering  for  the  raw 
surface.  The  scrotum  was  drawn  well  up  and  the 
incision  made  as  shown  in  the  illustration.  When 
this  flap  was  straightened  out  it  was  about  4  in. 
long  and  pendulous  from  its  anterior  side.  The 
scrotum  was  closed  with  a  few  mattress  sutures.  An 
incision  was  then  made  entirely  around  the  diseased 
anal  skin  and  the  skin  dissected  down  to  the  anal 
mucosa.  This  skin  was  folded  together  and  passed 
through  a  median  incision  in  the  scrotal  flap.  The 
flap  having  been  sutured  in  place,  the  anal  mucosa 
was  divided  and  sutured  to  it,  the  denuded  area 
being  thus  covered.  Union  was  primary  and  on  the 
twelfth  day  the  flap  was  separated  from  the  scrotum. 

The  second  case  was  a  case  of  lymphoedema  of  the 
leg  following  an  operation  for  right  inguinal  adenitis. 
During  the  operation  the  saphenous  vein  was  in- 
jured and  haemorrhage  was  controlled  by  sutures 
en  masse.  The  leg  remained  swollen  when  elevated 
and  it  was  necessary  to  find  another  course  for  the 


return  lymph.  The  scrotum  was  not  swollen.  The 
operation  is  best  described  in  the  surgeon's  own 
words:  "The  scrotum  was  divided  in  the  median 
line,  care  being  taken  not  to  open  the  tunica  vagi- 
nalis. The  left  half  of  the  scrotum  was  turned  down 
and  the  end  of  the  right  half  turned  into  the  left 
side,  thus  reforming  the  scrotum  entirely  from  the 
right  side.  The  left  side  now  formed  a  flap  6  in. 
long  with  a  base  of  5^  in.  To  put  this  in  place  the 
skin  of  the  perineum  and  an  area  of  skin  4  by  5  in. 
extending  into  the  right  thigh  were  removed.  The 
flap  was  now  drawn  across  the  denuded  perineum 
and  into  the  denuded  area  on  the  right  thigh  and 
sutured  in  place."  Union  was  primary  and  at  the 
end  of  two  months  all  the  oedema  had  disappeared. 

I.  W.  Bach. 
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Wolif,  L.  K.:  On  the  Character  and  Treatment  of 
Scrofulous  Inflammations  of  the  Eye.  Brit.  J. 
Ophlh.,  IQ20,  iv,  53. 

Wolff  believes  that  in  phlyctenular  inflammations 
of  the  eye  there  has  been  a  previous  ocular  tuber- 
culous process  which  has  rendered  the  eye  hyper- 
sensitive to  the  toxin  of  tuberculosis.  This  toxin  is 
produced  by  lymph  glands  inflamed  by  tuberculosis 
when  the  patient's  condition  is  favorable,  e.g.,  fol- 
lowing measles.  He  considers  the  presence  of  the 
staphylococci  commonly  found  in  phlyctenular 
eyes  as  of  secondary  importance  in  the  etiology  of 
the  condition. 

The  author's  treatment  is  directed  first  toward  the 
tuberculous  lymph  glands  and  then  toward  the 
staphylococci.  In  the  lymph  glands  the  use  of  the 
roentgen  rays  has  given  excellent  results  although 
in  some  cases  recurrence  has  made  it  necessary  to 
renew  the  treatment.  The  eye  itself  is  treated  with 
a  s  per  cent  silver  fluorescein  salve  rubbed  into  the 
conjunctival  sac  every  hour.  T.  D.  Allen. 

Mansilla,  S.  G. :  Injections  of  Cows'  Milk  in  Ocular 
Affections  (Injecciones  de  leche  de  vaca  en  las  af- 
fecciones  oculares).     Med.  Ibera.,  1920,  iii,  17. 

Injections  of  sterilized  cow's  milk  have  been 
used  successfully  in  many  ocular  affections  such  as 
acute  iritis,  infective  ulcers  of  the  cornea,  post- 
operative infection,  purulent  ophthalmia,  trachoma, 
and  eczematous  keratitis.  The  author  reports  6 
cases  treated  in  this  way. 

1.  Case  of  penetrating  wound  of  the  eye  with 
infection.  Six  injections  of  from  2  to  3  ccm.  of  milk 
were  given  intramuscularly  every  other  day.  By  the 
twelfth  day  the  infection  had  entirely  disappeared. 

2.  Case  of  suppurative  keratitis  due  to  a  foreign 
body  of  five  days'  duration.  Five  injections  of 
from  3  to  5  ccm.  of  milk  were  given  in  addition  to 
local  treatment.  The  corneal  infection  cleared  up 
completely  at  the  end  of  fourteen  days  and  only  a 
thin  central  leucoma  remained. 

3.  Case  of  traumatic  suppurative  keratitis  with 
extensive  ulceration.  Five  injections  resulted  in 
complete  cicatrization.    A  small  leucoma  remained. 

4.  A  case  of  traumatic  suppurative  keratitis. 
This  cleared  up  in  fifteen  days  following  6  injections 
of  milk. 

5.  A  complete  abscess  of  the  cornea.  After  6 
injections  of  milk  the  abscess  was  completely  under 
control  and  was  cicatrizing.  A  rather  extensive 
leucoma  remained. 

6.  A  case  of  lymphatic  vascular  keratitis.  After 
5  injections  of  milk  there  was  no  improvement  and 
treatment  was  discontinued. 


In  the  cases  of  infection  of  the  cornea  improve- 
ment was  rapid  in  the  first  3  instances  and  more 
gradual  in  the  last  2.  Improvement  usually  begins 
after  the  second  injection  and  continues  until  the 
fifth  or  sixth,  a  period  varying  from  twelve  to  fifteen 
days.  The  first  evidence  of  improvement  is  the 
cessation  of  ocular  pain  and  headaches  which  allows 
the  patient  to  sleep.  Then  follow  the  diminution 
and  disappearance  of  hypopyon,  the  further  spread 
of  infection  thus  being  controlled.  The  pupil 
becomes  dilated,  the  deep  ciliary  injection  dimi- 
nishes, epiphora  ceases,  the  exudate  from  the  ulcer 
clears  up,  and  a  transparent  surface  in  a  stage  of 
cicatrization  remains.  In  peripheral  lesions  and 
those  leaving  a  part  of  the  pupil  free,  vision  now 
returns. 

The  use  of  injections  does  not  interfere  with  local 
treatment  which  should  always  be  employed. 
Doubtless  in  t'he  cases  cited  mydriatics,  local  anti- 
septics, subconjunctival  injections,  cauterization, 
and  extirpation  of  the  lachrymal  sac  when  this  was 
the  origin  of  the  infection  did  much  to  hasten  the 
recovery.  W.  R.  Meeker. 

Bussy,  L. :  Intra-Ocular  Ossifications;  Remarks 
on  a  Frequent  Type  of  Heteroplastic  Osteo- 
genesis (Les  ossifications  intraoculaires.  Quelques 
remarques  sur  un  type  frequent  d'ost^ogenie  hetero- 
plastique).    Lyon  chirurg.,  1919,  xvi,  368. 

Bussy  outlines  the  different  stages  of  heteroplastic 
ossification  of  the  eye  as  follows : 

1.  Infection  of  the  ocular  membranes. 

2.  The  formation  of  choroid,  retinal,  and  vitreous 
exudates  and  more  or  less  complete  capillary  necro- 
sis. 

3.  Transformation  of  these  exudates  and  the  nec- 
rosed tissue  debris  into  a  fibrous  mass  abundantly 
infiltrated  with  calcareous  salts. 

4.  Traumatic  or  benign  inflammatory  excitation 
of  the  ocular  stump  resulting  in  the  formation  of  new 
vessels  at  the  expense  of  the  retinal  or  choroid  por- 
tions of  the  eye. 

5.  Penetration  of  the  calcified  conjunctival  mass- 
es by  the  newly  formed  vessels  and  invasion  of  these 
fibrocalcareous  substances  by  conjunctival  cells. 

6.  Arrangement  of  this  material  in  more  or  less 
regular  bone  layers  around  the  newly  formed  vessels. 

The  age  of  the  patient  does  not  have  any  affect 
on  this  process.  The  condition  does  not  develop 
indefinitely,  however,  but  is  limited  by  the  supply  of 
fibrocalcareous  material. 

In  experiments  to  reproduce  the  intra-ocular 
ossifications  in  animals  the  injection  of  small  quan- 
tities of  Koch  bacillus  cultures  into  the  vitreous  was 
the  only  experiment  which  gave  results  at  all 
encouraging. 
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The  author  attempted  also  to  graft  an  osteoperios- 
teal fragment  into  an  animal's  eye.  The  graft  lost 
all  of  its  cellular  elements  and  became  a  sequestrum 
which  was  actively  resorbed  by  the  new  vessels 
until  it  was  entirely  replaced  by  young  connective 
tissue.  The  young  connective  tissue  then  became 
changed  and  after  five  months  was  replaced  by  new 
bone.    This  process  was  rejieated  in  8  experiments. 

W.  A.  Brennan. 

Hiwatarl,  K. :  Concerning  the  Nature  of  Trachoma ; 
Together  with  a  Contribution  to  the  Normal 
Histology  of  the  Conjunctiva.  Arch.  Ophth., 
1920,  xlix,  82. 

In  discussing  the  normal  anatomy  of  the  con- 
junctiva Hiwatari  states  there  is  no  adenoid  layer 
in  the  substantia  propria,  but  instead  numerous 
histiocytes  of  Kiyona  and  fewer  plasma  cells  of 
Marschalk.  The  former  were  considered  to  be 
plasma  cells,  and  thus  confusion  arose,  the  presence 
of  so  many  so-caUed  plasma  cells  leading  to  the  use 
of  the  term  "adenoid  layer."  Hiwatari  found  these 
histiocytes  pre-eminently  in  the  neighborhood  of  the 
blood  vessels,  while  the  typical  plasma  cells  were 
scattered  sparsely  here  and  there  in  the  subepithelial 
layer. 

Follicles  occur  in  the  palpebral  conjunctiva  be- 
cause there  the  epithelial  layer  is  thin  and  cylindrical 
while  in  the  globe  it  is  thicker  and  flat.  In  one 
instance  the  author  discovered  cylindrical  cells  in  a 
single  layer  at  the  limbus  and  this  fact  he  believes 
may  account  for  the  few  isolated  cases  of  follicles 
in  pannus. 

The  formation  of  follicles,  however,  is  not  the 
chief  anatomical  finding  in  trachoma.  The  pro- 
liferation of  fibroblasts  and  the  formation  of  scar 
tissue  is  equally  as,  if  not  more  important.  The 
fibroblasts  are  the  earliest  to  proliferate  and  their 
proliferation  is  a  sort  of  reaction  on  the  part  of  the 
tissue  to  the  trachoma  virus.  The  contraction  of 
the  fibroblastic  tissue  shuts  off  the  blood  supply  of 
the  granules  present,  the  granules  soften,  and  a 
retrogressive  metamorphosis  takes  place. 

Aside  from  the  formation  of  follicles,  the  changes 
in  the  subepithelial  tissue  in  trachoma  consist  of  a 
chronic,  granulating  inflammation  with  an  increase 
of  lymphocytes,  plasma  cells,  histiocytes,  and  young 
connective-tissue  cells  which  finally  leads  to 
cicatrization.  T.  D.  Allen. 

Gilford,  S.  R.:  Atypical  Coloboma  of  the  Iris 
and  Choroid.     Am.  J.  Ophth.,  1920,  iii,  97. 

After  reporting  a  case  of  atypical  coloboma  of  the 
iris  Gifford  reviews  and  co-ordinates  recent  investi- 
gations on  the  embryology  of  the  eye  which  show 
that  in  the  normal  development  of  the  optic  vesicle 
there  are  frequently  other  clefts  in  addition  to  the 
usual  foetal  cleft.  Reference  is  made  to  Lindall's 
extensive  work  in  model  making.  In  these  models 
are  found  with  remarkable  constancy  four  distinct 
accessory  clefts  in  addition  to  the  normal  foetal 


cleft.    The  persistence  of  any  one  of  these  would 
explain  atypical  colobomata  in  any  direction. 

T.  D,  Allew.  • 

Smith,  W.  C. :  Some  of  the  Complications  Follow- 
ing Foreign  Bodies  in  the  Eye.  Internal.  J. 
Surg.,  1920,  xxxiii,  $9- 

Smith  reviews  the  subject  of  foreign  bodies  in  the 
eye,  noting  especially  the  most  common  positions 
of  such  bodies  and  the  nature  of  the  complications 
to  which  they  give  rise.  He  speaks  of  the  necessity 
for  care  in  the  removal  of  bodies  from  the  center  of 
the  cornea  in  order  that  undue  injury  and  dimin- 
ished vision  may  be  avoided.  He  calls  attention  to 
the  fact  that  certain  metals  enter  into  chemical 
combination  with  the  fluids  of  the  eye.  The  soluble 
metallic  salt  is  often  extremely  irritating  and  great 
care  should  be  taken  to  remove  every  particle 
of  it. 

Corneal  abrasions,  although  most  painful,  are 
often  very  difficult  to  see.  As  an  aid  in  the  diagnosis 
a  2  per  cent  fluorescin  sodium  bicarbonate  solution 
should  be  used  to  stain  such  an  area.  For  the  treat- 
ment of  corneal  ulcer  Smith  recommends  aseptic 
cleansing  and  a  tight  bandage.  In  cases  of  infection, 
heat  (about  150  degrees  F.)  is  beneficial  and  not 
injurious  to  the  corneal  tissue. 

All  patients  with  foreign  bodies  in  the  eyeball 
should  be  sent  to  an  ophthalmic  surgeon  but  if  the 
foreign  bodies  are  of  steel  and  can  be  localized,  an 
attempt  may  be  made  first  to  extract  them  with  a 
giant  magnet.  T.  D.  Allen. 

EAR 

Lillie,  H.  I.,  and  Barlow,  R.  A.:  Mastoiditis,  Acute 
and  Subacute.    Minnesota  Med.,  1920,  iii,  23. 

This  article  is  based  upon  a  series  of  non-selected 
cases,  64  in  number,  which  were  operated  on  between 
July  I,  1917,  and  January  i,  1919.  The  age  in- 
cidence in  this  series  shows  that  mastoiditis  is  not 
confined  to  any  one  period  of  life.  Relatively  the 
same  number  of  cases  represented  each  of  the  first 
five  decades.  In  44  of  the  64  cases  the  abscess  in 
the  ear  had  ruptured  spontaneously  before  the  ear 
was  examined. 

The  indications  for  operation  in  the  series  of  64 
cases  were  significant.  In  40  cases  the  swelling  be- 
hind the  ear  pushed  the  ear  outward  and  the 
tenderness  was  exquisite.  In  other  words,  the 
majority  of  cases  bore  a  diagnostic  label.  In  14 
cases  the  diagnosis  was  indefinite  from  a  general 
standpoint,  but  definite  as  regards  the  ear,  ex- 
tention  of  the  suppurative  process  being  plainly 
evident. 

The  complete  mastoid  operation  rather  than 
simple  mastoidectomy  was  done  in  all  instances. 
The  average  time  for  complete  healing  (drying  of 
the  ear  and  closure  of  the  posterior  wound)  was 
thirty-one  days.  The  hearing  was  improved  or 
remained  the  same  as  before  the  operation  in  all 
but  5  cases. 
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From  their  study  the  authors  conclude:  (i) 
that  early  vision  of  the  drum  membrane  is  impera- 
tive in  inflammatory  conditions  of  the  middle  ear; 
(2)  that  in  cases  of  definite  mastoiditis  operation  is 
indicated  reasonably  early,  the  mortality  being 
practically  nil  in  the  uncomplicated  cases;  (3) 
that  preservation  of  the  hearing  function  is  fairly 
certain,  and  (4)  that  secondary  operation  is  rarely 
indicated  if  the  mastoid  process  is  exenterated 
completely.  J.  J.  King. 

Twyman,  E.  D.,  and  Giordano,  A.  A.  S. :  The  Mas- 
toid Operation  under  Local  Anaesthesia;  Re- 
port of  4  Gases.    Mil.  Surgeon,  1920,  xlvi,  loi. 

Six  cases  of  otitis  media  in  which  there  were  4 
cases  of  mastoiditis  requiring  operation  came  under 
the  authors'  observation  among  540  cases  of  in- 
fluenza treated  at  the  U.  S.  Marine  Hospital, 
Staten  Island,  N.  Y.  Local  anaesthesia  was  em- 
ployed in  all  of  the  mastoidectomies  and  proved 
highly  satisfactory.  Although  theoretically  the  fact 
that  the  enervation  of  the  tissues  is  from  various 
directions  would  make  the  method  difficult,  the 
smallness  of  the  area  and  the  readiness  with  which 
infiltration  could  be  done  rendered  it  very  easy. 

The  local  anaesthesia  given  consisted  of  an  in- 
jection of  J^  per  cent  novocaine  solution  with 
adrenalin  and  the  administration  of  two  hypodermics 
of  morphine  sulphate,  K  gr.  one  hour  before  and 
}/s  gr.  one-half  hour  before  operation.  The  patients, 
who  were  young  men  between  21  and  29  years  of 
age,  made  very  little  complaint  during  the  treat- 
ment. There  was  little  after-pain  and  in  no  case 
was  additional  morphine  necessary.         J.  J.  King. 

Glogau,  O.:  Radical  Operation  for  Gholesteato- 
matous  Mastoiditis.  N.  York  M.  J.,  1920,  cxi, 
64. 

Glogau  reports  an  interesting  case  of  cholesteato- 
matous  mastoiditis  with  a  dead  labyrinth  and  facial 
paralysis  in  a  man  61  years  old.  During  a  radical 
operation  an  extradural  abscess  was  discovered  over 
the  tympanic  roof.  The  dura  was  covered  with 
granulations  and  the  facial  nerve  was  exposed 
through  the  fallopian  canal  just  beneath  the  external 
semicircular  canal  and  above  the  oval  window.  All 
the  ossicles  were  gone,  leaving  the  oval  window 
exposed.  It  was  evidently  through  this  region  that 
the  labyrinthine  involvement  had  taken  place.  The 
next  day  facial  paralysis  had  disappeared,  but 
twenty-four  hours  after  operation  the  abdomen  be- 
came distended  and  the  distention  gradually  in- 
creased until  on  the  fifth  day  the  patient  died  of 
paralytic  ileus.  O.  M.  Rott. 

Glogau,  O. :  The  Chances  of  Cure  of  Mastoiditis  by 
Tentative  Tonsillo-Adenectomy.  Laryngoscope, 
1920,  XXX,  83. 

Mastoiditis  is  due  almost  entirely  to  middle-ear 
suppuration,  the  infection  being  transmitted  by 
the  blood  or  the  intervening  aditus  and  antrum. 
Except    for   exanthemata,    coryza,    and   accidental 


causes,  middle-ear  suppuration  is  due  in  great  part 
to  enlarged  and  diseased  tonsils  and  adenoids.  As 
the  mastoid,  antrum,  aditus,  middle  ear,  eustachian 
tube,  and  adjoining  nasopharynx  are  lined  by  the 
same  mucous  membrane,  the  causal  relation  of 
diseased  tonsils  and  adenoids  to  mastoiditis  is 
apparent.  Enlarged  tonsils  and  adenoids  interfere 
with  the  levator  and  tensor  muscles  of  the  soft 
palate.  Therefore  in  the  act  of  swallowing  the 
pharyngeal  orifice  of  the  eustachian  tube  does  not 
open  wide  enough  and  as  a  result  rarefaction  of  the 
air,  serum  transudation,  and  infection  occur  in  the 
middle  ear. 

The  removal  of  diseased  adenoids  and  tonsils  has 
been  generally  advocated  as  a  prophylactic  measure 
against  acute  middle-ear  infections  and  as  a  curative 
measure  in  chronic  infections  because  of  the  fact 
that  the  tonsillar  crypts  open  into  the  supratonsillar 
fossa  as  well  as  upon  the  more  exposed  tonsillar  sur- 
face. Since  this  fossa  and  the  adjacent  velar  lobe 
are  situated  about  3^  in.  below  the  eustachian  ori- 
fice tonsilliths  and  dried  secretion  may  produce 
middle-ear  disease  by  pressure  or  infection.  Hence 
the  need  for  total  extirpation  of  the  velar  lobe  and 
complete  evacuation  of  the  supratonsillar  fossa. 

With  Kerrison,  the  author  holds  that  in  acute 
tympanic  disease  offending  tonsils  and  adenoids 
should  be  removed  at  the  same  time  that  the  tym- 
panic membrane  is  punctured  as  the  pharyngeal 
obstruction  hinders  tympanic  resolution.  In  the 
small  percentage  of  cases  in  which  adenectomy  in- 
duces tympanic  inflammation  the  middle  ear  will 
be  protected  by  drainage  through  the  incision  in 
the  drum  membrane. 

The  author  considers  simultaneous  operation  on 
the  tonsils,  adenoids,  and  mastoid  dangerous.  In 
cases  of  acute  mastoiditis  and  hypertrophied  and 
diseased  tonsils  and  adenoids  in  children  not  more 
than  8  years  old  he  suggests  a  tentative  tonsillo- 
adenectomy.  The  classic  symptoms— high  fever, 
sagging  of  the  superior-posterior  canal  wall,  tender- 
ness and  pain  over  the  mastoid  region,  and  some- 
times redness  and  oedema — do  not  of  themselves 
contra-indicate  this  operation. 

Contra-indications  are  present,  however,  in  cases 
showing  meningeal  or  septic  symptoms  or  involve- 
ment of  the  labyrinth  or  sinus  transverus,  in  cases 
in  which  bone  necrosis  is  demonstrated  by  the 
X-ray,  and  in  those  in  which  streptococcus  cap- 
sulatus  is  the  predominant  bacterium.  In  all  of 
these  the  mastoid  operation  is  indicated  at  once. 

Children  upon  whom  a  tentative  tonsillo-aden- 
ectomy  has  been  done  should  be  kept  under  observa- 
tion in  the  hospital  as  symptoms  may  arise  which 
make  the  mastoid  operation  imperative.  Preceding 
the  tonsillectomy  counter-drainage  is  secured  by 
puncturing  the  drum.  The  after-treatment  con- 
sists of  warm  antiseptic  irrigations  within  the  middle 
ear,  suction,  the  local  application  of  heat,  and  general 
constitutional  measures.  When  the  adenoids  alone 
constitute  the  obstruction  the  tonsils  are  not  always 
removed,  but  when  they  are,  the  tonsillectomy  is  not 
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followed  by  any  complications.  If  no  symptoms 
develop  other  than  the  usual  reflex  ear  pains,  ex- 
pectant treatment  is  given.  The  first  symptom  to 
disappear  with  the  ear  pains  is  the  fever.  The  ear 
discharge  then  ceases  and  there  is  gradual  disap- 
pearance of  the  sagging  of  the  canal  walls,  mastoid 
tenderness,  redness,  and  oedema. 

Even  if  a  mastoidectomy  becomes  necessary  later 
the  author  believes  that  the  tonsillo-adenectomy  is 
of  value  as  it  hastens  healing  and  recovery  after  the 


mastoidectomy  and  does  away  with  the  need  of 
repeated  operations  for  recurrent  infection.  If  the 
middle  ear  is  considered  a  nasal  accessory  cavity 
the  tonsillo-adenectomy  is  merely  an  attempt  to 
secure  centripetal  drainage. 

Tonsillo-adenectomy  is  logical  because  it  estab- 
lishes drainage  and  removes  the  infective  focus. 

Histories  of  10  of  the  author's  cases  are  given  as 
evidence  of  the  value  of  the  tentative  tonsillo- 
adenectomy  described.  J.  D.  Cook. 
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Kofheitner,  J.  A.:  Emergency  Suggestion — The 
"Neglected"  Uvula.  Internal.  J.  Surg.,  1920, 
xxxiii,  39. 

After  a  brief  resume  of  the  anatomy  and  functions 
of  the  uvula,  the  author  discusses  its  various  morbid 
conditions. 

The  uvula  may  become  too  short  through  exces- 
sive operation  or  syphilitic  or  other  ulceration.  The 
curtain  between  the  nasal  and  oral  pharynx  is  thus 
made  incomplete  and  regurgitation  results. 

Elongated  uvula  is  the  common  morbid  type. 
This  usually  results  from  repeated  inflammations 
due  to  neglected  colds,  excessive  smoking,  or 
irritating  foods.  Because  the  condition  seems 
slight,  the  congestion  is  allowed  to  continue  through 
neglect  and  the  uvula's  pendant  position  prolongs 
it.  Repeated  attacks  result  in  hypertrophy  of  the 
uvular  mucous  membrane  but  not  of  the  muscular 
tissue.  The  resultant  symptoms  may  be  mouth- 
breathing,  frequent  desire  to  cough  or  swallow, 
nausea,  induced  or  aggravated  tonsil  or  adenoid 
disease,  or  asthmatic  attacks.  In  an  extreme  case 
a  portion  of  the  uvula  was  partly  swallowed  and  the 
muscles  of  the  throat  became  temporarily  fixed  in 
tonic  spasm. 

Phlegmonous  uvula  occurs  mainly  in  cold  weather 
in  patients  giving  a  history  of  attacks  of  rheumatism 
and  whose  throat  cultures  show  the  presence  of 
staphylococci  or  streptococci.  The  inflammation 
usually  begins  in  the  peritonsillar  tissue  or  soft 
palate.  Later  the  anterior  pillar  and  soft  palate 
become  tumefied  and  the  convexity  of  the  latter 
presents  toward  the  oral  cavity.  The  tumefaction 
may  be  slight  or  one  which  so  closes  the  faucial 
isthmus  as  to  render  swallowing  and  respiration 
diflacult.  The  latter  type  often  presents  a  transient 
lockjaw,  making  operation  difficult.  In  such  cases 
a  rectangular  cut  is  usually  made  in  the  peritonsillar 
tumor  to  reduce  the  tumor  and  relax  the  jaws.  The 
enlarged  uvula  is  then  removed. 

The  infrequent  adhesions  of  the  uvula  to  adjacent 
portions  of  the  mouth  or  pharynx  usually  follow 
syphilitic  ulceration.  The  nasopharynx  has  been 
thus  almost  totally  closed.  Adhesion  of  the  uvula 
to  a  tonsil  may  follow  acute  non-specific  tonsillitis. 

Tuberculous,  and  more  often  syphlitic,  ulcers  may 
attack  the  uvula.  Usually  the  point  of  this  attack  is 
at  the  juncture  with  the  soft  palate.  One  such  case 
developed  gangrenous  demarcation  and  spontaneous 
amputation  of  the  uvula  in  four  days.  Another 
ulcer  at  the  edge  of  the  bony  palate  burrowed  up- 


ward and  developed  a  fistula  into  the  nostril.  Later 
this  fistula  was  partly  filled  by  granulations. 

Congenital  malformations  of  the  uvula  are  rare, 
the  most  usual  being  the  bifid  form. 

The  not  uncommon  uvular  paresis  generally  in- 
volves the  velum  palati  and  results  from  a  central 
brain  lesion,  diphtheria,  facial  paralysis,  local  dis- 
ease, or  growths.  It  may  be  unilateral,  bilateral, 
partial,  or  complete.  When  unilateral,  the  uvula, 
often  with  the  entire  velum,  is  drawn  toward  the 
unaff"ected  side,  the  faucial  arch  of  which  then 
appears  narrower  while  that  of  the  opi>osite  side 
appears  wider.  This  distortion  is  increased  during 
swallowing  and  speaking.  In  bilateral  paralysis  the 
uvula  shows  no  voluntary  action,  flaps  with  the 
motion  of  the  breath,  and  is  often  the  cause  of 
snoring  and  spasms  of  coughing. 

Primary  cancer  of  the  uvula  is  rare  but  extension 
from  the  soft  palate,  tonsil,  or  antrum  is  more  fre- 
quent. Of  the  two  predominant  types,  the  epithelial 
is  more  frequent  than  the  medullary.  Early  differ- 
entiation from  syphilis  is  possible  only  by  tissue 
examination  or  a  Wassermann  test.  The  prognosis 
is  encouraging  only  when  the  involvement  is 
limited  to  the  uvula. 

Vascular  conditions  in  the  uvula  rarely  require 
treatment,  as  congestion  with  hypertrophy  usually 
results  only  in  capillary  formation.  The  author's 
one  case  of  varix  showed  worm-like  vessels  extend- 
ing upward  over  either  faucial  arch.  Under  cocaine 
anaesthesia,  silk  ligatures  were  passed  through  the 
velum  and  brought  back  on  either  side  so  that  they 
encircled  the  varix  and  controlled  possible  hajmor- 
rhage.  The  uvula  was  then  ablated  and  the  stump 
drawn  together  with  fine  silk.  There  was  no  marked 
haemorrhage  and  the  varix  largely  disappeared. 

For  the  usual  ablation  of  the  uvula  the  author 
uses  a  long-handled,  mouth- toothed  forceps  and  long, 
blunt-pointed  scissors  curved  on  the  flat.  The  parts 
are  anaesthetized  and  the  tongue  depressed  with  an 
ordinary  depressor.  The  uvula  is  then  grasped  by 
the  tip  with  the  forceps  and  by  gentle  traction  is 
made  to  present  a  concavity  upward.  In  this  way 
the  area  where  the  muscle  fibers  end  and  the 
hypertrophied  mucous  membrane  begins  is  brought 
out  sharply.  Here  the  cut  is  made  with  the  scissors 
held  at  an  angle  and  with  their  concave  surface  up- 
ward. This  angular  cut  leaves  the  raw  surface 
directed  backward  where  it  is  protected  during 
swallowing  by  the  pharyngeal  wall.  The  bleeding 
is  usually  slight.  If  free,  it  is  stopped  by  a  topical 
application  of  thromboplastin.  A  few  days  later 
4  per  cent  silver  nitrate  is  applied.        J.  D.  Cook. 
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